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THE ANNUAL MEETING OF THE SOCIETY WAS HELD IN DALLAS ON
December 4 and 5, 1981, the 144th anniversary of the organization’s
founding. It was in Dallas on December 5, 1936, that the formal
reorganization of the Society took place. One of those responsible
for much of “the rebirth” on that historic occasion was the longtime
Society Secretary, Herbert Gambrell. To the joy and pleasure of the
membership, Herbert was in attendance at the opening reception
hosted by the Dallas Society members at the University of Texas
Health Science Center.

The Saturday meeting on “Health and Medicine in the 80’s” held
in the Fairmont Hotel was climaxed with a dinner at the Dallas
Museum of Fine Arts. Members enjoyed a rare treat with the oppor-
tunity to view an exhibition of master paintings from the collection
of art connoisseurs Duncan Phillips and his artist-wife, Marjorie
Acker Phillips. Members of the local arrangements committee under
Margaret McDermott and the program committee headed by Bryce
Jordan provided for those in attendance a program long to be
remembered.

During the meeting President Charles A. LeMaistre announced
the election of new members, William C. Harvin and Risher Randall,
and announced the deaths since last year’s meeting of members David
Guion, Louis C. Page, Robert Gerald Storey, Jack Kenny Williams,
and Andrew Jackson Wray. Four persons were named honorary
life members for their contributions to Texas and to the Society:
Mary Moody Northen, Claudia Taylor (Mrs. Lyndon B.) Johnson,
Margaret Clover Symonds, and Dorman H. Winfrey.

Officers elected for the next year were Abner V. McCall, President;
Leon Jaworski, First Vice-President; Wayne H. Holtzman, Second
Vice-President; Dorman H. Winfrey, Secretary; and Mary Joe Car-
roll, Treasurer.
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Attendance at 1981 Annual Meeting

Members attending included: Misses Cousins, Duff, Hartgraves;
Mesdames Carpenter, Hill 111, Johnson, Knepper, McDermott, Scott,
Randall, Jr.; Messrs. Thomas D. Anderson, Andrews, Ashworth,
Baker, Bell, Blanton, Blocker, Caldwell, Carmack, Clark, Coke,
Cooper, Crim, Crook, Doty, Dougherty, Doyle, Fisher, Fleming,
Galvin, Gordon, Gray, Greenhill, Hanna, Hargrove, Hart, Chris-
topher M. Harte, Harvin, Heinen, Hershey, Hook, Jordan, Keeton,
Kelsey, Kempner, Sr., Dan E. Kilgore, William J. Kilgore, Law,
Lawrence, LeMaistre, Levin, Lord, McCall, McCorquodale, Mc-
Ginnis, McKnight, Maguire, Matthews, Middleton, Miller, Moseley,
Pressler, Randall 111, Randall, Reavley, Richardson, Seybold, Sharp,
Shirley, A. Frank Smith, Jr., Frank C. Smith, Jr., Sprague, Tate,
Vandiver, Watkins, Wells, Gail Whitcomb, Dan C. Williams, Win-
frey, Worden, Wozencraft, James S. Wright, Young.

Guests included: Mrs. Thomas D. Anderson, Mrs. Mark E. An-
drews, Mrs. Rex G. Baker, Jr., Mrs. Henry Marsh Bell, Jr., Mr. and
Mrs. Joe Belden, Dr. and Mrs. E. A. Blackburn, Mrs. Jack S. Blan-
ton, Mrs. Truman G. Blocker, Jr., Mrs. John Clifton Caldwell, Mrs.
George Carmack, Mrs. Edward Clark, Mrs. Henry C. Coke, Jr.,
Mr. and Mrs. Richard Collins, Mrs. John Cooper, Mrs. William
Robert Crim, Mrs. William Crook, Mrs. Ezra William Doty, Mrs.
J. Chrys Dougherty, Mrs. Gerry Doyle, Miss Beth Duff, Mrs. Joe J.
Fisher, Mrs. Durwood Fleming, Mrs. Charles O. Galvin, Mrs. William
Edwin Gordon, Mrs. John Ellis Gray, Mrs. Joe R. Greenhill, Mrs.
Ralph Hanna, Mrs. James Ward Hargrove, Mrs. James P. Hart,
Mrs. William C. Harvin, Mrs. Erwin Heinen, Mrs. Jacob W. Her-
shey, Mrs. Mary Collins Hibbs, Mrs. Harold Swanson Hook, Mrs.
Leroy Jeffers, Mrs. Bryce Jordan, Mrs. W. Page Keeton, Mrs. Mavis
P. Kelsey, Mrs. Harris L. Kempner, Sr., Mrs. Harris L. Kempner,
Jr., Mrs. Dan E. Kilgore, Mrs. William J. Kilgore, Mrs. Thomas H.
Law, Mrs. F. Lee Lawrence, Mrs. Charles A. LeMaistre, Mr. and
Mrs. William Lewis, Mrs. Abner V. McCall, Mr. and Mrs. Harry D.
McCament, Mrs. Malcolm McCorquodale, Miss Mary McDermott,
Mrs. Robert C. McGinnis, Dr. and Mrs. James D. McMurrey, Mrs.
Jack R. Maguire, Mrs. Harry J. Middleton, Mrs. Jarvis E. Miller,
Mrs. John D. Moseley, Mrs. Herman Pressler, Jr., Mrs. Risher
Randall, Sterling Robertson, Mrs. Lemuel Scarbrough, Lawrence E.
Scott, Mrs. William D. Seybold, Mrs. Dudley C. Sharp, Dr. Gloria
Shatto, Dr. and Mrs. Roy Shilling, Mrs. Preston Shirley, Mrs. A.
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Frank Smith, Jr., Miss Connie Stark, Mrs. Willis M. Tate, Mr. and
Mrs. Robert Trotti, Mrs. Frank E. Vandiver, Ms. Caro Walker, Mrs.
Edward T. Watkins, Mr. and Mrs. Gerardo Weinstein, Mrs. Peter B.
Wells, Dr. and Mrs. John Wheeler, Mrs. Gail Whitcomb, Mr. and
Mrs. Tom White, Mrs. Dan C. Williams, Mrs. Dorman H. Winfrey,
Mrs. Sam P. Worden, Mrs. Frank M. Wozencraft, Mrs. Mary V.
Wozencraft, Mrs. James S. Wright, Mrs. Sam D. Young.
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OLD PROBLEMS, NEW TECHNOLOGIES, AND
CHANGING VALUES: THE CHALLENGE OF
BIOMEDICINE

H. TRISTRAM ENGELHARDT, JR.

By assessing health and medicine in the 1980s, this meeting of the
Philosophical Society of Texas has embarked on a major philosophi-
cal task. In comparing medicine and the law, it has begun to chart
the interplay and the differences between major societal institutions.
In exploring what societal resources ought to be committed to health
care, and which of these resources ought to be invested in preventive,
acute, or chronic health care, the Society is reassessing the ethical
underpinnings of major practices in the macro-allocation of resources.
In discussing modern medical ethics, it has recognized the importance
of bringing into critical consideration the language of rights, obliga-
tions, and goals that structure health care. That such examinations
are occurring now is not accidental. In my paper I will suggest some
reasons why health and medicine have become the focus of modern
academic and public policy debates. As such, I will be playing a
familiar role for philosophers. I will be acting as a geographer
of values, charting relations among ideas, societal viewpoints, and
societal institutions. Though, as I will acknowledge, the problems
we are now addressing are in many cases of ancient lineage, new
knowledge and recent increases in power in medicine and the bio-
medical sciences have given those old problems new urgency. They
have often altered what answers can be acknowledged as acceptable.
Changes in our culture have made health and medicine problematic
as philosophical issues, as issues which evoke major cultural and
conceptual reexaminations.

Cultures are woven out of the interplay of values, passions, avail-
able natural resources, technologies, and peoples. All these forces
and more intertwine in the rich weave of history. It is not as if tech-
nologies and sciences alone bear the stamp of the philosophical
milieux in which they develop, or philosophies alone the stamp of
the sciences and technologies of the cultures in which they arise. Each
reciprocally influences the other." When we come to consider our own
place in history and attempt to reexamine our cultural foundations,
as is occurring in part through bioethics, we do so because of an
interplay of intellectual and practical urgencies, even if they may at
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times be hidden. What one discovers in examining health and medi-
cine in the 1980s is that many of the taken-for-granted moorings that
bind beliefs and the sciences have been put under special stress. It is
not hard to find the roots of that stress. We, as individuals living in
a post-Enlightenment and to a great extent post-Christian era, find
many of the traditional cultural certainties of the past shaken. Indeed,
one finds that, at the very time that we are experiencing rapid tech-
nological changes with major influences upon our private and public
lives, there are no longer generally convincing answers to many of
the questions that these changes occasion, nor is there an orthodoxy
imposed to give a semblance of cohesion.

This is but to say that the current problems in biomedicine exist
in a secular, pluralistic society. That society, it should be noted, is
transnational in character: it spans from America to Japan, and from
Canada to South Africa. The bioethical problems of the indus-
trialized West are the problems generally of our world culture, a
culture without a single, concrete view of the good life, and yet with
immense power to fashion particular understandings of the good life.
We have never had more power and probably never had less sense
of direction. Thus, as our culture comes to assess the significance of,
and proper directions for, health care and the biomedical sciences in
the 1980s, there is a sense of moral precariousness. However, it is
worth noting that many of the questions raised are not new ones.
These questions are as old as our Western reflective traditions. The
issue of proper health care for private paying patients versus others is
explored in the Laws of Plato;” and reflections on the propriety of
abortion are older than discussions on the subject in Aristotle’s
Politics.” To recognize these as perennial questions is to understand
that every generation must come to know its answers anew, for these
questions bear on the very significance of human life and the purposes
of major societal institutions. One would, therefore, expect to find
the humanities charting ever again the answers to such questions as,
“When do persons begin?”* “When do persons end?””” “When is it a
good time to die?”” and, “How much of a government’s budget
should be invested in health care?”” To underscore the lineage of
these questions with an example, one should note that the importance
of health care, and the choice among allocations for acute health
care, chronic health care, and preventive medicine, was the subject
of a debate in Book I1I of Plato’s Republic.

However, these perennial philosophical problems have become
issues of pressing public policy concern because of the technological
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power we now possess and because of our lack of moral consensus
about the nature of the good life and the proper goals of health care.
The issues to be discussed at this meeting of the Philosophical Society
of Texas are for us inevitable. One cannot live in a pluralistic, secular
society undergoing massive technological changes in the absence of
an imposed orthodoxy, that is, as free persons, without these issues
coming to the fore. There have over the last hundred years been
extensive changes in lifestyle, technological abilities, and moral values.
These have included a major commitment to supporting the free
participation of individuals in societal institutions and in the fashion-
ing of their own destinies. Only one step beyond abandoning the
notion of the divine right of kings is the realization that no society
or profession has privileges by divine authority, but rather through
the consent of those involved. The authority of institutions has been
recognized to be derived from the consent of those involved in them.
This has led to the recognition of individuals having rights outside
of and before any institutions. What one sees in medicine is in great
part an attempt now to chart the consequences of a commitment to
honor those rights in the institutions of health care.

Such charting of consequences, however, requires assessing alterna-
tives and the competing costs and benefits of competing visions. This
in turn requires critically examining different economies of values.
After all, moral reflection attempts to guide us in determining what
sorts of benefits can properly be achieved at what costs. Ethics, in
attending to economies of values and of rights, seeks to discern their
hierarchies and to indicate what values and rights should be sub-
ordinated to others and which ones should not be. A decision to give
only a certain amount of funds to health care, and to allow the rest
to be spent on such important things as philosophy, good wine, and
food, involves a decision that the goals and rights to which such a
choice commits one—including the right to dispose freely of one’s
funds in particular ways—are more important than the lives of the
individuals who could have been saved had different choices been
made. In such public policy choices, one is choosing among different
senses of quality of life, or views of the good life, and therefore
among different possibilities for death, suffering, and pleasure for
different persons or groups of persons. It is not improper that we
should so choose. Such choices are inevitable, Our moral obligation
is to choose well. However, such choices are properly troubling. They
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are made more troubling as our responsibility increases due to greater
knowledge and greater power to effect change.

But, as I have indicated, just as our responsibility has increased
due to greater knowledge and power, our sense of moral direction
has been weakened. We are often unclear regarding how to use our
greater knowledge and power. Think, for example, of our increased
ability to determine fetal defects in utero and to abort defective
fetuses. In choosing the ways to use such technologies, we choose
among various sets of moral goals and obligations. It is here that the
central moral challenge of bioethics lies.

The initial task is then to comprehend the significance of the
choices. What, for example, are the alternative moral costs and bene-
fits of different investments in preventive medicine versus chronic
health care, a point, as I indicated, raised by Plato in the Republic.
Moreover, how does one assess such alternatives, in the absence of
a moral consensus? It is here that the humanist enters such reflec-
tions. That is, the humanist comes to reflect as a philosopher or bio-
ethicist on the development of public policy precisely when the terrain
of concepts and values is changing and unsure. This unclarity and
unsureness should be underscored as characteristic of the modern
perplexity, a point I have already alluded to. There are no longer
many well accepted moral orthodoxies that are generally empowered
to resolve bioethical disputes in public policy. Alasdair Maclntyre,
in a splendid volume, After Virtue,” has argued this point by way of
a general lament for ethics. He recognizes that as a consequence of
the Enlightenment we are left with fragments of traditions regarding
the nature of the virtuous life, but with no single tradition of tradi-
tions to give coherence and concrete guidance. I would amend his
account on two points. First, I do not believe the condition is to be
lamented. Rather, our condition is the result of the loss of what one
might call the monotheistic presumption, the presumption that there
will in the end be a single and univocal concrete view of the good life
that ought.to be embraced. In lacking this presumption, we resemble
the Roman Empire with its acceptance of numerous gods and of com-
peting views of the good life. This latter one might term the poly-
theistic presumption. After a period of over a millennium and a half
we are returning to the notion that there may properly be radically
competing views of the good life embraced within one nation, and
that such is to the good of richness of perspective, and of toleration.

Second, 1 believe that there is indeed a tradition of traditions to
which one may appeal. Pace Maclntyre, it can be drawn from the
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Enlightenment. Indeed, it is precisely that element of the Enlighten-
ment dream that inspired the founding of the Texian Republic. It was
a view that one can, given the willing collaboration of free individuals,
peaceably create answers even where particular moral answers cannot
be discovered. Or rather, it presumed that one could create a peace-
able fabric within which one could pursue whatever god or god surro-
gate one wished, as long as it did not involve direct harm to other
citizens. One might think here of the phrase in the Texas Declaration
of Independence, perhaps attributable to the chairman of the Draft-
ing Committee, George C. Childress, which characterized the priest-
hood as the eternal enemy of civil liberty, the ever ready minion of
power, and the usual instrument of tyrants.” I believe Childress is
best understood here not as denouncing any particular priesthood,
but as realizing that all post-Enlightenment republics would need to
fashion a fabric of civil probity that did not presuppose a particular
concrete moral orthodoxy. Essential to that fabric has been the
reliance upon the free and informed consent of citizens and the pro-
vision for the choice of radically differing ways of life.

In such circumstances one finds, as one would expect, reliance
upon free and informed consent as the lynchpin for moral medical
practice and human experimentation. If it is not clear what one ought
to do, or what one may constrain others to do, one must then leave
such matters as issues of private choice. One attempts only to provide
enough information concerning the difficulties at stake so that the indi-
viduals concerned may choose as prudently and as best as possible.
Which is to say, if moral authority does not descend from the gods
to anoint the republic, its authority, and that of other secular institu-
tions, is derived from the consent of those who participate in those
institutions. Mutual respect for the autonomy of moral agents becomes
the necessary grammar for coherence in ethical disputes where a final
answer cannot be discovered, but where instead provisional answers
must be created. However, much that concerns the lives of individuals
can then not be presumed to have been delegated to governments and
other social institutions.

It is worth noting the radical depth of the realization of this point
in the traditions of Texas. Texas, for example, sole among the Anglo-
American jurisdictions, never held suicide to be a crime, nor, until
a recent lamentable change in 1973, did it hold aiding and abetting
suicide to be a crime.” All other jurisdictions had been influenced by
the traditional notion that the state was the vicar of the Deity, the
custodian of good public morals, and that the citizen as subject could
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not quit his or her obligations to the state without the leave of the
sovereign.” In contrast, even with regard to aiding and abetting
suicide, the Texas courts held: “It may be a violation of morals and
ethics, and reprehensible, that a party may furnish another poison,
or pistols, or guns, or any other means or agency for the purpose of
the suicide to take his own life, yet our law has not seen proper to
punish such persons or such acts.”™

In examining the position of the Texas Court of Criminal Appeals,
it is useful to interpret it as having recognized two important points.
First, it recognized the range of liberty that would need to be avail-
able in a society that did not form a single moral community, but
encompassed groups with widely divergent views of the good life.
Second, it recognized that individuals in such societies would be
condemned to living in two-tiered moralities. The first is the morality
of their particular communities of beliefs; the second, the morality
of the general secular society that provides the peaceable fabric
within which communities with divergent beliefs can live in reason-
able harmony.

Bioethics has developed as a secular enterprise precisely as this
second tier of morality. It has been fashioned as a logic of a pluralism,
as a means for negotiating moral intuitions in a peaceable fashion
among communities and individuals who hold often radically diver-
gent views of the proper goals of medicine and of probity in health
care. As such, bioethics is more a procedural ethic than an ethic with
content. Free and informed consent, where the accent is upon the
means of coming to a decision, not upon the content of the decision
itself, is a good example of such a procedure. A modern pluralistic
society is driven inevitably, in order to resolve the conflicts engen-
dered by new technology and by divergent moral sentiments, to
fashion a secular bioethics, which is often minimalist in the sense
of being predominantly formal. An example is found in one of the
greatest technological influences of modern medicine, namely, ade-
quate contraception. Such technologies have, for the most part, been
forwarded simply as an option, as a possibility. However, around
that possibility, individuals have developed lifestyles that were in the
past improbable, if not impossible. It is impossible to conceive of
modern industrial societies in which women are full participants in
the workplace and fully sexually active, and in which there are not
rising population levels, without the contributions of modern contra-
ceptive and sterilization techniques. One might think of the young
married couple, each member committed to his and her own career,
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and each sexually active, who have decided when in their careers
they will have their one or two children.

This lifestyle is in part the result of modern medical science. It
has also been tied to immense shifts in values. We have, for example,
changed for most individuals the sense of what should count as natural
or unnatural acts, and of why unnatural acts ought to be evil. In
fact, we find that the moral frameworks and compositions of values
in which a linkage of the unnatural and the immoral made sense to
many of our ancestors now seem senseless, and in many points out-
rageous. To appreciate this, one need only compare most modern
moral intuitions regarding the moral significance of contraception,
with the view held by St. Thomas Aquinas, that the unnaturalness,
which would be involved in some forms of contraception, would be
morally worse than rape.”

These changes in conceptual framework concerning what ought to
count as natural and unnatural, and of the moral significance of acting
unnaturally, have acted synergistically with the technological advances
that have been tied to the development of modern lifestyles. The
result has been changes in human values as one finds reflected in the
modern contraceptive ethos. But the point can be put more generally.
We have come to see it to be virtuous to act unnaturally in the sense
of constraining nature from its usual courses in order to enable
the realization of the goals and purposes of persons in ways com-
patible with an interest in preserving elements of nature as a trust for
future generations. We have come to see our own nature as one to
be restructured and redirected not only through contraception but
also through medicine and surgery, through the transplantation of
organs and the implantation of artificial prostheses, through arti-
ficially conferring immunity against particular diseases, and through
the possible applications of genetic engineering as well. This is a
major shift in world view characterizing the modern era. It signals
the body as an object for persons to refashion to fit their own pur-
poses. It sets a distance between what we are as persons and what we
are as humans.

This distinction between what it is to be a human versus what it
is to be a person is an ingredient in many public policy decisions.
One might think here of abortion or the use of IUD’s to prevent the
implantation of zygotes, where the human life to be lost is not that
of persons and therefore to be tolerated." One might think of brain-
oriented definitions of death that allow one to declare persons dead,
though human biological life continues. These points can also be put
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more generally. The advances in medical technologies and sciences
now make it possible for us to look at our human nature as some-
thing to be manipulated. After all, our present human nature is the
blind outcome of selective pressures that have adapted us to environ-
ments in which we no longer live. We, therefore, as reflective persons,
can—and in many circumstances must—judge which elements of
this biological inheritance we are satisfied with and which we would
wish to change.

But to talk of change is to recognize our new powers to effect
change. And to recognize those powers is to acknowledge our new
responsibilities. However, to acknowledge those responsibilities is
to appreciate the ambiguity of acting responsibly in our current
pluralistic societies.” We come, thus, as we consider the directions
for health care and the biomedical sciences during the 1980s, to
signal three leitmotifs that characterize our present moral condition.

First, we have amplified powers;

second, we therefore have increased responsibilities;

but third, our moral vision appears uncertain.

To this last point, yet another characteristic must be added: our
realization that our resources are limited. Thus, just as our powers
and responsibilities appear god-like, we are reminded of the very
finite scope of our possibilities. We can only do some, not all, of the
wonderful things we might wish to do. Hence, the attention in this
program to the choices involved in the macro-allocation and in the
micro-allocation of resources.

What then ought one to do? I suggest just what has been under-
taken in this conference of the Philosophical Society of Texas.
One must chart and reexamine in detail the consequences of the
increased power and responsibilities of medicine in societies char-
acterized by a pluralism of belief and a finitude of resources. We must
now examine decisions that we could, to a great extent, ignore in
the past. They were decisions we attributed to nature or to God. We
can no longer avoid those decisions or the responsibilities they entail.
Think, for example, of how increased genetic knowledge and ca-
pacities for prenatal diagnosis, coupled with effective contraception
and abortion techniques, have made having a child an act of responsi-
bility, not simply the acceptance of a child as a gift from God. For
an interesting legal statement of this moral point, one might think
of the recent California case of Curlender v. Bio-Science Labora-
tories and Automated Laboratory Sciences (June 11, 1980), which
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suggested that parents should be held responsible for knowingly bring-
ing to term a seriously defective fetus.”

In discussing these issues, one is not simply charting the present,
but fashioning the ideas that will give tongue to the future. New solu-
tions can be spoken only in the ideas and concepts that a culture
fashions in reflections such as thess. In participating in disciplined
examinations of these issues as in this conference, one takes those
important steps that lead, one never knows where, until new insights
are born.

FOOTNOTES

'For an interesting and influential study of the interplay of facts and theories,
which is suggestive of the nature of the interplay of ideas and technologies in
medicine, see Ludwik Fleck, Entstehung und Entwicklung einer wissenschaft-
lichen Tatsache (Basel: Benno Schwabe, 1935). For an English translation, see
Genesis and Development of a Scientific Fact, trans. Fred Bradley and T. J.
Trenn (Chicago: University of Chicago Press, 1979).

*Athenian: *“. . . You agree that there are those two types of so-called
physicians?”

Clinias: “Certainly I do.”

Athenian: “Now have you observed that, as there are slaves as well as free
men among the patients of your community, the slaves, to speak generally,
are treated by slaves, who pay them a hurried visit, or receive them in dis-
pensaries? A physician of this kind never gives a servant any account of his
complaint, nor asks him for any; he gives him some empirical injunction with
an air of finished knowledge, in the brusque fashion of a dictator, and then
is off in hot haste to the next ailing servant—that is how he lightens his mas-
ter's medical labors for him. The free practitioner, who, for the most part,
attends free men, treats their disease by going into things thoroughly from the
beginning in a scientific way, and takes the patient and his family into his con-
fidence. Thus he learns something from the sufferer, and at the same time in-
structs the invalid to the best of his power. He does not give his prescriptions
until he has won the patient’s support, and when he has done so, he steadily
aims at producing complete restoration to health by persuading the sufferer
into compliance.” Plato, Laws 4.720b-e, in E. Hamilton and H. Cairns (eds.),
The Collected Dialogues of Plato (Princeton: Princeton University Press,
1961).

*Aristotle, for example, argued, “On the ground of an excess in the number
of children . . . let abortion be procured before sense and life have begun.”
Aristotle’s Politics VII, in R. McKeon (ed.), The Basic Works of Aristotle
(New York: Random House, 1941), p. 1302.

It is interesting to note that St. Thomas finds merit in Aristotle’s having at
least distinguished between early and late abortions. St. Thomas did not hold
that early abortion constituted murder. See St. Thomas Aquinas, Opera Omnia
XXVI, In Aristoteles Stagiritae, Politicorum seu de Rebus Civilibus, Paris,
1975, Vives, Book VII, Lectio XII, p. 484.

‘For a discussion of this matter in St. Thomas, see Summa Theologica, 1,
118, Art. 2.

“For a discussion of these points in the Talmud, see Tzitz Eliezer, 9:46 and
10:25:4, and Yoma 85a, Socino Edition.

“A classical exploration of this point is to be found in Seneca’s 70th Letter
on Suicide.

"Plato, Republic, Book III, 404-409.

*Alasdair Maclntyre, After Virtue (Notre Dame, Indiana: University of
Notre Dame Press, 1981).
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“

"The entire phrase runs: “. .. the army and the priesthood, both the eternal
enemies of civil liberty, the ever ready minions of power, and the usual instru-
ments of tyrants.” The Texas Declaration of Independence, March 2, 1836.

"“The precedent-setting cases were: Grace v. State, 69 S.W. 529, 530 (Tex.
Crim. App. 1902), and Sanders v. State, 112 SW. 68, 70 (Tex. Crim. App.,
1908). The State of Texas criminalized aiding and abetting suicide in 1973. See,
Texas Penal Code Annotated 22.08 (1974).

"William Blackstone, Commentaries on the Laws of England (New York:
Augustus Kelley, 1969), Book 4, pp. 188-190.

“Sanders v. State, 112 SW. at 70.

“St. Thomas Aquinas, Summa Theologica 11-11, 153-154.

“For a study of the moral status of embryos and fetuses, and of such prac-
tices as abortion, see Abortion and the Status of the Fetus, W. B. Bondeson,
H. T. Engelhardt, Jr., S. F. Spicker, and Daniel Winship (eds.) (Dordrecht,
Holland: D. Reidel Publishing Co., in press, to appear in 1983).

“Many of these issues are explored in New Knowledge in the Biomedical
Sciences, William B. Bondeson, H. T. Engelhardt, Jr., S. F. Spicker, and Joseph
M. White (eds.) (Dordrecht, Holland: D. Reidel Publishing Co., 1981).

“Curlender v. Bio-Science Labs. and Automated Lab. Sciences, 165 Cal.
Rptr. 477 (Ct. App. 2d Dist. Div. 1, 1980). In a dictum the court held that
children could, under such circumstances, sue their parents. For a detailed
analysis of tort for wrongful life suits, see Angela R. Holder’s, “Is Existence
Ever an Injury?: The Wrongful Life Cases” in The Law-Medicine Relation: A
Philosophical Exploration, Stuart F. Spicker, Joseph M. Healey, Jr., and
H. Tristram Engelhardt, Jr. (eds.) (Dordrecht, Holland: D. Reidel Publishing
Co., 1981), pp. 225-240. The precedent force of this case has subsequently
been set aside by statute: Cal. Civ. Code, Sec. 43.6 (1982). There has also
been a contrary ruling in California, Turpin v. Sortini, 119 Cal. App. 3rd 690
(1981).
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SESSION 1

John D. Moseley chaired the Saturday morning session entitled
“Modern Medicine: Can We Afford It?” He introduced Jarvis Miller,
special assistant in the Office of the Governor, and Charles B. Mullins,
of The University of Texas System.

MODERN MEDICINE: CAN WE AFFORD IT?

JARvis E. MILLER

Mr. Chairman, I am indeed grateful to you and Dr. Jordan, pro-
gram chairman, for the opportunity to be with you today. It is indeed
a signal honor to be able to address this venerable Society with its
illustrious membership and its rich history. In this country, we tend
to take for granted the privilege of assembling and associating freely
with the freedom to discuss and debate ideas, concepts, points of
view. Having had the privilege of living and traveling abroad, I par-
ticularly treasure this occasion.

I approach my assigned topic today with a great deal of fear and
trepidation. Let me say at the beginning that I am not an expert. I am
merely one concerned citizen, a concerned citizen attempting to
articulate in a crude, perhaps cumbersome way, a perception of a
major problem of our society. I would begin these remarks by toying
with the subject “Modern Medicine: Can We Afford It?” Perhaps
a more appropriate question might be: “Can We Not Afford It?”

At present in the United States, there is a great deal of interest in
the diseases and problems of advancing age. Perhaps that is a natural
phenomenon. We have just concluded a decennial White House Con-
ference on Aging, and there has been a great deal of publicity asso-
ciated with it. The average age of key congressional leaders, almost by
definition, would lead to interest on their part. And, if you will
pardon a perhaps indiscreet observation today, the average age of
those of us assembled here would be fairly high. We are, on the
average, beyond the age where prevention, education and public
health measures can contribute significantly more to our survival and
the quality of our remaining years. The die is cast: our priorities now
tend to be in the area of more drastic intervention to alter the course
of events. We are looking to improved cardiac and cancer surgery, to
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new medications and to new approaches to diagnosis, management and
treatment. And we are concerned that these procedures enhance the
quality of our remaining years, while at the same time lengthen them.

By all the usual and traditional criteria, we Americans are healthier
now than ever before in our history. The number of senior citizens
is rising rapidly. Diseases which formerly were mass killers are now
at most minor problems in the total picture:

Diphtheria

Cholera

Tuberculosis

Poliomyelitis.

And death rates associated with some of the diseases of advanced age
also have been declining, particularly the cardiovascular diseases and
cancer. We now have more physicians than ever before, more hos-
pitals, more sophisticated technology, and a wider, more sophis-
ticated array of medications.

The Center for Disease Control (CDC) reported in 1980 that a
child born then could expect to live 73 years, compared with 47 years
for a child born in 1900. This remarkable change was attributed to
improvements in sanitation, immunization and nutrition. CDC re-
ported that the gain had been made possible primarily by a dramatic
improvement in survival rates during infancy and early childhood, or
in other words, prevention. Little came from health care in later years.
But the CDC does not expect similar improvements in the next 20
years because Americans are not doing much about their survival
rate in later years. There is still too much drinking, smoking, stress
and lack of attention to nutrition. Added to that is the growing
problem of accidents and crime.

On the other hand, Dr. Edward Brandt, Jr., the assistant secretary
of health who is well known to all of us, was quoted yesterday as
saying “The level of health in this country is good and getting
better. . . . Society’s very success in keeping people healthy and
permitting them to live into old age is putting great stress on the
nation’s health care resources.” He went on to say: “Smoking is
at its lowest level since 1945; more adults than ever are having their
blood pressure checked; more women are being examined for breast
and cervical cancer; more people are physically active and are watch-
ing their weight and diet.”

The fact remains, though, that we still have serious health problems
and issues in this country. When I was in Lubbock recently, the
retired county health officer brought to my attention widespread
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problems of maternal and child health, particularly among young
minority women. There are serious questions about the quality and
availability of health care in many areas of the state. On the
one hand, there is the cost of health care, both to the individual
and to society, and the individual’s right to adequate health care; and,
on the other hand, there is personal responsibility for consequences
of individual choices of lifestyle. Another problem of unknown
dimensions is the impact of environmental pollution and degradation
on our future well-being.

Dr. John H. Knowles, late president of the Rockefeller Foundation,
writing some ten years ago put it this way:

Our acute, curative, scientific and technological (medi-
cal) service is unexcelled anywhere in the world. Our
prevention and rehabilitation services and our extended
care and nursing home facilities are dismal. In other words,
high-cost medicine is the best, while low-cost services and
those with high benefit to cost advantages remain grossly
underdeveloped.

Albert Rosenfeld, writing in The Saturday Review in December,
1974, had this to say:

Much of medicine today consists of heroic and spectacu-
lar forms of therapy that excite—and deserve—our ad-
miration. We rescue many victims of maladies formerly
deemed hopeless. We perform hours-long triple-bypass
operations on their failing hearts and provide cardiac-inten-
sive care. We dialyze them on artificial-kidney machines,
transplant vital organs, then suppress their immune systems
in order to keep the foreign grafts from being rejected. We
surgically excise not only cancers but also large quantities
of tissue suspected of harboring cancer cells, then give
massive doses of radiation and administer powerfully
poisonous chemicals. We implant synthetic parts, which can
be monitored electronically at long distance. The catalog of
lifesaving strategies is long and impressive.

But all of this marvelous technology requires costly up-
keep, elaborate facilities, complex machinery, and highly
trained and dedicated personnel. If we continue in a similar
fashion, by the end of the century we will find ourselves
spending an enormous portion of the national budget just
to keep sick people alive from one day to the next.

As Rosenfeld points out, something simply must be done. We
cannot continue on our present course.



22 The Philosophical

Health care expenditures in the United States increased at a rate
of slightly over 12 percent annually between 1965 and 1980. During
the same period gross national product increased only 9.2 percent.
In 1980, total health care expenditures were $227.7 billion (up 13.7
percent from 1979) compared with $42 billion in 1965 (the year
in which Medicare and Medicaid legislation was enacted). If recent
trends continue, economists predict that national health care costs
will reach 10.5 percent of GNP in 1985 (in 1980 health care costs
were 9.2 percent of GNP). Over 25 percent of these costs is paid
by Medicare and Medicaid. Approximately 45 percent of health
care costs is paid by other third-party insurers (Blue Cross/Blue
Shield and commercial carriers).

And, because government, both federal and state, is so heavily
involved in the field of health care, any discussion of the subject must
at least consider some of the ways in which government is involved
and assess its appropriate involvement in the future. Some of these
areas are:

Prevention, particularly through provision of educational services
and public health programs and services.

Education in both the medical and allied health fields, as well
as in other relevant fields such as nutrition, food quality and
safety and the basic sciences.

Research and development and fostering adoption of new ap-
proaches and techniques.

Regulation, particularly through licensing, food and drug safety,
quality of care and services, and cost containment processes.

Facility development financing.
Financing of medical care and health delivery services.
Primary care assurance of equity in health care delivery system.

Charles R. Wolfe, writing in the Wall Street Journal in December,
1981, stated the case for equity very well:

A recent article in the New England Journal of Medicine
pointed out that approximately 35 percent of the hospital
care dollar was used by 13 percent of the patients, and there
was a very high association of these high-cost patients with
obesity, diabetes, heart disease (gluttony), lung disease
(smoking) and cirrhosis of the liver (over-drinking). In
effect, since 10 percent of Americans will be admitted to a
hospital per year, 1.3 percent of Americans accounted for
53 percent of the hospital care dollar. This only accounts for
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the chronic effects of these habits and says nothing about
car accidents, etc., related to drinking and drugs.

Since 1 am charged for these indulgences, why can I not
insist on those who indulge paying higher health care pre-
miums, higher taxes, higher Medicare fees and higher life
insurance premiums?

A number of trends in government involvement in health care in
the United States can be discussed. Above all, we can state that there
has been an increasing tendency to improvise. Public policy has
shifted because of political and social developments. But, lacking in
the process has been any semblance of effective, well-defined long-
range goals and objectives in health policy. Parenthetically, let me
state that this is not unique to the field of health care. Rather, it
characterizes our basic political/governmental philosophy. The ab-
sence of well-defined goals and objectives inevitably leads to shifting,
changing policies and improvisation.

A second trend is increasing government involvement resulting
from desires to alleviate social ills as well as to cope with the increas-
ing sophistication, complexity and, consequently, costs of health
programs, facilities and treatment.

With respect to costs, there has been increased emphasis on both
benefit/cost analysis and its application in the field of health care
and on cost containment.

Some interesting trends are evident in the composition of American
medical costs during the last decade:

1970 1980

Hospital Care 38% 43%
Physicians’ Services 20 20
Drugs and Medications 11 8
Dentists’ Services 6 7
Nursing Home Care 4 9
Construction - 2
Research and Development 3 2
Other Services and Expenses 14 9

Total 100% 100%

Nursing home care increased dramatically, doubling its relative
importance. Hospital costs increased from 38 percent to 43 per-
cent. Declines in relative share were noted in drugs and medica-
tions, construction, research and development and other services
and expenses.
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Currently, about 60 percent of total personal health care cost is
privately financed, while 40 percent is publicly financed. Nearly 56
percent of hospital care is publicly financed, while 44 percent is
privately financed. Nearly three-fourths of the cost of physicians
services is borne by private sources, while slightly more than one-
fourth is publicly supported.

While we lack adequate data on expenditures for health care in
Texas, several bits of information are enlightening:

... Between 1974 and 1981, medical expenses paid by the Texas
Department of Human Resources (DHR) increased 2.8 times, from
$440 million to $1,250 million.

...In the DHR program, the in-patient hospital cost per patient
per day between 1974 and 1981 increased 4.6 times, from $93.79
to $427.63.

... State appropriations to the state’s health science centers (and
associated medical schools) between 1974 and 1982 increased five-
fold.

The number of physicians and medical education are issues which
have come into the public policy arena in recent years and obviously
will continue to receive attention in the years ahead. By 1990, the
total number of physicians in the United States will increase by nearly
40 percent. After anticipated population growth is considered, the
number still will increase by 30 percent per capita.

The Graduate Medical Education National Advisory Committee
in 1980 projected an excess of 70,000 physicians by 1990. Obviously,
any projection of this nature is relative. There are those who would
assert that there would be no surplus if services were made available
to all in need.

Numerous studies have shown strong, positive association between
the supply of physicians in a given area and expenditures for health
services. For example, in 1970 John P. Bunker of the Stanford Uni-
versity School of Medicine found that the total surgery rate in the
United States was about twice that of Britain, where there are con-
siderably fewer surgeons. A 1973 study of the American College of
Surgeons showed a similar relation in regions of the United States.
Some of the reasons advanced for this are the fact that:

1. Physicians make greater efforts to keep busy through prescrib-
ing more office visits, more tests, more surgical procedures and a
greater use of marginal medical and surgical procedures.
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2. The increase in specialization and the increase in referrals.

3. A substitution of physicians for other health professionals. For
example, it is reported that, in the field of dentistry, increased num-
bers of dentists are doing work formerly performed by dental
hygienists.

On the other hand, there is a body of thought that holds that
the increased supply of physicians can lead to lower costs of health
care because:

1. Specialists might do a better job of diagnosis, thus allowing
earlier, more precise and hopefully more effective treatment.

2. Employment of greater numbers of physicians in salaried posi-
tions such as health maintenance organizations might increase effi-
ciency and lower risk, thus contributing to lower costs.

3. As physicians compete more aggressively for their share of the
total medical dollar, they might gain share at the expense of hospitals.

Columbia University recently published a report of a conference
on health resources. It stated:

Many participants saw a general deterioration in the
status of the profession, with government taking an even
greater role in determining standards of medical education,
licensing, scope of practice, and quality of practice. It was
unclear, however, whether these predicated changes were
primarily a result of present and forthcoming increases in
physician supply. Many also saw the internal ethics of the
profession changing, with marketeers becoming the pre-
eminent physicians.

It was unclear to most of those present how either the
profession or government could do much to aftect the num-
bers, if they decided this would be desirable. The pipeline
for physician production is very long and those entering
medical school in the fall of 1981 will not be completing
residency until July, 1988, at the earliest. Changes in admis-
sion policy implemented now could not affect the physician
supply before 1990. Medical schools will not take the lead
on this issue. Specialty societies and other arms of organized
medicine have not thus far included on their agenda at-
tempts to limit the supply and they are reluctant to intro-
duce them now.

Much of the future change in supply will not be due to
deliberate policy, but will be the indirect effect of policies
designed to resolve other issues. Students may begin to avoid
medicine as a career choice, although there is currently a
healthy excess of applicants over places in U.S. allopathic
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and osteopathic schools. The payoffs (financial and other-
wise) of a medical career are perceived as declining, and
the costs of entering the profession are escalating rapidly,
especially with tuition rising at the same time that loan and
scholarship support is declining. Eventually, this should
have some effect on the supply of physicians.

Pervading the conference was a generalized set of tensions
within the medical profession and medical education that
have been activated by the manpower issue. The leadership
of the organized profession are to varying degrees con-
cerned with the implications of an increasing supply, possi-
bly a surplus, for medical practice and ultimately for the
profession, and debate the need to develop a policy stance.
However, within academia, where intervention—if it were
decided upon—would be implemented, faculty and ad-
ministration are indifferent to the question of supply, and
indeed social issues generally, except as they impinge upon
the customary activities of medical education. Forces out-
side the profession inhibit definitive action as well: the fear
of arousing public hostility and the threat of violating anti-
trust legislation. The result has been perpetuation of the
policies of the ’60s and ’70s, and reluctance to seize the
initiative in confronting the manpower realities of the com-
ing decade. On the other hand, changes in manpower policy
will inevitably be made—if not directly, then indirectly;
if not by the profession, by others, most probably govern-
ment, whose perceptions and imperatives may be antitheti-
cal to those of medicine. The erosion of other aspects of
professional self-government will inevitably follow. . . .

The future of the field will be determined by others in
addition to physicians and medical institutions, and other
issues compete with physician manpower. How all these
interacting, often conflicting opinions, power centers, and
policy choices will sort themselves out is not at all certain;
the only certainty is that changes in medical practice over
the next decade will exceed those of the recent past.

In conclusion, let me venture the prediction that the debate over
the economics and cost of medical care in this country will continue
and even intensify as its share of gross national product increases.
Public policy debates will become even more interesting, and we may
even be able to prod society and the individual to recognize the im-
portant role that each individual plays in determining the amount of



L]

Society of Texas 27

health services used. To return to the words of John H. Knowles
who, writing on responsibility for health, said:

The individual must realize that perpetuating the present
system of high-cost, after-the-fact medicine will only result
in higher costs and greater frustration. The next major ad-
vances in the health of the American people will be deter-
mined by what the individual is willing to do for himself
and for the society at large. If he is willing to follow reason-
able rules for healthy living, he can extend his life and en-
hance his own and the nation’s productivity. If he is willing
to reassert his authority with his children, he can provide
for their optimal mental and physical development. If he
participates fully in private and public efforts to reduce the
hazards of the environment, he can reduce the causes of
premature death and disability. If he is unwilling to do these
things, he should stop complaining about the rising costs of
medical care and the disproportionate share of the gross
national product that is consumed by health care. He can
either remain the problem or become the solution to it;
beneficent government cannot.
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SESSION 11

Thomas M. Reavley served as chairman for the session entitled
“Personal Responsibility for Personal Health.” Speakers for the
session were Lauro F. Cavazos, president of Texas Tech University
and Texas Tech University Health Science Center, and Charles C.
Sprague, president of The University of Texas Health Science Center
at Dallas.

HOW SHALL WE EDUCATE THE LAYMAN
CONCERNING THE MAINTENANCE OF HEALTH?

Lauro F. Cavazos

I am pleased to meet with you today, but I am somewhat over-
whelmed by the topic assigned me. I have been asked to address the
question of how to educate laymen concerning maintenance of health.
If I really knew the answer to the question I would surpass Socrates
in wisdom, have the combined knowledge of all the professionals
working through the World Health Organization, and be able to
reduce medical costs by billions.

So, I must start with the confession that I don’t know how we
shall educate laymen—or even medical doctors, for that matter—on
the maintenance of health.

If, as John Ruskin has said, education means teaching people “to
behave as they do not behave,” good health education should be
able to convince all the world to quit smoking; moderate alcohol,
sugar and fat intake; drive with caution; exercise faithfully; and
follow physicians’ instructions to the letter.

While you and I both know that to achieve that kind of behavior
modification would solve a multitude of health problems, none of
us has a pat answer on how to proceed with lay education. Preventive
health care, however, is an idea whose time has come—or, perhaps,
returned.

I say returned because our pioneer forefathers and even our not-
too-distant rural society had to rely on preventive practices to a much
greater extent than we depend on them today. The life span was
briefer, but preventive measures and common-sense remedies saved
lives in remote households.
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I remember growing up on the vast King Ranch where we had
access to professional medical help—but certainly not the easy access
available today. In the Cavazos household, when I was growing up,
I can tell you that there was no question of daily exercise. We had
that in the work required of us. We had basically good nutrition. Our
isolation gave us only a limited access, even as teenagers, to cigarettes
and alcohol. When it came to fresh air and sunshine, we had it in
abundance. And our lifestyle was common in this country a half
century and less ago.

Rapid changes, however, are affecting more than the United States
and other industrialized countries. They affect the Third World.
William Foege of the U.S. Public Health Service reports that—while
infant mortality rates are decreasing and safe water sources increasing
worldwide—the Third World is becoming burdened with many of
our own health problems:

Occupational hazards due to chemicals and injuries are
increasing at a predictable rate. Rates of cigarette smoking
for much of the Third World now exceed the rates for the
United States. All too often, [World Health Organization]
plans for ‘Health for all’ by the year 2000 ignore the fact
that in the year 2000, health problems of the Third World
will be the health problems we now face in the United
States, with the effects of cigarette smoking ranking at the
top.”

Foege’s observation is discouraging but only touches the surface
of the very complex Third World health problems. Studies in develop-
ing countries show us that access to health services is uneven. Large
numbers among the rural population have no access. Health facilities
and personnel are concentrated in urban areas but there the newly
arrived poor are often neglected. There is a shortage of skilled health
personnel. There are great deficiencies in management. Available
technologies are either inappropriate to the circumstances or are
expensive. And, in many of these Third World countries, there ap-
pears no real political commitment to apply resources where the need
is greatest.”

The question we must ask is, who cares? Should we concern our-
selves about health care in the Third World? Have we not enough
problems of our own? Again, I would like to give you Foege’s answer
which comes “through the centuries from many sources and many
cultures.” In our own culture, it is commonly called the Golden Rule.
Foege puts it this way: “Over and over, we are reminded that how
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we treat others becomes the measurement of a civilized society, or
a civilized person.”

He further points out: “The more geographically remote the target
of a public health or prevention program, the more difficult it is to
develop interest, mobilize resources and carry out such a program.
When the beneficiary actually lives in another country, the difficulties
are multiplied. Only civilized societies support such programs.”™

It is true that the immediate beneficiaries of an overseas program
are the people who are healthier as a direct result of that program.
But there are other beneficiaries—economically, mentally and socially.

Let’s look at a fairly simple example—the red, imported fire ant
that poses a relatively slight medical hazard. The ant, from the heart-
lands of Brazil and Paraguay, was unknown in the United States until
forty years ago when it first appeared in Mobile, Alabama. Its range
has now stretched to San Angelo, Texas. The Mediterranecan fruit
fly, certainly not native to California, has caused an agricultural and
health uproar throughout the Southwest, with some prominent com-
mercial repercussions in Japan. Measles, unknown to the American
Indian, was brought here by the white man and caused devastation
among native Americans.

Smallpox, through massive, coordinated efforts of the World Health
Organization, has been wiped out. We all feel safer because it no
longer threatens any of us.

With worldwide transport and travel as easily accomplished as it
is today, can anyone say world health is not a matter of enlightened
self-interest? It cost money to wipe out smallpox, but was not the
investment an excellent one? The introduction of Sabine oral vaccine
to prevent polio was costly. I ask you, was it worth the cost? Is it not
cheaper to prevent polio than to construct and staff—as we were con-
structing and staffing—polio treatment centers?

The cost of medical care in this country today is more than $240
billion® annually and rising. Medical progress has its great blessings.
Yet the sophisticated and rapidly improving equipment and the highly
specialized medical teams come with big price tags. Equipment is
obsolete almost as soon as it is installed. Medical specialists are in
constant training to keep pace with new knowledge.

Real benefits received certainly merit high costs. On the other
hand, we are all seeking ways to bring costs down. The best way is
prevention. Prevention can bring down insurance rates. Prevention
can bring down out-of-pocket dollars you and I spend—more than
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one thousand dollars per capita in the United States’—and, in con-
trast, about one dollar per capita in Ethiopia and some others of
the world’s poorest nations.’

Prevention begins, of course, with our individual concern—with
our own, personal education. It must, if it is to be effective, extend
to all in need in well-managed, properly funded programs planned
with great care.

The director-general of the World Health Organization points out
that economic development and health are indivisible." This holds
true on a global scale but also on a national and community scale.
The key, to a great extent, however, lies in carefully considered and
wise allocation of available resources.

Smoking—called by the Surgeon General “the single most prevent-
able cause of death™—alcohol and drug abuse, reckless driving, and
poor nutrition are all health hazards invented by man. They are
hazards that affect rich and poor alike. If you think the unemployed
alcoholic or drug abuser in Detroit is really none of your concern,
wait until you meet him on the highway as he travels into the Sunbelt
looking for a job.

If you think an impoverished family’s infant, suffering from meta-
bolic disorders in a Houston ghetto is no concern of yours, wait until
you pay the taxes to support that mentally retarded individual in a
state institution for life.

We are close to, but have not yet reached, the feasible goal of pro-
tecting all American children from many serious diseases and the
permanent physical and mental handicaps those diseases can cause.
We have available effective immunization. But we also have com-
placency. We have gained in the past few years, but we will succeed
only with sustained national and local campaigns that create parental
awareness and insist on the use of the available remedies.

The subject we are attacking today is far too broad to touch on
all the health matters that should concern us. We know there are
ways to cut the risks of heart disecase and cancer. We know we need
to attack with full force the appalling incidence of child abuse with
its terrible consequences. Many of the problems—both physical and
mental—of the aging are not at all insurmountable. It is important,
however, to look at the means to rescue ourselves through education.

The first step might well be to attack an unrealistic attitude that I
see permeating all of society. In regard to our health, we tend to know
more truth than we want to accept.
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We receive massive doses daily of health education. But we could
term much of it reverse education.

For instance, if telling people were all it took to make everyone
in the United States take care of the teeth, we would all be well
educated. The minute we flick on a radio or a television set, we are
“educated” in regard to tooth care. We are, in fact, beset with a
wondrous variety of admonitions—to take a capsule or pellet to hide
our cold symptoms, follow four out of five doctors in our choice of
headache remedies, caress our bodies with soap—for softness if not
for cleanliness, make ourselves kissable with mouthwashes, fall asleep
with a pill, and pep ourselves up with coffee or a soft drink. We
watch country music audiences sit with a glass of wine to sip.
And we all know that a good day’s work should be rewarded with at
least a can of beer.

The electronic education affects all of us, from the very young to
the very old. Americans spend more time watching television than
doing anything else except sleeping—and some even cut short their
sleep to watch.

University of Pennsylvania researchers, reporting in the October
issue of the New England Journal of Medicine, found that daytime
serials—playing to audiences estimated at 55 million—may well be
“the largest source of medical advice in America.” Health is the most
frequent topic of conversation on these programs, and almost all the
action is, indeed, talk.”

In movies and in broadcast serials, doctors—mostly male and
almost all having mystical powers—perform miracles. Heroes and
heroines seldom die—no matter how horrendous their afflictions. So
our young people—and we, ourselves, to some extent—believe that
death probably will pass us by if we align ourselves with the “Good
Guys.”

Police and thieves enter into mad chases by motorcycle and car—
without seat belts, of course. Occasionally the “Bad Guys” crash and
burn, but heroic officers survive the adventures to pursue other male-
factors at wildly breakneck speeds in next week’s episode. “Good
Guys” escape the laws of physics.

We witness torrid love scenes, but none of the participants ever
feels threatened by venereal disease. The danger—however present
in real-life—is not part of the plot. And we wonder why 75 percent
of all reported sexually transmissible diseases occur among young
people between the ages of 15 and 24."
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Researchers found television’s mentally ill to be unpredictable,
dangerous and sinful, pulling the public away from the image of the
experts and toward traditional prejudice.

In prime-time programs and commercials, there are more ref-
erences to beverages—particularly alcohol—and to sweets in pro-
grams than in commercials. In crime and adventure programs, 48 per-
cent of the women and 41 percent of the men drink, but only 1
percent have drinking problems or alcoholism. In daytime serials,
alcohol-related events occur at a rate of about six per hour.

And what about weekend children’s programming? The Pennsyl-
vania researchers found that 18 acts of violence occur each hour,
but only 3 percent of the victims require treatment. For adults in
prime-time dramatic programs, grabbing a snack—39 percent of all
eating-drinking episodes—is almost as frequent as eating a regular
meal—42 percent. But in weekend, daytime children’s programs,
snacks go up to 45 percent and regular meals decline to 24 percent.
Sweets and non-nutritious (junk) food predominate. The snack food
is fruit only 4 to S percent of the time.”

It is, of course, unfair to limit our slings and arrows to the magic
of electronics alone. Bookstores are full of the same fantasies in print.
In addition there are the health books and the magazines. We can
learn to run, to diet, to apply all manner of questionable remedies to
cure our malaise or our true maladies.

The degree to which the self-appointed expert authors are all-
knowing is, indeed, astonishing to the world of scientific medical
research where answers are still being sought. We know much—but
not enough—about obesity and even about exercise. Otto Appenzeller
of the University of New Mexico School of Medicine tells us that
we still do not fully understand the physiology of jogging or running.
We cannot even “explain the complex behavioral sequences that
induce millions to exercise daily and to justify what until recently has
been considered bizarre behavior in the endurance-driven amateur
athlete.” We are further urged through magazines to purchase guns
and boats and high-powered motorbikes without any regard for safety
education. Should we wonder why, in 1977 alone, 100,000 Ameri-
cans lost their lives in accidents and 50,000 of those in motor vehicle
accidents?"

And with all of this powerful mis-education, probably our greatest
weapon of destruction could be examples we set for our children and
the young people around us.
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Do we smoke and call it tension release? Do we reach for a drink
to relax? Do we expect the doctor to prescribe a pill to relieve any
feeling of depression? Do we get enough sleep and enough exercise?
Do we demand well-balanced meals? Do we discuss what we view
and hear during the day? Do we try to bring any reality to the un-
reality of our world of print and film?

Do we face up to the honest truth that medical miracles cannot
cure our self-imposed health abuse? Medical care can help, but it
cannot reverse a lifetime of abuse. The laws of cause and effect have
not disappeared—but are we convincing our children that this is so?

The best health promotion begins at home. The surest way to
prevention is in childhood education—in the home, the schools and
the community.

Health educators tell us that young people who gain an under-
standing of how body systems work and how their personal choices
affect their well-being are prepared to make wise choices for their
own health care.”

You who are parents might very well understand when I say I'd
like to endorse the advice of the wiseacre who contended that a child
be told: “Do it because I say so. I'm bigger than you are and it’s my
house.” The only trouble is that pretty soon the child is bigger than
the parent and is completely incapable of making a decision because
there has been no opportunity to practice and learn.

The art of good decision-making is the basis of education that
teaches people to “behave as they do not behave.” It is an art that
can, indeed, be taught to adults. The education is more effective,
however, if the art is learned as a child.

Let me give you a couple of examples.

Our Surgeon General has reported one effective program that was
used in Finland, which has the highest documented heart disease rate
in the world.

In the province of North Karelia, more than half the men smoked.
They also had elevated cholesterol levels, and they consumed a great
deal of animal fat and dairy products. Untreated hypertension was
common.

In the early 1970s, the province developed a massive health pro-
motion campaign designed to help 180,000 inhabitants control blood
pressure, reduce cholesterol intake and stop smoking. Industries
promoted low-fat dairy products and low-fat sausages. Local residents
were trained as health personnel. There was extensive media coverage.
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After five years, the province reported an 18 percent drop in
cigarette smoking among men aged 25 to 60 and a 15 percent drop
in smoking among women. Butter consumption fell, and 50 percent
of the population was using low-fat milk. The number of men with
high blood pressure declined by 27 percent. The decline was 49 per-
cent among women. Early results showed a drop of 17 percent in
heart attack incidence and a 33 percent drop in the incidence of
stroke among men in that province.

Massive doses of education helped repattern lifestyles among adults
in North Karelia Province. The result was health protection.”

Another more recent study in California is reported in the Ameri-
can Journal of Public Health. Researchers studied what they called
“Heart Healthy Eating and Exercise, Introducing and Maintaining
Changes in Health Behavior.” For brevity, I refer only to the nutri-
tional study.

The concept was to change elementary school children’s habits as
a key element in promoting widespread adoption of a healthier life-
style that could lead to a reduction of cardiovascular risk behavior
and disease. At the same time the researchers hoped that, in working
with children, adults might also benefit. Families involved were above
the national average in education and income.

Students were taught, among other things, how to recognize heart-
healthy foods, shop for them and prepare them. They learned how
to ask parents to buy recommended foods, to serve them and pack
them in lunches. Goals were set; feedback and reinforcement were
used with graphs depicting progress and red heart stickers dispensed
for heart-healthy lunches. Educational meetings were held with re-
searchers, teachers, principals and parents. Following summer vaca-
tion, teachers held booster sessions to encourage additional nutritional
change.

Trained observers watched students, particularly at lunchtime, and
throw-away food trashed by students was recorded.

Results of the study showed close to a 40 percent increase in
heart-healthy food in children’s lunches at the end of the program.
Even after the summer vacation, the percentage of the better food
in lunches measured slightly over 30 percent.

When asked to estimate the importance of the program, 88 percent
of the students, 67 percent of regular classroom teachers and 63
percent of the parents rated the program very important.”

This California study has more importance than instruction in
heart-healthy foods, however. Children were taught how to make
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decisions that could affect their present and future health. They were
not forced to bring certain foods in their lunches, and they were not
forced to eat what they brought. What they consumed had better
nutrition, however, and they learned to choose healthier food.

There is yet another lesson to be learned from this study. Re-
searchers structured the program to the children’s situation. When
we are engaged in education for health care and health promotion,
our programs must be appropriate to local conditions and a reason-
able level of acceptance. The Finnish program would not be suitable
for California school children, nor would the California program be
effective in Finland without adjustments to meet cultural and age
differences.

Of course, any discussion of health promotion or health care
involves economics, but more money alone will not achieve any of
our goals. On a local, statewide, national or international scale,
resources must be allocated to be cost-effective.

In developing countries, studies indicate that highly trained physi-
cians and surgeons tend to concentrate in the large cities or to emi-
grate. One need there is to train great numbers of less skilled health
workers to deliver services to the urban and rural poor with the
highly trained professionals fulfilling essential management and
supervisory roles.”

It is difficult for us, in this country, to understand the health care
needs of developing nations. Many of these, however, are confronted
with bringing their services up to our level—but starting where we
and the European countries were two hundred years ago. They are in
need of safe water and sanitary conditions. They are in need of great
educational campaigns to prevent disease. They also are in need of
environmental protection and defenses against the introduction of
man-made deterrents to good health.

In this country, federal financial help in any new educational pro-
gram is unlikely, but not all programs need dollars as much as they
need concerned individuals to volunteer to help map programs and
carry them out. Meals-on-Wheels for the elderly and the handicapped
requires money for food and preparation, but volunteers provide the
wheels. The program is effective. Recipients benefit nutritionally and
from a mental health standpoint. Meals-on-Wheels is also an excellent
example of cooperative work.

There can be economies we have not yet explored. Health care
agencies—particularly in these tight money times—need desperately
to take more responsibility for working together. All of us engaged
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in any aspect of health care delivery need to sit down together to try
to reach common commitments and goals. We should not work at
odds with one another, nor should services overlap. There is economy
in good management on the voluntary as well as the business level.

We should set goals and then devise the best systems or programs
for reaching those goals. Our goals should be reasonable and the
methods for reaching them should be well planned.

We usually get aroused to the cause of disease prevention when
we perceive a threat to health or when we recognize a disease or
some hazard in the environment. Because we are aroused, we tend
to rally to prevent disease and to protect as many people as possible
from threats to their health. There are marches and rallies, and angry
shouts are exchanged. But what goal are the marchers trying to reach?
What plan do they have to reach the goal?

Prevention of illness and promotion of health should begin with
people who are healthy, and the planning should begin long before
a threat is imminent.

Our well-baby clinics are a good example of this kind of disease
prevention and health promotion. They start at the right time—with
the infant and with the education of the parent.

For children and adolescents, the educational infrastructure already
is in place. Matrices for education exist in schools, in peer groups—
the Scouts, the 4-H Clubs, the Boys’ Clubs, in church groups, in a
great variety of gathering places where intelligent decision-making
can be taught and practiced.

But there is a degree of foolishness and fruitlessness in each of us
going off to do our own thing by way of health education. It is im-
perative that we work together within our communities. The greatest
success nationwide will result from communities and states working
together. And nations can only succeed by setting common goals
and striving to reach them together. The infrastructure of the World
Health Organization has proved its value. Smallpox would never have
been made to disappear without worldwide cooperation. Cooperation
is almost synonymous with success.

I do not mean that concerned individuals cannot begin at home
and develop cooperative programs within the community. I do mean
that communities should be persuaded to have coordinated efforts.
States should work toward coordinated efforts.

You can persuade your teenagers to drive carefully, but they are
not safe until strict community traffic laws are passed and enforced.
They are not safe until stiff laws govern all highways, and all states
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require strict enforcement of all laws for all people. Similar inter-
action is essential for successful health promotion related to any good-
health inhibitor.

I have discussed problems in health education and some avenues
we might take to educate for the maintenance of health. I would like
to conclude on a note of hope.

Disease prevention and promotion of public health are already
growing in importance in health sciences education. Health educators
are increasingly aware of the need, both from an economic point of
view and from the sure knowledge that prevention is always better
than a cure. We are hearing new voices which tell us that our
emphasis in health care may very well have been misplaced in recent
years. Maybe our vast health care industry is too firmly based on the
concept of illness when we might better emphasize wellness—the state
of having, improving and keeping good health.

Investment in preventing illness and in promoting health is sound.
It is an idea that merits our best thought. I personally am dedicated
to the concept, and at the Texas Tech University Health Sciences
Center I expect my own dedication and that of others to be trans-
lated into a growing curriculum focusing on wellness, health promo-
tion, and disease prevention. I do not think our programs will be
isolated or unique. Other health sciences centers will be following
this trend.

Our ideas are not new. Ancient Chinese texts outlined ways of
life to provide good health. The Greeks saw that the ideal man
tempers the body to preserve the harmony of the soul.

Today’s Americans are healthier than ever. Even better than that,
Americans are showing an increasing concern for good health. I
believe this concern is a broad one. Most Americans perceive, 1 think,
that it is not enough to be concerned only about themselves indi-
vidually or about only their own immediate families. We are civilized
enough to want a healthy society.

Our combined concern can bode well for our future. After all,
we live in a society that battled smallpox and won. We know how
to prevent crippling polio and many childhood diseases. We can
reduce the incidence of lung cancer and heart disease.

If we know how to do these things, we can learn better how to
educate laymen to behave as they have not behaved.

Appenzeller, in his excellent discourse “What Makes Us Run,”
points to the present emphasis on physical activity for everyone. He
refers to the prediction that a “few decades from now the situation
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of athletics will resemble that of painting in the middle of the 17th
century, of ballet before World War I, and piano music during the
1920s, and that through the training of the motor system and its
influence on physical performance and behavior, sport is destined to
show its powers by creating a ‘third culture’ if one accepts the hu-
manities and natural sciences as the first and second.”"

Whether or not that is true, we have made progress in our educa-
tional efforts regarding exercise. And Americans have become aroused
to a need for disease prevention and health promotion. We have made
progress in our educational efforts. I anticipate a speeding up of those
efforts and, with that acceleration, greater progress in educating the
laymen for the maintenance of good health.

FOOTNOTES

“Education deces not mean teaching people what they do not know. It means
teaching them to behave as they do not behave. It is not teaching the youth the
shapes of letters and the tricks of numbers, and leaving them to turn their
arithmetic to roguery and their literature to lust. It means, on the contrary,
training them into the perfect exercise and kingly continence of their bodies and
souls. It is a painful, continual and difficult work to be done by kindness, by
watching, by warning, by precept, and by praise, but above all—by example.”
John Ruskin, Stones of Venice, 1853.

“William B. Foege, “Prevention and World Health, the Next Two Decades,”
first Katherine Boucot Sturgis Lecture presented at the 26th annual meeting,
American College of Preventive Medicine, November 4, 1979, New York, N. Y.

John R. Evans et al., “Health Care in the Developing World: Problems of
Scarcity and Choice,” Shattuck Lecture presented at the Bicentennial meeting
of the Massachusetts Medical Society, Boston, Mass., October 31, 1981. The
New England Journal of Medicine, Vol. 305, No. 19, November 5, 1981, pp.
1117-1127.

‘Foege, Sturgis Lecture.

"U.S. Department of Health and Human Services, December, 1981, report.

“Ibid.

Evans et al., “Health Care in the Developing World,” p: 1122,

"U.S. Department of Health, Education and Welfare, Public Health Service,
“Healthy People,” The Surgeon General's Report on Health Promotion and
Disease Prevention 1979 (Washington, D.C.: U.S. Government Printing Office,
1980), Chapter 11, p. 2.

"Ibid., pp. 1-7.

"George Gerbner et al., “Health and Medicine on Television,” The New Eng-
land Journal of Medicine, Vol. 305, No. 15, October 8, 1981, pp. 901-904.

""*Healthy People,” pp. 5-11.

“Gerbner et al., “Health and Medicine on Television,” pp. 903-904.

“Otto Appenzeller, “What Makes Us Run?” The New England Journal of
Medicine, Vol. 305, No. 10, September 3, 1981, p. 579.

""“Healthy People,” pp. 9-17.

“Ibid., pp. 10-15.

“Ibid., pp. 10-4—10-5.

“Thomas J. Coates et al., “Heart Healthy Eating and Exercise: Introducing
and Maintaining Changes in Health Behavior,” American Journal of Public
Health, Vol. 71, No. 1, January 1981, pp. 15-23.

“Evans et al., “Health Care in the Developing World,” p. 1120.

“Appenzeller, “What Makes Us Run?” p. 579.




Society of Texas 41

THE FUTURE OF PREVENTIVE MEDICINE

CHARLES C. SPRAGUE

While the title for this particular session is “Personal Responsi-
bility for Personal Health,” and Dr. Cavazos was to speak on the
subject of “How Shall We Educate the Laymen Concerning the
Maintenance of Health,” I was not exactly sure what I should cover in
my remarks. Perhaps I am taking too much liberty in my interpreta-
tion of my subject; but as I looked over the program, it appeared
that there might be some important considerations regarding preven-
tive medicine which may not be touched upon by others.

I would like to divide my remarks into two general categories.
First, I would like to speak about the lifestyle of the individual and
how that lifestyle impacts upon his or her health. Undoubtedly, there
will be some overlap in my remarks and those provided by Dr.
Cavazos. If there is appreciable redundancy, my apologies. The
second category of my remarks will relate to what the medical pro-
fession itself can do over and above educating the public with respect
to preventive medicine.

The alarming rate of increase in health care costs in the past fifteen
years (from 6 percent of our gross national product to 9 percent)
and the growing knowledge that thesc increased expenditures have
done little to promote good health or prolong healthy life have
created a growing concern on the part of the public. Clearly we need
to place greater emphasis on prevention of disease whether it is by
modification of lifestyle or through medical advances. Certainly there
is much to be done in both areas.

There are threec major risk categories in determining the health of
an individual. The first are inherited biological risks. Heredity deter-
mines basic biological characteristics; and these may be of a kind
where there is an increased risk for certain diseases such as heart
disease, cancer or diabetes as well as genetic transmission of specific
diseases such as hemophilia and sickle cell anemia.

The second category of risks is environmental. Often the onset of
ill health can be linked to influences in physical, social, economic or
even family environmental factors.
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The third category is behavioral. Personal habits play critical roles
in the development of many serious illnesses as well as injuries from
violence and automobile accidents.

In most of the above, something can be done to minimize the
adverse impact of such factors, but I shall not elaborate on this
further for I am assuming that Dr. Cavazos will have covered this
aspect of preventive medicine quite thoroughly in his remarks. If there
are additional questions or topics, perhaps the discussion period will
permit us to deal with them.

I would now like to move to the second area of prevention that
[ mentioned. First, what information can the medical profession
offer that is presently available but which the public is not taking
advantage of? Secondly, what are the possibilities of furthering the
cause of preventive medicine by virtue of new discoveries.

My first plea in this regard would be that we recognize that true
prevention of the major killers—cancer, heart attack and stroke—
will only come from an investment in basic research. When -one
thinks of the enormous amount spent on high technology procedures
and the priorities established by our federal government for the
allocation of federal funds, I fear that we are not making the wisest
possible investment of such funds. For example, the annual ex-
penditures for coronary by-pass surgery exceed $2 billion; this is
more than twice the annual budget for the National Institute of
Health for Heart, Lung and Blood Diseases. The defense budget is
several hundred times the Heart Institute budget. The savings that
have been achieved by the control of poliomyelitis, diphtheria and
tuberculosis alone are considerably greater than all the expenditures
on basic biomedical research over the past forty years. For some
reason the public at large and politicians in particular seem to have
difficulty in recognizing this. At the same time, every successful
industry places great value on and invests heavily in its research and
development program.

Among preventive measures presently available, I would like to
discuss one in particular where prodigious gains have been made over
the past decade. Despite these gains and what the profession now can
offer, the public is not taking advantage of this to the extent it should.
I am referring to perinatal care in general and the prenatal diagnosis
of genetic disorders in particular. A variety of techniques now make
it possible to learn much about a fetus’s genetic and metabolic state,
chromosomal constitution (including gender) and bone structure and
to do so earlier and earlier in the gestation period. Most of these
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techniques yield such information at a time that makes selective
abortion of the fetus legally possible. Time does not permit—nor
am I adequately qualified—for us to discuss a variety of troubling
moral, social and legal questions that must always be kept in mind
for the exercise of responsible decision making in this regard. Perhaps
Dr. Foster will address this matter in his presentation this afternoon.

I would like to emphasize at the outset that such prenatal genetic
studies should be carried out in specialized centers by obstetricians
and clinical geneticists who are thoroughly familiar with the pro-
cedures involved.

The first and most important recent development in such prenatal
diagnosis is amniocentesis. In this procedure, a needle is inserted
through the abdominal wall and uterus to obtain amniotic fluid and
fetal cells contained within the amniotic fluid. Sonography is carried
out before the needle is inserted in order to detect multiple preg-
nancies, to determine gestational age and to select the most appro-
priate site for insertion of the needle. Amniocentesis is indicated in
pregnancies where there is an unusually high risk for chromosomal
disorders, for detection of inborn errors of metabolism where it may
be suspected, and a few specific malformations. It is important to
realize that one cannot determine that a fetus is free of all birth
defects by amniocentesis. Moreover, it is not possible to test any
single amniotic fluid specimen for more than a few currently identified
disorders. For this reason, only those tests which are apt to be ab-
normal are performed in each given instance. A chromosomal analysis
is usually done routinely because one-half of one percent of all new-
borns have cytogenetic abnormalities. An estimation of the alpha-feto
protein concentration is made since this test is very sensitive in the
detection of neural tube defects such as spina bifida. Such neural
tube defects occur once in every 1,000 live-born infants. Additional
tests to detect specific biochemical defects are performed only in
families which are known to carry the relevant mutant gene or genes.

Ultrasonic scanning (sonography) is another useful technique that
has been used to diagnose a number of congenital abnormalities as
well as to determine the presence of multiple fetuses and the location
of placental attachments.

Radiography, either alone or following introduction of contrast
material into the amniotic fluid, is also quite helpful in diagnosing
anatomical abnormalities.

The most recent innovation in prenatal diagnosis has been the
development of fetoscopy. This consists of inserting a small endoscope
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(similar to a bronchoscope used to visualize the passages of the lung)
transabdominally into the amniotic cavity. In addition to visualizing
the fetus, it is now possible to collect samples of fetal blood through
the fetoscope. Such blood samples have permitted prenatal diagnosis
of blood disorders such as sickle cell anemia and hemophilia. The
fetoscope also permits direct biopsy of fetal skin which can be used
for fibroblast culture.

We had an experience at our own institution which illustrates how
data obtained from amniocentesis can be used by the parents in
judging whether or not they wish to have the mother carry the fetus
to term or have an abortion. Two faculty members at the Health
Sciences Center have elucidated the biological abnormality in a
disease called familial hypercholesterolemia. If an individual has
inherited a single abnormal gene from one parent and a normal
counterpart gene from the second parent, then the disease is a rela-
tively mild disorder with a moderate elevation of the serum cholesterol
but often associated with coronary artery disease in midlife. If the
individual receives one abnormal gene from each parent, there is evi-
dence of a markedly elevated blood cholesterol level from birth. The
individual almost always dies from a heart attack prior to the age
of ten years. There was a couple living in Belgium whose first child
had been so affected and died of coronary thrombosis at an early
age. The wife became pregnant again. Her physician, who had heard
of the work of Dr. Goldstein and Dr. Brown at our institution,
informed the couple of the possibility of prenatal diagnosis. After
consultation with Dr. Brown and Dr. Goldstein, the Belgium physician
performed an amniocentesis and had the amniotic fluid sample flown
to Dallas where the cells in the fluid were cultured and tested for the
defect present in familial hypercholesterolemia. The results indicated
that the fetus had in fact received an abnormal gene from each
parent and it was predicted that this child, if the pregnancy were
allowed to go to term, would have a similar fate as the first child.
The mother decided on an abortion, and even at that early stage of
development the fetus had not only a serum cholesterol level some
six times normal, but the arteries had already developed athero-
sclerotic changes associated with advanced coronary artery disease.

You will note that I have not yet addressed the subject of genetic
engineering and the potential of such technology to correct certain
genetically transmitted disorders. Suffice it to say that the field of
recombinant DNA research (genetic engineering) is booming. As
might be expected, claims of some individuals as to what the future
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may hold are probably much too optimistic. Undoubtedly, however,
we shall see significant advances in this field over the next decade.

The reason I have chosen to speak at such length on the health of
the newborn is the result of my exposure to the research being carried
out in the Cecil and Ida Green Center for Reproductive Biology
Sciences at our institution. The quality of life of a newborn is a major
determinant of the quality of the later life of that individual, and we
should strive to do everything possible to ensure the highest possible
quality of life of every newborn. Research is now being directed
toward minimizing the frequency of premature births with a cor-
responding reduction in the increased incidence of morbidity and
mortality associated with prematurity. The recognition of the bio-
chemical and biological process by which lung maturation in the
fetus occurs offers the possibility of eradicating hyaline membrane
disease in the newborn with its high mortality rate and increased
incidence of mental retardation. Thus, exciting possibilities lie on the
immediate horizon.

I am sure you are all aware of the continuing progress that has
been made in the area of immunization for additional infectious
diseases such as measles and hepatitis, and I shall not elaborate on
that subject except to say that it is anticipated that this progress
will continue.

In addition to carrying out basic research that is the most cost-
effective way of preventing disease, physicians in practice are not
emphasizing preventive medicine as much as they might.

Perhaps the most comprehensive survey of public opinion with
regard to preventive health issues was that commissioned by The
Pacific Mutual Life Insurance Company and conducted by Louis
Harris & Associates in 1978. This survey was concerned with what
could be done—whether by individuals themselves, by physicians,
by employers, by labor, by the health insurance industry or by local,
state or national governmental bodies—to reduce the incidence of
disease and promote healthful life habits in the population. In this
study, 57 percent of the persons surveyed thought that they would
be greatly helped in achieving a healthy diet if they received nutri-
tional advice from their physician. Less than one in ten of those who
had been successful in losing weight attributed this to advice of their
physician and only 16 percent of those who had gone on a diet of
any sort said that they were prompted to do so by their physician.
Only 17 percent of those involved in regular exercise first became
involved because of the recommendation of their doctor. And only
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25 percent of those who believed they should take more exercise
had ever discussed possible benefits or risks of exercise with their
doctor. The majority of smokers believe that medical advice would
be an effective way of helping them to stop smoking, yet only 8 per-
cent of those who had succeeded in stopping smoking did so on the
recommendation of their physician. Parenthetically, I might mention
that 37 million Americans have stopped smoking, but at the same
time cigarette sales have continued to increase. I was unable to find
any accurate data on the number of new smokers each year. It is
known, however, that with the marked increase in smoking among
females over the past twenty to thirty years that lung cancer among
women is rising rapidly and soon may exceed the frequency of breast
cancer.

Clearly, both the individual and the physician are doing far less
than they should in the way of preventive medicine. I would like
to conclude my remarks by showing one slide which says a great
deal about what an individual or a society can do in the way of
preventive medicine. It indicates the incidence of deaths from coro-
nary artery disease in the United States, Australia, Great Britain,
Sweden and Japan. You will note that in 1968 the United States and
Australia had the highest frequency among these nations, but by
1977 each of these two countries had showed a decrease of 25 per-
cent. The death rate in Great Britain, Sweden and Japan remained
essentially unchanged. The Japanese owe their low mortality rate,
not to their genes, but rather to their way of life. When the Japanese
move to the United States they rather quickly acquire American
rates. These patterns indicate that coronary artery disease is largely,
although not entirely, preventable.

It is regrettable that neither the public nor the medical profession
is committed to an all-out effort in the area of preventive medicine.
The number of lives that could be saved, the improved quality of life
that would result, and the billions of dollars that would be saved
are staggering. It is a sad commentary on our society that we are so
apathetic regarding such an important aspect of our lives.




Society of Texas

SESSION 111

Chairman of the session entitled “The Ethics of Health Care:
Policing the Health Professions” was Thomas H. Law. Speakers
were Truman G. Blocker, Jr., president emeritus of The University
of Texas Medical Branch at Galveston; Charles O. Galvin, dean of
the Law School at Southern Methodist University; and Daniel W.
Foster, professor of internal medicine at The University of Texas
Health Science Center at Dallas.

THE ETHICS OF HEALTH CARE: POLICING
THE HEALTH PROFESSIONS

T. G. BLOCKER, JR.

The majority of medical schools in the United States include in
their commencement exercises the administration of the Hippocratic
Oath, which dates from the fourth century B.C. Most doctors ascribe
the oath to Hippocrates himself rather than to his colleagues and
followers. Hippocrates was born in 460 B.C. on the Greek island of
Cos off the coast of Asia Minor. His teachings in clinical medicine
were conducted (so it is reported) in the shade of an enormous
plane tree (or sycamore)—46 feet in diameter—which has been
described by Dr. William Gibson as “a high-domed mass of greenery”
in summer, covering most of a city square, and in winter resembling
“the vascular system of the kidney.” Modern-day medical pilgrims
are frequent visitors to the island. They are not so much interested
in the history of medicine as sentimental over the Hippocratic Oath
which recalls their initial certification as doctors and their dedica-
tion to the highest principles of the profession on graduation from
medical school.

Egyptian, Hindu, Chinese and Babylonian codes of ethics pre-
ceded the Hippocratic Oath, with similar charges to neophyte practi-
tioners, and rules of conduct were formulated for Hebrew physicians
and for graduates of Japanese medical schools in the seventh and
eighth centuries A.D. At about this same time a medical center
evolved at Salerno on the coast of Italy. It followed Hippocratic
precepts; and with establishment of a formal five-year course here
about 1100 A.D., graduates of this school (titled Doctors, for the




48 The Philosophical

first time) were required to promise “to uphold the honor of the
school, to attend the poor without fee, and not to administer any
poisonous drug to their patients.”

In 1794 an English physician, Thomas Percival of Manchester,
formulated and published a code of behavior for doctors entitled
Medical Ethics, which was a guide to practice, fees and professional
etiquette. His rules were adopted by the American Medical Associa-
tion when it was established in 1847 and by the Texas Medical
Association in 1853. The Hippocratic Oath was also approved by
the AMA in its traditional form in which physicians swear upon
Apollo and all the other gods and goddesses of ancient Greece.

The World Medical Association in 1948 approved a modernized
revision of the Hippocratic Oath; this takes into account the Niirem-
berg Code of Ethics in Medical Research, which served as a guide
during the trials of Nazi war criminals, condemning unwarranted
and inhuman experimentation upon clinical subjects. The Declara-
tion of Geneva reads as follows:

I solemnly pledge myself to consecrate my life to the
service of humanity.

I will give to my teachers the respect and gratitude which
is their due.

I will practice my profession with conscience and dignity.

The health of my patient will be my first consideration.

I will respect the secrets which are confided to me.

I will maintain, by all means in my power, the honor and
the noble traditions of the medical profession.

My colleagues will be my brothers.

I will not permit considerations of religion, nationality,
race, party politics or social standing to intervene between
my duty and my patient.

I will maintain the utmost respect for human life, from
the time of conception; even under threat, I will not use my
medical knowledge contrary to the laws of humanity.

I make these promises solemnly, freely and upon my
honor.

It is interesting that in neither version of the Oath does the physi-
cian agree to relieve his patients of pain and suffering. The original
oath opposes administration of deadly drugs, prescribing abortion
remedies and use of the knife, “not even on sufferers from stone,”
withdrawing “in favor of such men as are engaged in this work.”
Thus it may be seen that even in early days the specialists respected
cach other.
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Each year at The University of Texas Medical Branch senior
students decide by vote in advance the version of the Hippocratic
Oath which they prefer as they select the faculty member who will
administer the oath to them. Their choice is usually the traditional
archaic one, which allows for certain mental reservations.

Since the early 1900s a number of revisions of the principles of
medical ethics have been made by the American Medical Associa-
tion. The most recent document, prepared by the Judicial Council
of the AMA, has been published only this year. The 30-page docu-
ment provides for investigation of complaints of unethical conduct
“of greater than local concern” and the mechanism for disposal
of charges: acquittal, admonishment or censure, suspension from
AMA membership, or expulsion.

The physician, of course, may be subject to prosecution for viola-
tions of any civil or criminal laws; acquittal by the courts, however,
does not exempt him from disciplinary action on the part of the
appropriate medical boards or committees.

Complaints which require judicial action on the part of the AMA
are ordinarily referred from local county medical societies after
investigation by their grievance committees. Such complaints may
arise from patients and from the general public as well as from medi-
cal and paramedical personnel. Most hospital staff organizations
also include a Board of Censors, usually the Executive Committee
acting as a grievance committee. Its members investigate violations
of accepted surgical and medical procedures, dereliction of duties,
patient neglect, improper conduct, etc. Minor complaints may be
processed by the hospital administration with appeal to governing
boards as requested. Physicians are subject to censure through their
hospital staff affiliations and as a result of action by state examining
boards even though they do not hold membership in county medical
societies and AMA. As a matter of fact, however, most hospital staff
appointments require that applicants be members in good standing
of their local societies, which practice gives those organizations con-
siderable power.

The Medical Practice Act of the State of Texas—extended and
revised by special session of the Legislature last August—provides
for a 15-member Board of Medical Examiners (including 3 non-
physicians) charged with issuing licenses on the basis of submitted
credentials of training and either examinations or by reciprocal agree-
ment with certain other states. The Board also has disciplinary
powers over members of the profession who commit unethical or
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illegal acts, who are unable to practice medicine with reasonable skill
and safety (that is, as the result of medical or physical disabilities),
who employ disbarred individuals, or even who “flagrantly” over-
charge or overtreat a patient. Much of the Board’s investigative
activity is concerned with misuse of alcohol and narcotic drugs and
other controlled substances, whether by prescription for patients or
for self-administration. By law the Board of Medical Examiners is
charged with assessing penalties, which range from a Class A mis-
demeanor to a third-degree felony, for persons practicing medicine
without a license. These are chiefly of two categories: (1) persons
who make false claims to be physicians or surgeons and diagnose,
treat or offer to treat any disease or disorder, mental or physical,
or any deformity or injury or to effect cures thereof or (2) persons
who charge money or other compensation for diagnosis and/or treat-
ment. The board does not consider the following persons to be
illegal practitioners of medicine: ministers (unless they offer medi-
cations); licensed health professionals, who may carry out all pro-
cedures consistent with their education and training within the limita-
tions of their licenses; contract surgeons with the military; medical
students; advisers on nutrition; and persons offering emergency
assistance to the sick and injured.

An occasional case of a physician imposter, practicing either under
his own name or after assuming false identity and credentials, is
brought to the attention of the State Board of Medical Examiners.
Just prior to World War II one such fraudulent doctor on our faculty
at the Medical Branch in Galveston established himself as a British
doctor (actually this individual had been killed in the Spanish Civil
War). The imposter had had one or two years in medical school in
the Midwest and had decided ideas about changing the curriculum.
Some of the faculty were suspicious of his glib discussions of papers
believed to have been published by him, and the students tricked
him by having him describe the retina of a patient who turned out to
have a glass eye. But he was officially exposed only when he applied
for an Army commission. Another recent imposter in an East Texas
town was so beloved by his patients that they begged for him to
be allowed to keep on practicing medicine without a license.

Several years ago there was an exposé on the television show
“Sixty Minutes” of persons acquiring fake medical diplomas or steal-
ing blanks prior to filling in the name of the prospective recipient. I
was quite surprised to recognize my signature (or a reasonable fac-
simile) on a Master’s diploma in one of the basic sciences.
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Persons employed in a doctor’s office or in a hospital environment
may not initiate therapy but must be working under a physician’s
specific orders, whether or not there is direct supervision. Optom-
etrists must have local physician referral prior to employing diag-
nostic medications, and they are accountable by law for any ill
effects which may result (this provision of the Medical Practice Act
has been bitterly contested). Otherwise, a physician must assume
medical and legal responsibility for persons to whom he delegates
responsibility. A nurse or an aide may not diagnose, treat, fail to
follow orders or alter dosages of drugs, even out of humanitarian
or other considerations, such as religious or personal convictions of
what is proper therapy. The AMA principles of ethics spell out,
however, that the physician does not have the right, either, to make
the final decision to ‘“exert maximal efforts” to prolong life in the
case of defective newborn infants. This right belongs to the parents
after consultation with the attending doctor, and he is, therefore,
considered to be exempt by his peers from the charge of mercy
killing by neglect, although such cases occasionally reach the criminal
courts. This rule of ethics is in conflict with some religious sects,
as is the right to perform legal abortions which are consistent with
what is termed “good medical practice.” In the case of terminally
ill patients not in the deformed newborn category, the physician is
obligated to consult with family members or other responsible persons
before starting or stopping potentially life-prolonging therapy unless
a diagnosis of irreversible coma can be confirmed. The criterion of
flat brain waves is not specifically mentioned in the code, and the
Medical Practice Act does not contain quality of life provisions
as such.

The State Board of Medical Examiners and the Texas Medical
Association have been powerful forces in raising the standards of
medical education and practice in ridding the state of charlatans,
faith-healers, patent medicine men, etc., whose activities flourished
in the early part of this century. They have also sponsored legislation
affecting sanitation, contagious disease control, food and drug stand-
ards, and other matters affecting public health and hygiene.

With growth of specialization in medicine, especially in the years
since World War 11, more than 20 examining specialty boards exist
for examination and certification of candidates, in addition to the
powerful American College of Surgeons, the American College of
Physicians and other prestigious organizations. These societies have,
however, few provisions for censure of unethical practitioners. Much
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more effective are those “watchdogs” which set standards for hospital
accreditation, a prerequisite for many third-party payments to physi-
cians and for Medicare approval. Thus, although doctors are rarely
policed as individuals, their income may be directly curtailed if in-
spections reveal substandard physical facilities or deficiencies in
records, documentation and review of surgical and medical cases,
or failure to provide adequate in-service teaching programs.

The Joint Commission on the Accreditation of Hospitals, founded
in 1951, is composed of representatives from the American College
of Surgeons, the American College of Physicians, the American
Hospital Association, and the American Medical Association. Upon
request for a survey and upon payment of a fee based upon the
institution’s bed capacity, a team of three to seven persons is sent
to judge the level of medical care and to inspect the physical plant.
The team component always contains a physician, an administrator
and a nurse; sometimes a dietician is included, as well. As a rule,
the local Health Department is invited to participate and the com-
mittee insists upon strict adherence to fire prevention codes. Record
room charts are inspected. Conferences are held with departmental
chairmen. Audits are conducted to confirm that peer review has been
carried out. And reports are received from at least four hospital
committees which must meet monthly to comply with the Joint
Commission rules. These are as follows: A Grievance Committee,
or Board of Censors (as mentioned previously); a Tissue Com-
mittee, which reviews controversial cases, inquires of individual
surgeons their justification for certain types of procedures and
reviews other cases, ordinarily at random; a Medical Audit Com-
mittee, which reviews non-surgical cases; and a Morbidity Com-
mittee, which reviews various medical complications and in post-
mortem cases.

Full accreditation by the Joint Commission means two-year ap-
proval. Conditional accreditation (with suggestions for improvement)
is for one year only. When there is no approval or in hospitals which
are not surveyed, an obligatory Medicare Survey—much more strin-
gent than the Joint Commission inspection—is carried out. Usually
Medicare accepts Joint Commission findings.

Another important factor in policing physicians and surgeons is
the fear of medico-legal suits and the enormous cost of malpractice
insurance (highest for plastic- and neurosurgery in most states, where
it may cost $40,000 annually or even be unobtainable if the doctor
has been sued on several occasions). Most suits are the result of
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poor interpersonal relationships and the failure of physicians to
realize that their patients not only have unrealistic expectations of
the results of treatment, especially in the case of elective surgery,
but often do not realize what was done and the risks involved.

A recent AMA survey reports that the general public is satisfied
with the quality of health care, but both patients and physicians are
greatly concerned with rising costs. The practice of charging accord-
ing to ability to pay has almost disappeared. More and more hospitals
have established fee schedules, and most physicians’ and surgeons’
fees are becoming standardized, according to the locality, partly
through peer pressure and partly as the result of insurance company
policies of payment, which serve (along with possible Medical
Practice Act censure) to curb surcharges to a large extent. The AMA
Judicial Council lists six guidelines for determining the reasonableness
of a fee. These include, among others, the difficulty of the service
performed, the time and skill, the results obtained, and the reputa-
tion and ability of the physician. Most doctors are unable, however,
to judge the quality level of another doctor’s practice, unless it is
extremely good or extremely bad. Hospital Committee reviews will
show a pattern, but ordinarily judgment of professional ability is
largely on a subjective level unless one has “inside” information on
surgical procedures from a trusted anesthesiologist.

As medical practice becomes more complex, new ethical problems
arise. Formerly doctors squabbled about fee-splitting (that is, accept-
ing remuneration without performing a service for the patient);
advertising (now considered ethical unless one guarantees results
or makes fraudulent claims); and the etiquette of handling consulta-
tions. Physicians (and the public, as well) must now be concerned
with such social policy issues as indications for abortions, artificial
insemination and in vitro fertilization; fetal research; genetic engineer-
ing; organ transplantation; discontinuance of life support measures;
protection of confidentiality of doctor-patient communications, espe-
cially with information stored as computerized data; access to new
drugs; and other types of human experimentation. One of my former
residents, now a prominent surgeon, is a world authority on the treat-
ment of snake-bite. In furtherance of his research he persuaded
one of his trainees to allow himself to be bitten by a rattlesnake
so that a teaching film might be made of the course of therapy.
“Cliff,” I said, rather appalled, for most of us are morbidly afraid
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of snakes, “How did you ever get that project okayed by the Com-
mittee on Human Experimentation?” “Chief,” he said, ducking his
head, “I'm chairman.”

As the world of medicine becomes more and more sophisticated,
and as I grow older, I recall more and more some of the sayings
of a wise colleague of mine in the Texas Surgical Society—Dr. W. B.
Russ of San Antonio, who was already 60 when I first met him
in the 1930s and had become what I have described as the self-
appointed conscience of Texas physicians. He often quoted Galen
as saying that doctors are prone to treat the disease that has the
patient rather than the patient that has the disease. Dr. Russ wrote
many essays with the theme “Let the Old Man Die in Peace” and
bemoaned the fact that even when a patient who has all the infirmities
of old age is comatose and approaching a certain—and what should
be a peaceful—death, he becomes surrounded in a hospital by doc-
tors, nurses and technicians desperately trying to wake him up,
assisted by oxygen, all the modern drugs and stimulants, needles
and plastic tubes. Of course, today, there would also be the pump
and prolonged discussion as to who should make the decision to
“pull the plug.”

In times of moral dilemmas the wishes of the patient, while in
possession of his faculties, and of his family, who will soon own the
body of the deceased—by law—must guide the physician, who is
torn between his conscience, which bids him to relieve suffering, and
his oath to remember the sacredness of human life.

Fashions change in medical ethics as in other matters, and Sir
William Osler has written: “Each age has its own spirit and ideas,
just as it has its own manners. . . .” Many doctors, moreover, neglect
to consider the contribution of the patient himself—physical, mental
and spiritual—which points the path toward death or recovery.
Edward Kentish wrote in 1797 of the vanity of the physician:

It falls to the lot of few men to appreciate properly the
effect of various modes of treatment in a particular disease;
for if the patient recovers, whatever was the treatment,
whether good or bad; we flatter ourselves it was the effect
of our superior merit in conducting the disease; but future
experience will convince us that the recovery, of which we
so vainly boasted, was a victory of nature over the mal-
practice of art. . . .
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MEDICAL ETHICS AND THE LAW

CHARLES O. GALVIN

In the course of our discussion today there have been several
references to the burden of regulation and its costs. In this connec-
tion and in keeping with our concerns for life and health and the
dilemmas of death and dying, my favorite passage is from a recent
issue of the Federal Register, Vol. 46, No. 170, for September 2,
1981. It is a proposed amendment to section 227.72 of the regula-
tions under The Endangered Species Act of 1973 and is promulgated
by the Acting Executive Director of the National Marine Fisheries
Service. The amendment is to sub-section (e), paragraph (1), sub-
paragraph (i), Clauses (A) and (B) and reads as follows:

(A) Sea turtles that are dead or actively moving must
be released over the stern of the boat. In addition, they
must be released only when trawls are not in use, when the
engine gears are in neutral position, and in areas where they
are unlikely to be recaptured or injured by vessels.
(B) Resuscitation must be attempted on sea turtles that
are comatose or inactive but not dead by: (1) placing the
turtle on its back (carapace) and pumping its breastplate
(plastron) with hand or foot, or (2) placing the turtle on
its breastplate (plastron) and elevating its hindquarters sev-
eral inches for a period of one up to twenty-four hours.
The amount of elevation depends on the size of the turtle;
greater elevations are needed for larger turtles.
Sea turtles being resuscitated must be shaded and kept
wet or moist. Those that revive and become active must be
released over the stern of the boat only when trawls are not
in use, when the engine gears are in neutral position, and
in areas where they are unlikely to be recaptured or injured
by vessels. Similarly, sea turtles that fail to move within
several hours (up to twenty-four if possible) must be re-
turned to the water in the same manner.
Appropriate references are made to the Regulatory Flexibility Act,
the Paperwork Reduction Act, the Administrative Procedures Act,
and Executive Order 12,291. The usual forms are required to be
filed reflecting the numbers of sea turtles resuscitated with the usual
penalties for failure to file.
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Those who are bestirred by the seriousness of the problem may
make comments to the Director of the Northwest Region of the
National Marine Fisheries Service in Seattle, and so regulation goes
on and on.

When Bryce Jordan asked me to speak on this program, I re-
sponded, not being overendowed with modesty: “Of course, just
tell me where and when and I'll speak on any subject from astro-
physics to recipes for mustard greens and cornbread.” When I did
receive the program, however, 1 thought Bryce was carrying the
joke a bit far, for there I am sandwiched in between two M.D.’s with
the assignment of the subject of medical ethics and the law. I have
no doubt that it would easily be the consensus of the physicians
present that for a lawyer to lecture on medical ethics and the law is
somewhat like asking the fox to lecture the farmer on security
measures for the henhouse. Moreover, I can just feel the burning
desire of the doctors to speak on the obverse assignment: lawyers
ethics and medicine. As one of my good doctor friends said of a
particular lawyer: “He couldn’t have any ethics, for if he did, why
did he sue me?”

Our two professions share much in common. We deal with our
fellow human beings most often in circumstances of great stress
and anxiety. In the philosopher’s terms both of us are deeply involved
with the experiences of the human condition and the human predica-
ment. In recent years both professions have been blessed with a flow
of extraordinarily competent students. One need only look at the
academic profile of any of our recent entering classes in the law
schools or medical schools to be impressed with the backgrounds,
the achievements, the aptitude test scores of those admitted to the
programs of our respective curricula. Older hands at the law, as I am
sure is the case with older hands at medicine, marvel in admiration
at the intellectual acuity and mental incisiveness of the young men
and women now graduating from our professional schools.

The same older hands find, however, that these bright, alert,
technically competent young men and women are often incredibly
insensitive to the broader concerns of the society, the true meaning
of profession, the importance of a large measure of selflessness, and
commitment to the community of which they are a part. Therein
lies a problem in ethics for us both. If we lose our sense of pride
in performing the duties of our respective callings at the highest
possible standards, then we could become mere mechanics turning
out our work in assembly line fashion and most certainly lose our
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enthusiasm for disciplining those who fail to comport with and con-
form to standards of excellence.

The legal profession is at the present time struggling with one
of the most controversial matters ever placed before it—a proposed
new Code of Professional Responsibility. This proposed code would
impose upon the lawyer a duty to the processes of justice which
some critics say could override the duty to the client. Thus, the new
rules could be viewed as urging the pursuit of pure truth—truth and
full disclosure—as a value in and of itself that may be even higher
than the value of the zealous representation of the client’s cause.

The proposed rules attempt to deal more strictly with problems
of the confidential relationship between the lawyer and client. That
confidential relationship as in the case of medicine is so important,
on the one hand, for the protection of the lawyer and client; and
yet, on the other hand, that same confidentiality cannot be used as
a screen or shield which would permit the lawyer to assist the client
in a course of conduct that is fraudulent or criminal. The cases in
this area are never black and white but exist in all shades of gray,
and therein lie the nagging dilemmas with which lawyers must con-
stantly deal. Proponents of the proposed new code assert that it
is merely a codification and clarification of existing law. Opponents
say that it goes far beyond and imposes burdens on the profession
not heretofore recognized. The debate will continue at upcoming
meetings of the American Bar Association. Should it be accepted,
it would still be up to the several states to adopt, modify, or discard
such rules.

I mention these ongoing current concerns in the legal profession
because of some very recent and parallel developments in our own
state affecting medicine.

In the case of the medical profession the enactment of the new
comprehensive Medical Practice Act (V.A.C.S. Tex. Art. 4495b),
which became effective last August 5, is certainly a significant de-
velopment in the history of medicine in Texas as it concerns the
regulation and disciplining of the profession. To be sure, we have
had a multiplicity of statutes dealing generally with the practice of
medicine and the practice of other health delivery and health minis-
tering services. The new act, however, is an attempt to update and
codify in one place a massive body of rapidly developing law.

In 37 pages of an extensive and detailed statutory formulation
that is easily worth a semester seminar in medical school, the Legis-
lature has defined unlawful and prohibited practices which are Class
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A misdemeanors and has set out 21 grounds for refusal to license
or relicense, included among which are descriptions of what is
deemed to be unprofessional or dishonorable conduct.

For the physician and his counsel the statute is a veritable mine
field of danger. It carries forward previously proscribed conduct and
enlarges thereon: prescribing or administering a drug or treatment
that is non-therapeutic or non-therapeutic in the manner the drug or
treatment is administered or prescribed; prescribing, administering,
or dispensing in a manner not consistent with public health or wel-
fare dangerous drugs; persistently and flagrantly overcharging or
overtreating patients; failing to supervise adequately the activities
of those acting under the supervision of the physician; professional
failure to practice medicine in an acceptable manner, consistent
with public health and welfare; and so on. There are also definitive
new rules relating to privileged communications between the physi-
cian and patient with some quite particularized exceptions.

As I read through these legal rules affecting medicine, I am more
than ever convinced that our two professions need to collaborate and
cooperate with one another in matters of standards, conformity to
standards, and other ethical and disciplinary concerns. In the past
we have held each other in high esteem. Of course, it may be said
in passing that it’s always been true that physicians have thought of
lawyers as the worst patients because they constantly heckle the doc-
tor with cross-examination, and lawyers find doctors exasperating as
clients because doctors often want to play lawyer. But never mind
this. Historically, we have always regarded each other with mutual
respect.

When I was coming through law school, the reported cases in-
volving medical malpractice or legal malpractice were extremely
rare. I am sure that medical and legal malpractice did in fact take
place, but the number of instances in which representatives of either
profession were challenged were at a minimum. You didn’t sue your
doctor; you didn’t sue your lawyer, just as you didn’t sue your
teacher, your rabbi, your priest, or your pastor. You just didn’t.
Many practicing physicians and practicing lawyers did not even carry
malpractice insurance because the risks were so slight. But then
began the gradual evolution of the legal doctrines which are still
developing at this very hour.

If a practicing physician in Plainview, Texas, performed a medical
procedure which resulted in injury to his patient, the rule formerly
was that the patient could recover damages from him if the doctor
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failed to adhere to those standards, those norms of procedures, gen-
erally prevailing in that locality. Then, as specialization and its
discoveries and improved technology became more available, the
practicing physician in Plainview, Texas, could be held to those
standards of the specialist in that particular procedure in that locality.
Thus, the simple question was: what would the obstetrician, the
pediatrician, the ophthalmologist, or the orthopedic surgeon have
done in this locality in the same or similar circumstances? Progres-
sively we have moved to even higher standards so that the com-
petence of the practicing physician in Plainview, Texas, with respect
to a particular treatment or procedure is tested against those treat-
ments or procedures as they would be applied in the best medical
centers in the land. In other words, the profession is put to a legal
standard which requires not just an aspiration to deliver the best in
medicine that is obtainable but in fact is the best in medicine obtain-
able. In this way the public is more nearly assured of a uniformity
of excellence in professional services in the health care area through-
out the country. The California Supreme Court states:
We must note, finally, that the integrated and specialized

society of today, structured upon mutual dependency, can-

not rigidly narrow the concept of the public interest. From

the observance of simple standards of due care of the driv-

ing of a car to the performance of the high standards of

hospital practice, the individual citizen must be completely

dependent upon the responsibility of others. The fabric of

this pattern is so closely woven that the snarling of a single

thread affects the whole. We cannot lightly accept a sought

immunity from careless failure to provide the hospital serv-

ice upon which many must depend. Even if the hospital’s

doors are open only to those in a specialized category, the

hospital cannot claim isolated immunity in the interdepend-

ent community of our time. It, too, is part of the social

fabric, and prearranged exculpation from its negligence

must partly rend the pattern and necessarily affect the

public interest. Tunkl v. Regents of University of California,

383 P. 2d 441 (Cal. 1963)
The Texas courts have responded similarly to standards for physicians
in Snow v. Bond, 438 S.W. 2d 549 (Texas 1969) and Hood v.
Phillips, 554 S.W. 2d 160 (Texas 1977). Moreover, the cases have
set a high standard not only for the physician but for those under his
supervision. This is the so-called “captain of the ship” doctrine which
is echoed in the new Texas Medical Practice Act.
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In the area of research all of us agree with the need for maximum
medical experimentation in order to discover those new processes
and procedures which will defend health and life; yet we are keenly
aware of the sticky business of undertaking non-therapeutic pro-
cedures without the clearest kind of informed consent. What con-
stitutes informed consent is a devilishly difficult question to resolve
with any kind of clear specificity.

What can we do to resolve these ethical dilemmas for the practic-
ing physician and the teaching and research physician. Medical care
and medical research must be gotten on with efficiently, effectively,
and economically. It cannot be slipshod and done by half measures.
Yet we cannot subject the physician to harrassment and deterrence
in doing his work.

There are representatives of our two professions who could deal
with the problems of medical ethics and the law. Issues such as
arbitration, procedures of peer review committees, limits on the use
by lawyers of contingent fee arrangements, better articulation of
standards for various medical procedures so that one physician is
not overly cautious and another not cautious enough, review and dis-
semination of protocols for research, critical evaluation of insurance
rate-making for different forms of medical insurance—all are areas
of common concern. We hear so much about the shocking escalation
of medical costs and a crisis in confidence about health care de-
livery. More than ever we need to work together toward the develop-
ment of institutional arrangements for the solution of these problems.

Dr. Engelhardt challenged us last night to think critically about
the allocation of society’s resources to health care. Certainly, costly
and protracted litigation and sometimes senseless squabbling over
questions of duty and fault deflect the resources of time and energy
of our best professional people from those important matters which
directly relate to health delivery services.

Dr. Engelhardt also challenged us in a far more fundamental way
concerning changing values and new technology. No issue in our
national life today is more emotionally charged than the issue of
abortion. The law affords the pregnant woman a discretion to have
an abortion in the first trimester; in the second trimester she and her
attending physician may make the decision; and in the third trimester
the state may regulate abortion through its criminal and civil statutes.
Certainly medical technology offers an easy, safe procedure for
abortion.
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Yet the fact that the law permits abortion and the fact that the
medical procedure is easy and safe do not inescapably lead to the
conclusion that the decision to abort is ethically defensible or morally
justified. These are tough, sensitive and delicate questions requiring
the best of professional hard thought, objective and dispassionate dis-
cussion together with other professionals in the ethical sciences, bio-
ethics, and moral theology.

Just as law and medicine have worked together in the past in
developing statutory rules for a more precise definition of death and
rules for so-called living wills which have been adopted in many
states, so we must work together to define the beginning of life, or
more accurately, the beginning of personhood, at which time all the
constitutional and statutory protections should be available to the
individual yet unborn.

Just a word about the way most of us attack our problems. It has
been my observation that from the time of the first day in law school
we engulf our students in a world of controversy. Lawyers by the
very nature of their business are adversaries, contentious, contesting,
critical, argumentative, disputatious—in short, hard to get along with.

Medicine, on the other hand, teaches cooperation and collabora-
tion, greater and more efficient use of support systems. The student
doctor is taught early on how to palpate the patient, how to use the
stethoscope, and how to work medical procedures. He is carefully
led through the processes; he learns to work with his fellow profes-
sionals in a consultative and cooperative way.

The student lawyer is made to fend for himself, to swim against
the stream, to be critical of opinions expressed by others no matter
how experienced. For in legal education we believe this to be the best
way to prepare the new lawyer for the plunge into the deep and icy
waters of the adversary legal system.

These differences of approach indicate how necessary it is to
structure joint committees to hammer out the institutional arrange-
ments which will permit medicine to go forward in practice and
research for the best interests of the public without the fear of
harrassment and hassling that lies latent particularly in the extensive
provisions of the new Medical Practice Act.

It has been my pleasure over many years of association with the
Law School at Southern Methodist University as dean and professor
to watch the developing interdisciplinary cooperation between our
faculty and those at the Health Science Center. We have offered
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seminars together, have done projects together, and continue to ex-
plore ways for further interlacing of our professional concerns. This
is being done throughout the country between university law schools
and university medical schools and should encourage members of
both professions for the future to work even more closely together.

The tasks for our two professions will not be easy, but greater
collaboration between us should be an important factor in resolving
those difficulties that lie ahead.
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SOME MORAL DILEMMAS IN HEALTH CARE—THE
INTERACTION BETWEEN RELIGION AND
MEDICINE*

DANIEL W. FOSTER

The breadth of moral issues facing medicine itself and the larger
biomedical community is impressive. These issues are both societal
and individual. Most attention has focused on the larger problems
such as:

Defining life and death and deciding who is to control them.

Preparing rules for human research and informed consent.

Weighing risk-benefits of recombinant DNA techniques.

Dealing with the economics of medical care.

Solving the problems of world hunger and malnutrition.

Addressing the issue of population control and the related subject

(in the West) of abortion.

In the few minutes allotted to me this afternoon, I do not plan to
discuss these problems or to address, in overview, the moral dilemmas
mentioned in my title on the program. The primary reason is that I
do not feel qualified. I told Bryce Jordan that I was not trained in
ethics and in consequence felt uneasy appearing in this forum. After
all, what I am is an academic physician. I do research and I teach and
I take care of sick people, but I don’t usually write or talk on ethical
and moral problems in medicine. He relieved my mind somewhat by
indicating that I might focus on the practical arena wherein the
individual physician interacts with a sick human being. In that con-
text I want to think with you about a specific problem that is not
often considered, the relationship between religion and medicine. And
from the multitudes of problems flowing from their interactions I
want to concentrate on two: the situation where the patient has
strong religious beliefs not shared by the physician and the reverse

*An expanded version of this paper will appear as a chapter en-
titled “Religion and Medicine—the Physician’s Perspective” in a
book entitled Health/Medicine and the Faith Traditions, Martin E.
Marty and Kenneth L. Vaux, editors, scheduled for publication in
1982 by Fortress Press in Philadelphia.
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scenario where the physician is religiously motivated and the patient
is not.

I think it apparent that religion cannot be ignored by physicians
for two reasons. In the first place, religious beliefs are widely held
in the United States and influence behavior even when the person is
not sick. Secondly, and perhaps more importantly, when serious illness
comes (and by that I mean illness which threatens life or leads to
long-term disability), the experience induces a series of questions
which are, in the most basic sense, religious. Let me expand on these
two points briefly. It is well known that a majority of the American
population specifically believes in God with a significant proportion
actively participating in formal religious practice.

What is perhaps not as well known is that piety may actually be
increasing. “Middletown” USA is a midwestern community whose
religious beliefs were studied in depth at two intervals half a century
apart. In 1924 only a quarter of married couples in this community
regularly attended church, but in 1978 the figure had increased to
half. In the twenties over one-half of the population never formally
worshipped, but by the seventies only one-sixth reported that they
never attended services. In 1924 only one of a hundred families
tithed while in 1978 almost a third of active church members did so.
While these findings apply specifically only to one community in
middle America, other surveys indicate similar trends in the broader
society.

Even if a person is not formally religious before illness comes, it
is almost inevitable that serious, that is religious, questions arise
with the threat of death. Most people, in their daily lives, spend
relatively little time contemplating philosophical matters and certainly
not life and death. Ordinarily we expect to live for a good period of
time (even as we age) and, therefore, utilize our days for work and
pleasure rather than for a consideration of meaning. Even when we
hear of tragedy, we assume that it is something that happens to
someone else and not ourselves. We may feel sympathy or shock, but
not risk: others die, but we live. But when the ordinariness of life is
disrupted by illness, there is an abrupt reorientation of questions,
priorities and interests. The degree to which this reorientation occurs
usually correlates with the seriousness of the illness or its perceived
seriousness: one is not likely to ponder fate in response to a cold,
but may well do so when faced with a cancer (or fear that one might
have a cancer). Three categories of questions usually arise. The first
questions are informational; i.e., What’s wrong with me? How does
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the disease manifest itself? Is there treatment? How long do I have
to live? If the informational questions indicate serious illness, second
phase questions begin and these are behavioral in nature. The words
and thoughts behind them vary (and sometimes they are not ex-
pressed), but the tone is unmistakable. Can I go through with what
I have to go through? Do I have courage? Will I be able to finish
with dignity? Third phase questions are fundamentally religious. Why
did this happen to me? What can I learn about life and about myself
from this experience? For what may I hope? I do not plan to discuss
these issues further. My only purpose is to indicate that in medicine
one cannot ignore religion if one wishes to deal with the patient as a
human being rather than simply to treat his or her disease.

Against this background I want to consider first the problems that
can occur when a patient or the patient’s family hold religious beliefs
not shared by the health care team especially if they are considered
to be irrational or a barrier to delivery of proper care. An excellent
example is the case reported by Redlener and Scott from the Uni-
versity of Miami.

A nine-month-old child was admitted to a teaching hos-
pital of the University of Miami with a history of lethargy
and convulsions of two days duration. Bacterial meningitis
was suspected and subsequently confirmed. Because there
was evidence of extensive central nervous system injury an
arteriogram was requested by the physicians to rule out the
presence of pressure-producing accumulation of fluid be-
neath the covering membranes of the brain. The family re-
fused to allow the test on religious grounds, initiating a
conflict with the hospital and its personnel that lasted for
more than three months. The child’s medical care was com-
promised and he ended up grossly disabled. In addition,
destructive elements were introduced into the family struc-
ture at the conclusion of the hospitalization when the baby
was placed, under court order, in an institution for the
neurologically damaged with visitation by the mother se-
verely restricted.

Problems in the clinical management of this patient arose because
the mother was a devout member of the Holiness Church who be-
lieved that her baby was ill because possessed of an evil spirit or
demon. She brought the baby to the hospital only because the father
insisted. She herself believed that it was a sin to do so since healing
could come only in response to prayer. Moreover, since she and the
father were not wed (and non-married sex was condemned by the
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church) the specter of illness sent by God as punishment for sin also
hovered in the background. Her lack of trust in the orthodox health
care system (as opposed to belief in the Divine Healer) was con-
firmed when the child did not get better with treatment, and she tried
to take him home. The hospital then appealed to the judicial system
of the state of Florida on the grounds that the child’s life was being
endangered by the religious beliefs of the family. The medical record
described family members as “fanatic in their religious beliefs,” invok-
ing frequent “ritualistic” prayers around the crib. The formal descrip-
tion of the mother by the social worker captured the picture well:
Affect is animated when she speaks of the boy. She be-
comes very verbal during conversations, often injecting
phrases such as “Praise Jesus,” “Hallelujah” and continually
refers to her belief that God will heal the baby.
Following this testimony, the petition of the hospital was granted
and emergency protective custody was awarded to the state. Un-
fortunately, the neurological damage was irreversible despite addi-
tional hospitalization, and eventually custodial care was required.
Throughout the course the mother denied that the baby had medical
problems.

In this case the clinician-scientists prevailed in court, but in reality
no one won. There is no doubt that the interpretation by physicians
that the baby had been irreparably damaged by the religious beliefs
of the family was correct. On the other hand, they themselves recog-
nized that they had not done well and stated that “disparate value
systems of the hospital staff on one hand and the family on the other
resulted in the breakdown of effective communication and led to
feelings of bitterness and anger on both sides.” They concluded that
to act morally in this situation they should have dealt differently with
the family, utilizing compromise and reciprocity. For example, the
medical staff might have allowed religious ritual (including prayers
and chants) to have been carried out at the bedside without restraint
in exchange for allowing the baby to remain in the hospital. They
thought they should have asked the family minister’s “help in healing
the child” without condescension or manipulation. In essence they
would have said to the religious family and their advisors “you
approach God directly for healing and at the same time we can be
used of Him to help with the medicine He has allowed us to learn.”
In short, to behave morally, means not to attempt to overcome or
destroy religious beliefs but to work around or even through them.
Such an approach is not cynical or hypocritical, even if the physician
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finds a particular religious belief naive or abhorrent, if the aim is to
help a sick and otherwise helpless patient. The conclusion that re-
ligious beliefs should be taken seriously and overturned by legal
means only as a last resort has also been recently expressed in a
report from the Hastings Center dealing with the problem of blood
transfusions of the children of Jehovah’s Witnesses.

The second moral dilemma that I want to consider briefly arises
when the physician has powerful religious beliefs not shared by the
patient. Not at issue here is the sort of quiet religious faith that
renders the doctor more kind, compassionate and caring. Nor is it
considered a problem when belief influences medical recommenda-
tions so long as those beliefs are openly held but not pressed. One
would not likely consult a Roman Catholic obstetrician to obtain
birth control pills, but one would presumably not be offended if as a
matter of principle he or she did not prescribe them. The problems
of concern are those that may arise when the physician feels a need
to impose, or at least express, his or her personal beliefs on the
patient under care, especially if that patient is seriously ill and fac-
ing death.

It is a phenomenon almost exclusively limited to physicians be-
longing to the evangelical wing of Christianity. Aggressive evangelistic
behavior amongst Christians is based on two understandings. First,
that they are commissioned to preach the gospel and baptize in this
world and second that one who dies without accepting Christ as
savior misses the chance to experience the eternal presence of God
that is symbolized by the word Heaven. In my experience most such
physicians are highly idealistic, genuinely interested in their patients
and motivated to share that which has brought them peace and happi-
ness. The problem is that the faith tends to be offered under inappro-
priate conditions, cast in terms of “you ought to believe this” rather
than ‘‘this is what I believe.” Often there is a coercive element, even
when it is not intended, simply because the physician is directing
medical care and the patient is, of necessity, in a dependent posture.
Thus, a discussion which might be appropriate between equals in
good health may be totally inappropriate when one partner to the
dialogue is handicapped by sickness, weakness, dependence or even
fear. Stated simply, use of illness to manipulate the religious beliefs
of another is unethical, immoral and totally unacceptable even when
motives are good and pure.

The question must then be asked: Is religion a forbidden subject
between patient and physician? The answer to this question will
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obviously be influenced by one’s view of religion in general. A lively
exchange on this issue has been recently published in the Journal of
Consulting and Clinical Psychology. A. E. Bergin opened the dia-
logue with a carefully stated but nonetheless sharp attack on the
functional exclusion of religion from psychotherapy. He noted that
“an examination of 30 introductory psychology texts turned up no
references to the possible reality of spiritual factors” and pointed
out that the words God and religion were conspicuously absent from
all indexes. “Psychological writers,” he wrote, “have a tendency to
censor or taboo in a casual and sometimes arrogant way something
that is sensitive and precious to most human beings.” Bergin par-
ticularly objected to the concept that exclusion of religion and
religious discussion leads to a value-free therapy when in fact those
who exclude religious factors often establish goals that are not neutral
but actively hostile to theistic systems of belief. He found this a
peculiar situation when all the evidence points to the fact that a
majority of the American population is theistically oriented. He
concluded that “religion is at the fringe of clinical psychology when
it should be at the center.” The counter attack was immediate. G. B.
Walls wrote: “His [Bergin's] suggestion that there be ‘acceptance
of (divine) authority’ in making value judgments is a potentially
dangerous notion that could result in the assertion of absolutes with-
out justification.” A. Ellis argued strongly against any consideration
of religion in psychotherapy (and presumably medicine in general)
stating: “The emotionally healthy individual is flexible, open, tolerant,
and changing, and the devoutly religious person tends to be inflexible,
closed, intolerant and unchanging. Religiosity, therefore, is in many
respects equivalent to irrational thinking and emotional disturbance.
Since it is people’s biological as well as sociological nature to invent
absolutes and musts, they had better minimize these tendencies, even
if they cannot totally eliminate them. The less religious they are,
the more emotionally healthy they will tend to be.”

As indicated by these remarks the role of religion and the appro-
priateness of allowing religious dialogue between patient and physi-
cian is controversial. Having said this, I want to state that in my
opinion such dialogue is not only permissible but on occasion non-
optional if serious illness is present, if the patient is experiencing
the sort of primal questions alluded to earlier, and if the whole person
rather than the disease is to be dealt with. Patients have fears and
anxieties, and those fears and anxieties in the seriously ill are often
about death. If they are felt but not expressed, they tend to be more
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debilitating and terrifying than if they are discussed, even when the
discussion provides no final answers. A fairly recent experience from
my own medical service may illustrate:

A young woman was admitted with a distended abdomen stretched
tight with fluid. Such an accumulation of fluid is most often due to
cirrhosis of the liver secondary to alcoholism or previous hepatitis,
but hers was not. She had a rare disease called paroxysmal nocturnal
hemoglobinuria, which had caused clotting of the blood in the veins
draining the liver with the result that fluid oozed from its surface
into the abdominal cavity. Treatment of this condition is ineffective
and the outlook is grim. The facts had been conveyed to her in a
general way. Each day on rounds I found her crying and depressed
but unwilling to talk. One afternoon when I came she had a visitor
who was dressed in a postman’s uniform. She introduced him as her
pastor. He said to me: “She’s having a hard time dealing with this
happening to her.” To which, almost without thinking, I responded:
“The rain falls on the just and the unjust.” The postman-pastor’s
face lit up and he said: “Hark, did I perceive a scripture?” After 1
acknowledged that I knew something about the Bible, the patient
began, without restraint, to identify her fears of death and the means
of her dying. She further explained that she had been reluctant to
voice her fears before, thinking that as a doctor I wouldn’t under-
stand her need to talk about death, death anxieties and God. Her
defenses against self-revelation became unnecessary when it was
perceived that she would be heard with sympathy. Her disease was
not changed by this discourse; it still proceeds inexorably. But her
illness is lighter as a result and she is now more well even as she
continues sick; i.e., fear is no longer her sole emotion.

If one is to permit religious dialogue between physician and
patient, what are the rules that would allow it to take place ethically?
I would like to suggest four guidelines.

(1) Such dialogue may take place but does not have to take place;
either physician or patient may be unequipped or unready to enter in.

(2) Dialogue must be invited by the patient, not imposed by the
physician. For example, in the case just cited a clue was picked up by
the patient from the physician’s conversation; the questions ver-
balized in response constituted the invitation to communicate at the
serious level.

(3) The physician must be open, non-judgmental and honest. He
will often be required to say “I don’t know.” He or she may share his
or her own religious beliefs as being personally valuable and helpful
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but must not insist that they be considered ultimate truth by the one
with whom they are shared. Importantly, the non-religious physician
may enter into religious dialogue and help simply by caring and
listening whether he considers the patient’s thoughts, questions and
beliefs rational or irrational.

(4) Whatever its nature, the purpose of the dialogue should be
burden-lifting or burden-sharing, not burden-producing. One cringes
to hear, no matter how well-meaning, a statement like “If you have
sufficient faith, you’ll get well.” It’s tough enough to be sick without
having to consider as a cause inadequacy or failure in the realm of
personal religious belief. The foundation rule of medical practice also
applies to religious discussion: primum non nocere (first, do no
harm).

In conclusion, I have tried to indicate this afternoon that medicine
and religion are related in a bond which cannot be ignored but which
also poses ethical problems. I believe it to be immoral to ignore the
religious beliefs of another, particularly the ill person under one’s
care. I also believe it immoral to impose religious beliefs in overt or
covert ways. In between there is an enormous freedom to share
personhood—and in sharing both physician and patient may find that
they grow.

For me personally the ancient prayer of the great Jewish physician
Maimonides serves as a useful guide. He addressed the Deity thusly:

Preserve my strength, that I may be able to restore
the strength of the rich and the poor, the good and the
bad, the friend and the foe. Let me see in the sufferer the
human being alone. Let me be intent upon one thing, O
Father of Mercy, to be always merciful to thy suffering
children.

That’s a good and moral way in which to go.
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N ECR OL O GY

DAVID WENDELL GUION
1892 - 1981

DaviD WENDELL GUION WAs BORN DECEMBER 15, 1892, IN
Ballinger, and throughout his lifetime was never far from his native
Texas, which he loved. His father was a lawyer, his mother a singer
and pianist, and he grew up hearing songs of Texas and the South.
(One of his ancestors was the Governor of Mississippi.) From his
boyhood he loved music, and in support of his decision to pursue
music as a career his parents sent him to Vienna to study with
Leopold Godowsky at the Royal Conservatory. Following the out-
break of World War I, he returned to the states and began to lay
the groundwork for his career as a composer.

Throughout the 1920s and 1930s he was composing and per-
forming music which reflected his native land, Texas. His setting
of “Home on the Range” was performed for the first time in his
New York production, “Prairie Echoes.” It became a favorite of
President Franklin Roosevelt and the nation. In 1936 he was com-
missioned to write “Cavalcade of America” for the Texas Centennial
Celebration and in 1950 he received a commission from the Houston
Symphony. For them he wrote the “Texas Suite,” which he com-
pleted in 1952. His wide range of compositions number over two
hundred published works and include orchestral suites, music for
ballets, piano pieces, vocal songs, and religious selections. They have
been performed by musicians around the world.

He is well known for his American folk music which includes not
only the ever popular “Turkey in the Straw” and “The Arkansas
Traveler,” but also the “Country Jig in C” and “Country Jig in D,”
“The Lonesome Whistler,” “The Harmonica Player,” “Jazz Scherzo,”
“The Barcarolle,” “The Scissors Grinder,” “Valse Arabesque,”
and the “Mother Goose Suite.” He was a master at musically repre-
senting the history and heritage of early Texas with such works in
this vein as “Ride Cowboy Ride,” “The Bold Vaquero,” “Lonesome
Song of the Plains,” “Prairie Dusk,” and the “Texas Fox Trot.” A
collection of his waltzes, “Southern Nights,” was used in the movie,
“Grand Hotel.”
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Guion was a member of the American Society of Composers,
Authors and Publishers, Texas Composers Guild, and the Texas
Teachers Association. Although his greatest desire was to compose,
he was a dedicated and inspiring teacher and always found time to
share his gifts with those around him. His teaching career spanned
over sixty years and influenced young musicians at numerous colleges
and conservatories including Fort Worth Polytechnic College, Daniel
Baker College, Fairmont Conservatory, Chicago Musical College,
and Southern Methodist University.

At his passing he left his large collection of antiques, glassware,
paintings, art objects, and archives to the Festival-Institute at Round
Top. Part of the collection is now housed in the historic Menke
House on Festival Hill, and a museum room named in David Guion’s
honor is included in the master plan development for the Festival-
Institute campus. The museum room will focus upon his musical life
and heritage and include his piano, and an exhibition of his archives.

David Wendell Guion was a musicologist, composer, teacher, and
friend of Texas. His accomplishments are vast and match the tireless
giving spirit, goodwill, and brotherhood that he exhibited throughout
his lifetime. These accomplishments are a legacy to Texas, a me-
morial to him, and a reminder of his joy of life, evident to all of us
who had the privilege of knowing him and sharing in his active and
spirited musical life. He died in Dallas on October 17, 1981.

—J.D.

—=— I

ROBERT GERALD STOREY
1893 - 1981

EARLY IN THIS EVENTFUL CENTURY, A BOY NAMED ROBERT
GERALD STOREY lived in the tiny East Texas community of Arp
down the road a little from his birthplace on December 4, 1893, of
White Rock. His father was the beloved country physician who taught
his son to be involved in the concerns of the human condition. Calling
Dallas home for most of his years, he produced an incredible range
and volume of works in a lifetime of commitment to making the
world a better place for his having been a vigorous part of it.

As Senior Partner of the law firm of Storey, Armstrong & Steger,
as founding genius and President of the Southwest Legal Foundation
and as Dean of the Southern Methodist University School of Law,
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he was recognized for years as one of the nation’s most astute
attorneys and educators. He made outstanding contributions as a
business executive, serving as a director of several national corpora-
tions. He was a soldier, a visionary leader of the organized bar, a
friend and counselor of presidents, author of three books, a dedicated
churchman and public servant of both his state and nation, and,
indeed, of the world.

Dean Storey’s public services included the following varied ac-
tivities: Assistant Attorney General of Texas for Criminal Appeals,
1921-1923; Member, National Executive Committee, American
Legion, 1921-1922; Member, Board of Regents, University of Texas,
1924-1930; Governor, Kiwanis Club, Texas-Oklahoma District, 1931;
President of Park Board, City of Dallas, 1938-1941; Executive Trial
Counsel for United States, Nuremberg, Trial of the Major Axis War
Criminals, 1945-1946; Member, Commission to Reorganize Execu-
tive Branch of United States Government (Hoover Commission),
1953-1955; Advisor to Korean Government on Judicial System and
Legal Profession, 1954, and to Korean Legal Center, 1959-1964;
State Department representative in Far East and Middle East to assist
legal profession of friendly free nations, 1954-1955; special mission
for State Department to confer with officials, and lecture to bar
associations and universities in Sub-Sahara, Africa, on Constitutional
Law and Civil Rights, 1963; Member and Chairman, Board of
Foreign Scholarships (Fulbright Commission), 1956-1962; Member
and Vice-Chairman, United States Civil Rights Commission, 1957-
1963; Chairman, Citizens Advisory Committee, Texas Constitutional
Revision, 1956-1960; Special Counsel to State of Texas in Investiga-
tion of the Assassination of the late President Kennedy and related
events, 1963-1964; Member and Vice-Chairman, Atlantic-Pacific
Interoceanic Canal Study Commission, 1965-1970; Member, Presi-
dent’s Commission on Law Enforcement and Administration of
Justice, 1965-1967; Chairman, Electoral College Commission,
American Bar Association, 1966-1968; Chairman for United States,
World Peace Through Law Center, 1947-72; Chairman, Advisory
Group for the Establishment of an International Criminal Court,
1971-72; Chairman, Texas Constitutional Revision Commission,
1967-68; Member of Council, Religious Heritage of America; Mem-
ber, Board of Trustees, Southern Methodist University.

After serving as President of the Dallas Bar Association in 1934,
he was President of the State Bar of Texas, 1948-1949; American
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Bar Association, 1952-1953; Inter-American Bar Association, 1954-
1956. He has been a member of Council of the International Bar
Association, and was an Honorary member of Canadian, Peruvian,
Mexican, Argentinian, Korean, Japanese, Australian, Ryukyuan and
various State Bar Associations.

He served during World War I as a Second Lieutenant in Heavy
Artillery, and during World War 1II as a Colonel in the Air Force.

Many honors paid to Dean Storey included the following: Linz
Award, 1956, as outstanding civic leader of Dallas; American Bar
Association Gold Medal, 1956, for contribution to advancement of
jurisprudence; decorations of the Bronze Star for service on War
Crimes Commission in Bulgaria, Legion of Merit for combat intelli-
gence service in Mediterranean theater of operations, U. S. Medal of
Freedom, and French Legion of Honor, for services in trial of major
Axis war criminals, Nuremberg; Civic Leadership Award, Federal
Bar Association and Dallas Federal Business Association, 1957,
Headliner of the Year Award, 1959, Press Club of Dallas; Salesman
of the Year Award, Dallas Sales Executive Club, 1959, and Life
Membership, 1970; Anti-Defamation League Award, B’Nai B’Rith,
1959; Second Order of the Sacred Treasure, Japanese Government,
1961; President’s Cultural Medal, Korea, 1964; St. Thomas More
Award, St. Mary’s University, 1965; Man of the Year, Times Herald
Magazine, Dallas, Texas, 1966; Distinguished Alumnus Award,
Southern Methodist University, 1969; Outstanding Citizen Award,
League of Women Voters, 1969; World Lawyer Award, World Peace
Through Law Center, Bangkok, Thailand, 1969; and Honorary
Member, Louisiana State Law Institute, 1972.

Among the universities that have awarded Dean Storey honorary
degrees are Texas Christian University, Laval University (Quebec),
Drake University, and Southern Methodist University—all having
conferred the Doctor of Laws; Rikkyo (St. Paul’s) University, Japan,
and University of the Ryukyus, Doctor of Humanities; and Chungang
University, Korea, Doctor of Civil Law.

An elder in the East Dallas Christian Church, he served as First
Vice President of the International Convention of Christian Churches
(Disciples of Christ) in 1960-1961. He received the Layman of the
Year Award in 1961 at the Washington Pilgrimage and received the
Protestant Layman Citation from the National Conference of Chris-
tians and Jews in 1964.
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Dean Storey was an honorary member of Phi Beta Kappa and the
Order of the Coif, and, not least, former President of the Texas
Philosophical Society.

The late President Herbert Hoover once commented, “Robert G.
Storey: great teacher, great lawyer, great public servant, great citizen,
great friend, great American.” He died in Dallas on January 16, 1981.

—W. M. T.

e

ANDREW JACKSON WRAY
1901 - 1981

ANDREW JACKSON WRAY WAS BORN IN WACO, TEXAS, JANUARY
11, 1901, the eldest of five sons of Mr. and Mrs. R. D. Wray. His
father was a cotton buyer and shipper who soon moved his family
to Hearne near the Brazos River. A tall, powerful athlete, Jack Wray
enrolled at Southwestern University with the hope of playing football.
However, when in 1917 the United States was led into World War I,
he joined the Army at age 17, and that was the end of his formal
education.

Out of the military service in 1919 he went to work in the oil
fields for a time, until in the early Twenties he came to Houston and
found a job with Cravens, Dargan and Company, the general insur-
ance agency. From then on he spent his business career in the fire
and casualty insurance field, a total of almost sixty years, except for
a three-year tour of duty in the Nation’s service in World War II as
a Captain in the Air Force. He had grown with Cravens, Dargan for
over twenty-five of those years, when he resigned in 1951 to set up
his own agency. This developed rapidly so that in 1959 with two
younger associates he organized the firm of Wray, Couch and Elder
which flourished for ten years before merging into the national insur-
ance company of Marsh and McClennan, Inc. of New York, with the
three partners holding top positions.

Jack Wray’s skill in salesmanship was founded on thorough knowl-
edge of his product and also on his capacity for friendship with all
sorts of people, high and low. A dodger issued by his firm carried
the message, “This poor old Earth has need of mirth.” In tune with
that he regularly filled his pockets every morning with pens and
pencils, each carrying a printed aphorism that reflected his delightful
sense of humor. He passed them out by hand to everybody he might
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meet, and it was done with such a flair that even strangers fell under
the spirit of it. The following few samples might suggest that a collec-
tion of them should fit a museum:
“A man’s best friends are a good wife, an old dog and
ready money.”
“Women are wonderful and there ain’t no substitute.”
“Nothing is often the clever thing to say.”

In 1926 Jack Wray married Miss Margaret Cullinan of Houston.
Their daughter Lucie is the wife of Anderson Todd, Professor of
Architecture at Rice University. There are two grandchildren, both
college graduates. It has been a close family devoted to their homes
and to the Wray ranch of some 400 acres a few miles from Columbus
in Colorado County. Jack himself though an outgoing person who
liked people and relished good company had his private side and was
jealous of his quiet time. He became a thoughtful reader of serious
literature and his unusually retentive mind stored up material for
reflection and retrieval in conversation. That represented the college
training that he had missed and it made him a well educated gentle-
man indeed.

An untaught, bounding Clydesdale style, tennis player, Jack was
leader of an informal group that for years met every Saturday after-
noon and Sunday morning. At the same time he belonged to a golf
club but didn’t play, he belonged to a duck hunting club but never
fired a shot, he delighted in his ranch, was proud of his cattle, but
never rode a horse.

But Wray had acquired a problem. As a salesman dealing with
interesting people and entertaining generously he drank too much.
He had for years in social contacts been a happy drinking man, well
adjusted to it, or thinking he was. Finally at age 57, encouraged by a
wonderfully patient and gentling wife, he recognized the situation and
confronted it. That sent him into seclusion, and when he emerged he
was dry—permanently so. Thereafter, as long as he lived, he set
himself to help others to overcome that addiction. He joined Alco-
holics Anonymous, attended regular meetings year after year, and
gave testimony wherever he might be, across the nation, at the Bo-
hemian Grove, or in Europe where he visited frequently. In Houston
he was always ready to go to the assistance of others, offering aid and
comfort to sufferers, as well as to scores of distracted parents and
spouses—counseling, following up, and converting. Many a man and
woman owe their futures to this man’s example and knowledgeable
coaching. After eighty full years he died March 21, 1981.

—W. A. K.
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Harris Leon Kempner
*Carey Croneis ‘

Willis McDonald Tate
*Dillon Anderson

Logan Wilson

Edward Clark

Thomas Hart Law .
Truman G. Blocker, Jr.
Frank E. Vandiver

Price Daniel .

Durwood Fleming

Charles A. LeMaistre .

*Deceased

1837-59
1936
1937
1938
1939
1940
1941
1942
1943
1944
1944
1945
1946
1947
1948
1949
1950
1951
1952
1953
1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981
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MEMBERS OF THE SOCIETY

(NAME OF SPOUSE APPEARS IN PARENTHESIS)

ALBRITTON, CLAUDE CARROLL, JR. (JANE), Hamilton Professor of geology,
emeritus, and senior scientist, The Institute for the Study of

Earth and Man . . .. Dallas
ALLBRITTON, JOE LEWIS (BARBARA) Iawyer board chalrman

Riggs National Corporation . . . . Houston
ALLEN, WINNIE, retired archivist, Umverslty of Texas lerary . Hutchins

ANDERSON, ROBERT BERNARD, partner, Carl M. Loeb Rhoades and
Company, former secretary of the treasury, former tax
commissioner, Texas . 3 ¢ . . . . New York
ANDERSON, THOMAS D. (HELEN) lawyer . . I . Houston
ANDERSON, WILLIAM LELAND (ESSEMENA), retired ﬁnancral vice president of
Anderson, Clayton & Co.; former president of Texas Medical Center, Inc.;
awarded Navy’s stlmgunshed Civilian Service Medal in 1945 . Houston
ANDREWS, MARK EpWIN (LAVONE), president, Ancon Oil and Gas

Company; former assistant secretary of the navy . . . Houston
ARMSTRONG, ANNE LEGENDRE (MRs. ToBIN), former U. S.

ambassador to Great Britain . . . . . Armstrong
ARMSTRONG, THOMAS REEVES, Armstrong Ranch former president,

Santa Gertrudis Breeders Association . . 3 . Armstrong

ASHWORTH, KENNETH H., commissioner of h\gher educatlon Texas
College and Umversrty System; former executive vice president of the
University of Texas in San Antonio and vice chancellor for academic

affairs of the University of Texas System . . . . . . Austin
BAKER, REX G., JR., lawyer . . . . . Houston
*BANKS, STANLEY (ANNE), lawyer; member, Texas lerary and

Archives Commission . . . San Antonio
BAaRrROW, THOMAS D. (JANICE), vice- chalrman Standard 011

Company (Ohio) . . . . . Houston

BEAN, WILLIAM BENNETT (Amcm )s Srr erham Osler Professor of
Medlclne, University of Iowa; former director, Institute for Humanities
in Medicine and Harris Kempner Professor of Medicine, Umversxly of

Texas Medical Branch at Galveston . . . . . Iowa City, lowa
BeLL, HENRY M., Jr. (NELL), chairman of the board and presrdent
‘ Citizens First National Bank of Tyler . . . . Tyler

| BENNETT, JOHN MIrzA, JR. (ELEANOR), member, Umversny of Texas
Centennial Commission and Texas Historical Records Advisory Board;
| director, Texas and Southwestern Cattlemen’s Association;
‘ Major General, USAFR . ) ol o . San Antonio
| BENTSEN, LLoyp, United States senator . .  Houston and Washington
BETO, GEORGE JOHN (MARILYNN), professor of criminology, Sam
Houston State University; former director, Texas Department of
Corrections; former president, Concordia College . . .  Huntsville
‘ BLANTON, JACK S. (LAURA LEE), president, Scurlock Oil Company . Houston

BLOCKER, TRUMAN G., JR., surgeon; president emeritus, University

of Texas Medical Branch at Galveston . . . . . Galveston
BoLToN, Frank C., JR., lawyer, former head of legal department
of Mobil Oil Company L . Houston

Boyp, HowarDp TANEY (LUCILLE), reured chalrman The El Paso
Company; College of Business Administration Council of Texas A&M
University; regent emeritus, Georgetown University . . 5 Houston

*Life Member
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BRANDT, EDWARD N., JR. (PATRICIA), physician — medical educator,
Assistant Secretary for Health, U. S. Dcpdrtment of Health
and Human Services . . . Washington, D. C.
*BROGAN, ALBERT PERLEY, profcssor emerltus of phllosophy, University
of Texas; former president, western division, American

Phllosophlcal Association . . . . . San Antonio
BrOWN, GEORGE RUFUS (Aucr) rctlrcd chanrman Brown

and Root, Inc. . . . . . Houston
BrowN, JouN R., judge, Flfth Circuit Court of Appcals . . . Houston

Bbsl{, GEORGE (BARBARA), vice president of the United States; former
director, Central Intelligence Agency; former ambassador to United
Nations; former congressman . . Houston and Washington, D. C.

BuTLER, GEORGE A., lawyer; board chairman, Bank of Texas; trustee,
George Washmgton University, Grand Central Art Gallenes,

Washington-on-the-Brazos Association . . .. Houston
BUTLER, JAck (MaARY Lou), retired editor, Fort Worth
Star-Telegram: '« & = "5 3 .5 e w4 w v Fort Worth

CALDWELL, JOHN CLIFTON (SHIRLEY), rancher; former chairmgn, Texas
Historical Commission; director, Texas Historical Foundation . Albany
CARMACK, GEORGE (BONNIE), editorial board,
San Antonio Express-News . . .. San Antonio
CARPENTER, ELIZABETH “Liz,” former Assnstdnt Sccretary of Education,
Washington correspondent, White House Press Secretary;
consultant, LBJ Library; author . " . Austin and Washington, D. C.

CARRINGTON, EVELYN M., retired child psychologist, staff of
Children’s Development Center, Shady Brook Schools,

Children’s Medical Center . . . Dallas and Austin
CARRINGTON, PAauL (FRANCES), lawyer; past prcsldcnt Dallas Chamber
of Commerce; past president, State Bar of Texas . . . . Dallas

CARROLL, MARY JOE DURNING (MRs. H. BAILEY), lawyer; board member,
Texas Law Review; ed. staff, Handbook of Texas (1952); forme; )
parliamentarian, Texas Senate; Governor’'s Committee, 1969 Codification

of Texas School Laws . .. Austin
CLARK, EDWARD (ANNE), lawyer; former Secrclary of State of Texas;
former United States ambassador to Australia ” . . . Austin

CLARK, RANDOLPH LEE, president, University of Texas M. D. Anderson
Hospital and Tumor Institute; professor of surgery, University of
Texas Health Science Center at Houston . . Houston
CLEMENTS, WiLLiaM P., Jr. (RiTA), governor of chas, formcr deputy
secretary of defense; former chairman, SEDCO, Inc., and

chairman of trustees, Southern Methodist University . . .  Austin
CokE, HENRY CORNICK, JR. (KATHLEEN), lawyer . . . . . Dallas
CoLLIE, MARVIN KEY (NANCY), lawyer . . . . . Houston
CoOPER, JOHN H. (DOROTHY), headmaster emeritus, KmKand

School; educational consultant . E . . ! . . Woodlands
CoOUSINS, MARGARET, writer and editor . . . . . .  San Antonio
CRrRIM, WILLIAM ROBERT (MARGARET), investments . . . . Kilgore

Crook, WiLLiAM HERBERT, former U. S. ambassador to Australia;
former president San Marcos Academy; commissioner
U. S.-Mexican Border Development . . . . . .  San Marcos

CULLINAN, NINA ol T o I R . . Houston

*Life Member
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DANIEL, PRICE (JEAN), chairman, Texas State Library and Archives
Commission; former associate justice, Supreme Court of Texas;
United States senator, attorney general and governor of

Texas; author v gt . . Liberty and Austin
DARDEN, WiLLIAM E., presrdent W|l||am E Darden Lumber Company;

former regent, Umversnly of Texas . . . < « Waco
DEBAKEY, MICHAEL E., surgeon; chancellor, Baylor

College of Medrcme L . . . Houston

DENIUS, FRANKLIN W, (Cl{ARMAlNE) lawyer former president,
University of Texas Ex-Students Association; member
Constitutional Revision Committee . . .« . Austin

Dick, JaMmEs, founder-director of the International Festlval Institute at
Round Top; concert pianist and teacher . . . . .  Round Top
Doty, Ezra WiLLIAM (ELINOR), emeritus professor of music and
dean of the College of Fine Arts, University of Texas . . .  Austin
DOUGHERTY, J. CHRYS (SARAH), attorney; Honorary French Consul in
Austin; trustee, St. Stephen’s Episcopal School, Austin;

University of Texas Law School Foundation . . . . .  Austin
DoyLE, GERRY (KATHERINE), former chairman, foreign trade
committee, Rice Millers Association . . . . . Beaumont

DupLEY, FREDERICA GROss (MRs. Ray L.), chaxrman trustees University
of Houston Foundation; vice-president, Houston Symphony, member,

Governor’'s Committee on Higher Education o . Houston
DuFF, KATHARYN, communication consultant, author . . . . Abilene
DuGGER, RoNNIE E., editor and publisher The Texas Observer;

author o .. . Austin

DuUNCAN, CHARLES WlLLlAM JR (ANNl—) presxdent Warren -King
Companies; former secretary of U.S. energy department and former
secretary of defense; president of The Coca-Cola Company;
chairman of the board, Rotan Mosle . Houston and Washington, D. C.

ELKINS, JAMES A., JR., chairman, First City Bankcorporation of Texas;
trustee, Baylor College of Medicine . . Mmoo Houston

ELLioTT, EDWIN ALEXANDER (ORAL), former reglonal director, National
Labor Relations Board; former professor of economics,

Texas Christian Umversny S . . . . Fort Worth
EsTES, JoE EwING, United States district Judge,

Northern District of Texas ol = .. Dallas
ETTLINGER, HYMAN JOSEPH (ROSEBUD), professor emeritus of

mathematics, University of Texas . . . Austin

Evans, STERLING C., former president, Bank of the Cooperauves and
Federal Land Bank member of the board, Texas A&M University
System; trustee, Wortham Foundation . : 5 . San Antonio

FincH, WILLIAM CARRINGTON, retired dean, Vanderbilt Divinity School;
former president, Southwestern University . : Nashville, Tennessee
FisHER, JOE J. (KATHLEEN), chief judge of the U. S. District Court for
the Eastern District of Texas, former district attorney and state
district judge of the First Judicial District of Texas;

Knights of the Order of San Jacinto . . . . . Beaumont
FrawnN, PETER T. (PrisciLLA), president, Umvers:ty of
Texas at Austin . . . +» o« Austin

FLEMING, DURWOOD (LURIYN) former presrdent and chancellor
Southwestern University . . . .. . . . Georgetown
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FrRaNTZ, JOE B. (ANN), professor of history, University of Texas;
former director, Texas State Historical Association; former

president, Texas Institute of Letters . . o e« o« lAustin
FRIEND, LLERENA BEAUFORT, professor emeritus of

hlstory, University of Te,xas T PR Wichita Falls
Frost, Tom C. (PaT), chairman of the board Cullcn/Prost

Bankers, Inc. . . . . . . . . . . .  San Antonio

GALVIN, CHARLES O'NEILL (MARGARET), professor, School of Law, Southern
Methodist University; member, American Bar Association, State
Bar of Texas, American Law Institute; fellow, Texas Bar Foundation
and American Bar Foundation T .. Dallas
*GAMBRELL, HERBERT PICKENS, professor emeritus, Southern Methodist
Universny, former presldent Texas State Historical Association; former
director, Dallas Historical Society; former president, Texas Institute of
Letters; member, Texas State Historical Survey Committee .  Dallas
GARRETT, .!ENKINS (VIRGINIA), lawyer; member, Governor’'s Committee on
Education Beyond High School; newspaper publisher . .  Fort Worth
GARWOOD, WILLIAM L. (MERLE), Judgc U. S. Court of Appeals,
Fifth Circuit . . . Austin
GARWOOD, WILMER ST. JOHN (Enn) formcr professor of law
University of Texas and associate justice, Supreme Court of Texas;

president, Texas Civil Judicial Council R A Austin
*GEISER, SAMUEL Woob, professor emeritus of biology,
Southern Methodist University . . .. New Hartford, N. Y.

Gurass, H. BENTLEY, president, Stony Brook Center, State University of New
York president, United Chapters of Phi Beta Kappa; former professor of
blolog)’, Goucher College and Johns Hopkins University . Old Field, N.Y.

GORDON, WILLIAM EpwiIN (ELvaA), provost and vice-president and professor

of electrical engineering and space physlcs and astronomy,

Rice University . . . . . Houston
GRAY, JOHN E. (MARY), prcsldcnt emeritus, Iamar Umversnty, chairman

emeritus, First Security Bank of Beaumont; former chairman,

Coordinating Board, Texas College and Univcrsity System . Beaumont
GREENHILL, JOE R. (MARTHA), chief justice, Supreme Court of Texas . Austin
GRESH.@M, NEwTON, lawyer; former president, State Bar; former

chzglrman regents, State Teachers Colleges; trustee, St. Luke’s

Episcopal Hospital; member, Coordinating Board, Texas

College and University System . . . . . . . . Houston

HACKERMAN, NORMAN, president, Rice University; former president

and vice chancellor University of Texas . . .. Houston
HALL, WALTER GARDNER, chairman of the board, Clllzens State Bank,

Dickinson; former president, San Jacinto River Authority . Dickinson
HANNA, RALPH (MARIE), physician-pediatrician . . .. Austin
HARBACH, FRANKLIN ISRAEL, consultant; Rrplcy I-oundauon

Houston Foundation . .. Houston

HARGRAVE, HELEN, professor emeritus of Idw 4nd law llbrarlan
Umversny of Texas; former president, American Association of Law

Libraries; member State Bar of Texas . . - . Austin
HARGROVE, JAMES W. (MARION), investment counsclor former

United States ambassador to Australia . . . . . Houston
HARRINGTON, MARION THOMAS (RUTn) presldent emeritus,

Texas A&M Umvcrslty it . . - . . . Bryan

’;Llfe Member
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HARRISON, FRANK (ELsIE CLAIRE), physician; president, University of
Texas Health Science Center at San Antonio; former president,
University of Texas at Arlington i e w % a4 « |San.Antonio

HARRISON, GUY BRyAN, JR., professor of history, Baylor University . Waco

HART, JAMES PINCKNEY (KATHERINE), lawyer; former chancellor, University
of Texas; former associate justice, Supreme Court of Texas .  Austin

HARTE, CHRISTOPHER M., newspaperman, businessman; director, Texas
Nature Conservancy; trustee, Laguna Gloria Art Museum . Austin

HarTE, EDWARD HOLMEAD (JANET), publisher, Corpus Christi Caller;
director, Winrock International; director, Inter-American
Press Association . . : . Corpus Christi
HARTGRAVES, RUTH, practicing gynecologlst recxplent The Ashbel Smith
Distinguished Alumni Award, University of Texas Medical
Branch at Galveston; The Elizabeth Blackwell Award from the
American Medical Women's Association . . . . Houston

HARVIN, WiLLiaM C. (HELEN), lawyer . . . . . . . Houston

Hay, STEPHEN J. (NADINE), former pre51dent Great National
Life Insurance Company . . . : &« « i+ s« Dallas

HEINEN, ERWIN, certified public accountant; former president, Southern
States Conferences of Certified Public Accountants; member
Houston Grand Opera Association . . . . . . . Houston

HERSHEY, JacoB W. (TERESE), board chairman, American Commercial
Lines; past chairman advisory committee, Transportation Center,

Northwestern University . . . . . . . . . Houston
HERTZOG, J. CARL, book designer and publisher, Umverslty of Texas at

El Paso (retlred) R " . . : . El Paso
Hirr, GEORGE W. (MYRA), presndent Southern Hentage Foundation; former

executive director, Texas State Historical Survey Committee . Austin
HiLr, GLORIA LESTER (MRS. GEORGE A. III), historical

restoration and preservation . . . . . . . Fredericksburg

HiLt, Joun L. (Brrsy), partner, Hughes & Hill; former atlorncy general of
Texas and former secretary of State of Texas . . . . Austin

HiLL, JosEPH MACGLASHAN, physician; director, Wadley Research
Institute; past president, International Society of Hematology . Dallas

Hines, JouN ELBRIDGE, presiding bishop of the Protestant Episcopal Church;
trustee, Episcopal Semmdry of the Southwest; former member State

Board of Hospitals and Special Schools . . . . Highlands, N. C.
HosBy, OVETA CuLP, chairman of the board and editor, Houston Post;
former Secretary of Health, Education and Welfare . . .  Houston

Hossy, WiLLIaM PETTUS (DIANA), lieutenant governor; president, H&C
Communications, Inc.; president, Houston Post; Council on Foreign
Relations; board of directors, Paul Quinn College board of directors,
Jefferson Davis Association . ; . . . . Houston

HOFFMAN, PHILIP GUTHRIE (MARY), presxdent emeritus, Umversny
of Houston; president, Texas Medical Center, Inc. . . . Houston

Horroway, JAMEs LEMUEL, JR., Admiral (retired), United States Navy,
former Superintendent, Umted States Naval Academy . Washington

HorT1zMAN, WAYNE H. (JoaN), professor of psychology and education; presi-
dent, Hogg Foundation for Mental Health, University of Texas . Austin

Hook, HAROLD SWANSON (JOANNE), chairman and chief executive, American
General Corporation; trustee, Baylor College of Medicine .  Houston
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HORGAN, PauL, professor emeritus, author in residence, Wesleyan

University; former president, American Catholic Historical Assn.;

member, American Academy and Institute of Arts and Letters;

member, American Academy of Arts and Sciences;

Pulitzer Prize for History . Roswell, N. M. and Middletown, Conn.
HuUuNT WILMER BrADY (EUGENIA), judge 133rd Dist. Court 47-70,

now retired, serving as special judge; longtlmc chm. judicial

section, State Bar of Texas . . .. Austin and Houston

IkARD, FRANK NEVILLE (JAYNE), lawyer; former president and chief
executive officer, American Petroleum Institute; former member of

U. S. House of Representatives . . . T 8 Washington, D. C.
Jaworski, LEON, lawyer; past president, American Bar Association,

American College of Trial Lawyers and State Bar of Texas . Houston
JENKINS, JOHN H. (MAUREEN), author; publisher, the Pemberton Press;

Owner, Jenkins Rare Book Company . . . . . . . Austin
*JOHNSON, CrAupiA TAYLOR (MRs. LYNDON B.) s &« = Stonewall
JoNEs, EVERETT HoLLAND (HELEN), bishop of West Texas,

Protestant Episcopal Church (retired) . . . . . San Antonio
JoNES, JOHN TILFORD, JR., president, Houston Chronicle . . Houston

JonssoN, JouN ERik, honorary director, Texas Instruments; president,
Excellence in Education Foundation; trustee many institutions; former

mayor of Dallas . . .. . Dallas
JOrDAN, BRYCE (JONELLE), executive vice chancellor for academic affairs,
University of Texas System . . .. Richardson

Joskey, Jack S. (ELvaA), president, Josey Oll Company, member board of
governors, Rice University; former regent, University of Texas . Houston

KEETON, PAGE (MADGE), former dean of the School of Law,
Unlversuy of Texas . . .. Austin
KELSEY, MAVIS PARROTT (MARY), physncnan clmlcal professor University
of Texas Graduate School of Biomedical Science; founder,
Kelsey-Seybold Clinic . . . . . Houston

KEMPNER, HARRIS LEON (RUTH), chalrman emeritus of Imperial Sugar

Company, chairman of the board of the United States National Bank

of Galveston, chairman of the Board of Trustees of the Harris and

Eliza Kempner Fund, trustee of H. Kempner (Unincorp.) . Galveston
KEMPNER, HARRIS L., JR., trustee, H. Kempner; president of Kempner

Capital Management, Inc.; member Texas Governor’s Task Force on

State Trust & Asset Mdnagemcnt .. .. . Galveston
KiLGorg, DaNIEL E., certified public accountant former president,

Texas State Hntoncal Association . . . . . Corpus Christi
KILGORE, WILLIAM JACKSON, Rayzon dlstmgmshed professor and chairman

philosophy department, Baylor University; author . . . . Waco
KING, MAY DOUGHERTY (MRS. JOHN ALLEN), investor, oil ex.ploralion

and development; founder, Dougherty Carr Arts Foundation; )

Equestrian Order of the Holy Sepulchre . . . .  Corpus Christi
*KIRKLAND, WILLIAM ALEXANDER (Lois), former ghairman (_)f the board,

First City National Bank; trustee emeritus, Rice and Princeton

Universities; regent, University of the South . . . . Houston
KNEPPER, DOROTHY WARDELL (MRs. Davip W.), retired director,

San Jacinto Museum of History . . . . . Houston
KRy, LAURA LETTIE SMITH (MRs. A. C.), novchst and essayist . Austin

*Li/e Member
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KuscH, PoLYKARP, professor of physics, University of Texas at Dallas,
formerly at Umversmes of Illinois, Minnesota, and Columbia;
Nobel Laureate 1955 . . . . . . . . . . Dallas

Law, THoMAs HART (JOANN), lawyer; member, Board of Regents,
University of Texas System; former president, Fort Worth

Area Chamber of Commerce . . . . . Fort Worth
LAWRENCE, F. LEE (ANN), lawyer; trustee, Texas Christian University;
former president, Texas State Htstortcal Association = o Tyler

LEeEAVELL, CHARLES HOLLAND (SHIRLEY), chairman, C. H. Leavell and
Company, director president, United Fund; director Symphony,

Museum, Y. M. C. A, etc. . . . El Paso
LEE, AMY FREEMAN, chairman, board of trustees Incarnate Word

College, San Antonio; artist, critic and lecturer . . . San Antonio
LEMAISTRE, CHARLES A. (JOYCE), president, University of Texas

System Cancer Center, Texas Medical Center . : . . Houston

LeviN, WiLLiaM C. (EbNaA), physician; president and Warmoth
professor of hematology and medicine, Unrverstty of Texas Medical

Branch at Galveston . . . Galveston
LiEDTKE, J. HUGH, president, chtef executive oﬂﬁcer chatrman of board,
Pennzoil United; trustee, Rice University . . . . . Houston

LiNDSEY, JOHN H., businessman, art collector, civic leader,
former member, board of directors, Museum of Fine Arts;

director, Alley Theatre . . . . . Houston
LINDZEY, GARDNER (ANDREA), vice prestdent for dCddchC affairs,

University of Texas; psychologist; author . . @ w e Austin
LiviNgsTON, WiLLIAM S. (LANA), professor of government vice president

and dean of graduate studies, University of Texas at Austin .  Austin
Lorp, GROGAN, chairman, First Texas Bancorp; member,

Texas Securities Board; trustee, Southwestern University . Georgetown
LoVETT, HENRY MALCOLM (MARTHA), lawyer; former chairman of

the trustees, Rice University . ‘ J P ’ Houston
LyNcH, WILLIAM WRIGHT, former president and general manager

Texas Power and Light Company . . . . . . Dallas
MACGREGOR, GEORGE LESCHER, retired president and chairman,

Texas Utilities Company . . . . . Dallas
MAGUIRE, JAcK R. (PaT), executive dtrector, lnsmute of Texan Cultures;

author and syndicated newspaper columnist . . . .  San Antonio
MaLLoN, H. NEeiL, former president, board chairman, Dresser Industries;

founder and former president, Dallas Council on World Affairs . Dallas
MAaNN, GEraLD C., president, Diversa, Inc.; former secretary of state and

attorney general of Texas . .. . Dallas
MARCUS, STANLEY, executive vice presndent Carter Hawley Hale; chairman

of the executive committee, Neiman-Marcus . . . Dallas

MARGRAVE, JOHN L. (MARY Lou), professor of chemistry, the Untversny,
member, American Chemical Society, American Institute of
Chemists (fellow); Guggenheim research fellow . . . .  Houston

MASTERSON, HARRIS (CARROLL), estate management executive; member
of the board of directors, Houston Symphony, Harris County

Heritage Society; nghts of Malta . . . . . Houston
MATTHEWS, WATT R., rancher . ’ . . . Albany
McCaLL, ABNER VERNON, chancellor, Baylor Umversny, former

associate justice, Supreme Court of Texas . ; @ s Waco

McCorrLuM, LEONARD FRANKLIN, president, Continental Oll Co . Houston
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McCorMicK, IRELINE DEWITT (MRs. CHARLES T.) . R . Austin
McCORQUODALE, MALCOLM (ROBIN), lawyer . . : . . Houston

McCuLLOUGH, JouN W., banker, philanthropist; longtime president
and dlrector Sealy and Smith Foundation; trustee,

Rosenberg Library L R < w '« o' 4  w. Galveston
MCDERMOTT, MARGARET (MRS. EUG[VE) ¢ : . . Dallas
McGHEE, GEORGE CREWS, former U. S. dmbassador to

West Germany 5 . AR s Y . L " Dallag
MCcGINNIS, ROBERT C., lawyer o . Austin
MCcKNIGHT, JosEpH WEBB (MiMI), professor Southern Methodlst School

of Law; legal historian, law reformer . . .. . Dallas

MCcNEESE, AYLMER GREEN, JR., former regent, Umvcrsrty of Texas; trustee,
Baylor University College of Medicine; director, Texas Medlcal

Center; trustee, M. D. Anderson Foundation : .. Houston
MIDLETON, HARRY J. (MiIrIAM), director, Lyndon B. Johnson

Presidential Library and Museum T e .« JAustin
MILLER, JArvis E. (ALMA), special assistant, Oﬂ‘ice of the Governor . Austin
MiLLs, BALLINGER, JR., lawyer . . .. . Galveston
MOORE, BERNICE MILBURN (MRs. HARRYE) soc10|og|st staff, Hogg

Foundation for Mental Health; author, lecturer and consultant . Austin

Moorg, FRED HoLMSLEY, former director and executive vice president,
Mobll Oil Corpordnon and former president, North American Division;
former member, Coordmatlng Board, Texas College and

University System A X S . Austin
MOORE, MAURICE THOMPSON, lawyer R Neu York, N. ¥}
MosELEY, JOHN DEAN (SARA BERNICE), president emeritus, Austin College;

former director, Texas Legislative Council; consultant . . Sherman
Moupy, JaMES MatTox (LuciLLE), chancellor emeritus,

Texas Christian University . . . . . . . . Fort Worth

*NORTHEN, MARY Moopy, chairman, Moody National Bank and National
Hotel Company; trustee, Moody Foundation; director, American National
Insurance Company, Medical Research Foundation; member, Texas

Historical Commission and Texas Historical Foundation . Galveston
O’CoNNOR, DENNIS, rancher N .. . Refugio
OLAN, LEvI (SARITA), rabbi emeritus, Temple Emanuel ¢« w Dallas
OLSON, STANLEY W., provost, Northeastern Ohio

Universities Collegc of Medicine . . .. Kent, Ohio
O’QUINN, TRUEMAN, justice, retired, Court of (‘ml Appcals research

and writing in literary and historical subjects . . .. Austin

OWENs, WiLLIAM A., professor emeritus and dean emcntus Columbia
University, formerly at Texas A&M University and University
of Texas; author . 1 . X X . . . . . Nyack, N. Y.

PARTEN, JuBAL RICHARD, oil and mineral investments; ranching . Houston

PATE, A. M., Jr., chairman and C. E. O Texas Reﬁnpry Corp.; former
member Texas Historical Commissxon. and Historical Foundation;
founder Pate Museum of Transportation; Order of Merit,

Luxembourg; student and collector of Texana . . . Fort Worth
Pirzer, KENNETH SANBORN, professor of chemistry, University of California;
formerly presldenl Stanford and Rice Universities . . . BerAeIey

*Life Member



Society of Texas 87

Poor, GEORGE FRrep, former editor, East Texas magazine;
former president, Southern Association of Chamber of Commerce

Executives; foreign trade consultant . . . " ! " Longview
PORTER, JENNY LIND, MRS. LAWRENCE E. ScoTT, poet and educator;
former poet laureate of Texas . . . .  Austin and Los Angeles

PRESSLER, HERMAN PauL, lawyer; retired vice-president, Humble Oil &
Refining Company; former president, Texas Medical Center, Inc.;
chairman of the board of trustees, Texas Children’s Hospital . Houston

ProTHRO, CHARLES N., president, Perkins-Prothro Company;
trustee, Southwestern University . . . Wichita Falls

PROVENCE, HARRY, retired editor-in-chief, Newspapcrs, lnc retired chairman,
Coordinating Board, Texas College and University System .. Waco

RAGAN, Cooprer K. (SusaN), lawyer; former president,

Texas State Historical Association . . . . Houston
RaNDpALL, EpwaRrD III, chairman of the Board and Presndenl Rotan

Mosle Financial Corp. . . . . . Houston
RANDALL, KATHARINE RISHER (MRSs. EDWARD JR) former member Texas

State Historical Survey Committee; regent Gunston Hall .  Galveston
RANDALL, RiSHER (FAIRFAX), senior vice-president and director for

the American General Investment Corporation . . . .  Houston
RassMAN, EMiIL C., lawyer; former chairman of regents,

Texas State Umvcrslty System . . . . Rockport
REAVLEY, THOMAS M. (FLORENCE), judge, U S. Court of

Appeals Fifth Circuit Saes .. Austin

*RICHARDSON, RUPERT NORVAL, profusor of hlstory Hardm Simmons
University; past president, Southwestern Social

Sciences Association . . ; : Abilene
Rostow, ELSPETH (WALT), dcan Iyndon B. Johnson School
of Public Affairs . . . . Y e s e o N NSRS AUStin

SCHACHTEL, HYMAN JuDAH (BARBARA), rabbi, Temple Beth Israel . Houston
SCcHIWETZ, EDWARD MUEGGE, artist . ; - . . Hunt

SEALEY, ToM (MARY VELMA), lawyer; director, Mldldnd National Bank;
former chairman of regents, University of Texas; former chairman

Coordinating Board, Texas College and University System . Midland
SEARS, WILLIAM G. (MAURINE), lawyer; former city attorney, Houston;
Major, U. S. Army, retired . . y . Houston

SEYBOLD, WILLIAM D. (ADELE), retired surgeon; formur dxrutor
University of St. Thomas; former chief of surgery and chairman of the

executive board, Kelsey- Seybold Clinic . . . . Dallas
SHARP, DUDLEY CRAWFORD, former vice chairman, Mnsslon
Manufacturing Company; former secretary of the Air Force . Houston

SHEPPERD, JOHN BEN, past president, Texas Historical Foundation and
Commission; formcr attorney L_cncral and secretary
of state of Texas . . . : . . . . . . Odessa
SHIRLEY, PRESTON, lawyer . 4 Ly . . . Galveston

SHIVERS, ALLAN (MARIALICE), former governor of Tans
chairman, Austin National Bank; former president, United States

Chamber of Commerce . . . . . . . . . . Austin
SHUFFLER, RALPH HENDERSON 1I,
Episcopal priest-psychotherapist . . . . . . .  San Antonio
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SiMPSON, JOHN Davip, JR. (MARYE), retired businessman . . .  Austin
SMILEY, JosepH RovarL, former president, University of Texas

at El Paso; former president, University of Colorado . . . El Paso
SMITH, A. FRANK, JR. (MARY), lawyer . . . . . Houston
SMiTH, Frank C., Jr. (KATHERINE), electrical engineer; specialist in

data processing and geosciences . ; . . Houston

SPARKMAN, ROBERT S. (WILLIE), M.D., chrcf emeritus, Department of
Surgery, Baylor University Medical Center; clinical professor of
surgery, University of Texas Southwestern Medical School;
former president, Texas Surgical Society . . .. Dallas
SPRAGUE, CHARLES CAMERON (MARGARET), president, Unrvcrsrty of Texas
Health Science Center at Dallas; former dean and professor
Tulane University School of Medicine s . . . Dallas
SPURR, STEPHEN H. (PaTriciA), former president, Umverslty of Texas;
formerly at Harvard and Michigan; trustee, Educational Testing

Service; past president, Soc. Amer. Foresters; author . . .  Austin
STEAKLEY, ZOLLIE COFFER (RU‘I'H) retired justice, Supreme
Court of Texas . . .. Austin

SurtTON, JouN F. (NANCY), dcan School of de Umversrty of Texas
at Austin; formerly practicing attorney, San Antonio and San Angelo;
chief dmftsman, Code of Professional Responsibility,
American Bar Association . . . . Austin
*SYMONDS, MARGARET CLOVER, former vice prcsrdcnt Gardnn Club of
America; past trustee, Child Welfare League of America; trustee,
Pacific Tropical Botanical Garden; past trustee,
Northwestern University . . . . . . . . . Houston

TATE, WiLLIs McDoNaLD (JOEL), president emeritus,

Southern Methodist University s Lo .. Dallas
TeAGUE, JAMEs U. (MarGor), former chdrrman of thc board and chief

executive officer, Columbia Drilling Company . . .  Swugar Land
TimMons, Bascom N., Washington correspondent past president,

National Press Club . . s ; Washington
ToBIN, MARGARET BATTS (MRS. boc.AR) former rcgent

University of Texas . . . . San Antonio

Torazio, VIRGIL W. (JuwIL), Pavrot Professor of French

Rice University; writer and editor of numerous books and

articles for professional publications . . . . Houston
ToweR, JoHN, United States senator . . Wuhua I‘allr and Washington
TriTico, FRANK EDWARD, educator and historian; chairman, San Jacinto

Battleground Historical Advisory Board; former president,

Sons of the Republic of Texas . . . . . Houston
TURNER, DECHERD H. (MARGARET ANN), drrector Humamtles Research
Center, University of Texas at Austin . . . . . . . Austin

/
VANDIVER, FRANK EVERSON (RENEE),.presidcnt, Tcxa§ A&M
University; former professor of history, Rice University; former

Harmsworth professor of American History, Oxford . College Station
WALKER, AGESILAUS WILSON, Jr. (INA), lawyer . . . . Dallas
WALKER, EVERITT DONALD (KATY), chancellor, The Umversrty

of Texas System . . . . Austin
WALKER, RUEL CARLILE (VlRGlNlA), retrrcd justrce Supreme

Court ‘of Texas . . . " & e . . . . Austin

*Life Member




Society of Texas 89

WARDLAW, FrRANK H. (ROSEMARY), former director, Texas A&M ‘University
Press; former president, Texas Institute of Letters and American

Association of University Presses . . . . . Fripp Island, S. C.
WARREN, Davip B., associate director, The Museum of Fine Arts;

senior curator, The Bayou Bend Collection . . . . . Houston
WATKINS, EpwaArD T. (HAzEL) . . . . . « < . Houston
WELLs, PETER B. (BETTY), lawyer . . . . . Beaumont

WHITCOMB, GAIL (GERALDINE), lawyer; former board chairman, Federal
Home Loan Bank; former president, American Brahman Breeders
Association and Houston Chamber of Commerce . . . Houston

WHitcoMB, JAMES LEE (MaAry HiLL), former president Texas
Manufacturers Association; member, Advisory Council CBA
Foundation, University of Texas at Austin . . . . . Houston

WIGGINS, PLATT K., retired lawyer . . . Kerrville

WiLLiaMs, DAN C. (CAROLYN), chairman of the board Southland
Financial Corporation; former member, Board of Regents of the

University of Texas System . . Dallas
WiLLiAMS, ROGER JOHN (PHYLLIS), emenlus professor of chemrstry,

Umversuty of Texas . . Austin
WiLsoN, LoGaN (MyRra), former chancellor Umversuty of Texas

former president, American Council on Education . . . Austin

*WINFREY, DORMAN HAYWARD (RUTH CAROLYN), director, Texas
State Library; former state archivist and researcher,

Texas State Historical Association .« . .« .  Austin
WINTERS, J. SAM (DOROTHY), lawyer; member,
American Law Institute . . . Austin

WITTLIFF, WILLIAM DALE (SALLY), typographer and pubhsher
presrdent Encino Press; movie script writer and film producer;

councillor, Texas Insmute of Letters . . . . . . . Austin
WOoOLF, STEWART, professor of medicine,
Temple University . . . . . Philadelphia, Pa.

WooDsON, BENJAMIN N., reured chatrman and chief executive officer,
American General lnsurance Corporatlon former special assistant
to the Secretary of War . . . .« . . . Houston
WORDEN, SAM P. (HELEN), inventor . . . . . Houston
WOZENCRAFT, FRANK MCREYNOLDS (SHIRLEY), lawyer former assistant
attorney general of the United States; delegate to United Nations
Conference on the Law of Treaties . . . Houston
WRIGHT, CHARLES ALAN (Custis), William B. Bates Chalr for
the Administration of Justice, School of Law,

University of Texas at Austin . . .« . Austin
WRIGHT, JAMES S. (MARY), architect; senior partner of
firm of Page Southerland Page . . . . . . . . Dallas

YARBOROUGH, RALPH WEBSTER (OPAL), awyer' former
United States senator . . .+ Austin

YouNG, SAMUEL Doak, chairman, El Paso Natlonal Bank dlrector
El Paso Times Corporauon Hilton Hotels Corporatlon Texas and
Pacific Railway, Telefonos de Mexico . . . . . . El Paso

ZAcHRY, HENRY B, chairman of the board and founder, H. B. Zachry
Company I924 past president, Association of General Contractors
of America; dlrector Texas Research League, Federal Reserve Bank,
Southwestern Research Institute; former board chairman, Texas
A&M University System . . . . . . . . San Antonio
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IN MEMORIAM

JAMES PATTERSON ALEXANDER
DILLON ANDERSON

JESSE ANDREWS

WILLIAM HAWLEY ATWELL
KENNETH HAZEN AYNESWORTH
BURKE BAKER

JAMES ADDISON BAKER

KARLE WILSON BAKER
WALTER BROWNE BAKER
EDWARD CHRISTIAN HENRY BANTEL
EUGENE CAMPBELL BARKER
MAGGIE WILKINS BARRY
WILLIAM BARTHOLOMEW BATES
WILLIAM JAMES BATTLE
WARREN SYLVANUS BELLOWS
HARRY YANDELL BENEDICT
JOHN HAMILTON BICKETT JR.
WILLIAM CAMPBELL BINKLEY
CHARLES MC TYEIRE BISHOP
WILLIAM BENNETT BIZZELL
JAMES HARVEY BLACK

ROBERT LEE BLAFFER

ROBERT LEE BOBBITT

MEYER BODANSKY

HERBERT EUGENE BOLTON
CHARLES PAUL BONER

JOHN GUTZON DE LA MOTHE BORGLUM
PAUL LEWIS BOYNTON

LEO BREWSTER

GEORGE WAVERLEY BRIGGS
ANDREW DAVIS BRUCE

JAMES PERRY BRYAN

LEWIS RANDOLPH BRYAN JR.
RICHARD FENNER BURGES
WILLIAM HENRY BURGES
EMMA KYLE BURLESON

JOHN HILL BURLESON
CHARLES PEARRE CABELL

H. BAILEY CARROLL

EDWARD HENRY CARY

CARLOS EDUARDO CASTANEDA
ASA CRAWFORD CHANDLER
MARION NELSON CHRESTMAN
JOSEPH LYNN CLARK

THOMAS STONE CLYCE
CLAUDE CARR CODY JR.
HENRY COHEN

TOM CONNALLY

MILLARD COPE

MARTIN MC NULTY CRANE
CLARENCE COTTAM

CAREY CRONEIS

JOSEPH STEPHEN CULLINAN
THOMAS WHITE CURRIE
MORGAN JONES DAVIS
GEORGE BANNERMAN DEALEY
JAMES QUAYLE DEALEY
EVERETT LEE DE GOLYER
ROSCOE PLIMPTON DE WITT
ADINA DEZAVALA

FAGAN DICKSON

CHARLES SANFORD DIEHL
FRANK CLIFFORD DILLARD
J. FRANK DOBIE

HENRY PATRICK DROUGHT
CLYDE EAGLETON
ALEXANDER CASWELL ELLIS
WILLIAM MAURICE EWING
WILLIAM STAMPS FARISH
LAMAR FLEMING JR.
RICHARD TUDOR FLEMING
FRED FARRELL FLORENCE
PAUL JOSEPH FOIK
CHARLES INGE FRANCIS
JESSE NEWMAN GALLAGHER
VIRGINIA LEDDY GAMBRELL
MARY EDNA GEARING
EUGENE BENJAMIN GERMANY
ROBERT RANDLE GILBERT
GIBB GILCHRIST

JOHN WILLIAM GORMLEY
MALCOLM KINTNER GRAHAM
IRELAND GRAVES

MARVIN LEE GRAVES

LEON GREEN

DAVID GUION

CHARLES WILSON HACKETT
HARRY CLAY HANSZEN
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THORTON HARDIE

HENRY WINSTON HARPER
HOUSTON HARTE

FRANK LEE HAWKINS
WILLIAM WOMACK HEATH
JOHN EDWARD HICKMAN
GEORGE ALFRED EILL JR.
GEORGE ALFRED HILL III
MARY VAN DEN BERGE HILL
ROBERT THOMAS HILL
WILLIAM PETTUS HOBBY
ELA HOCKADAY

WILLIAM RANSOM HOGAN
IMA HOGG

THOMAS STEELE HOLDEN
EUGENE HOLMAN

EDWARD MANDELL HOUSE
ANDREW JACKSON HOUSTON
WILLIAM VERMILLION HOUSTON
WILLIAM EAGER HOWARD
LOUIS HERMAN HUBBARD
JOHN AUGUSTUS HULEN
FRANK GRANGER HUNTRESS
JUNE HYER

JULIA BEDFORD IDESON
WATROUS HENRY IRONS
HERMAN GERLACH JAMES
LEROY JEFFERS

HERBERT SPENCER JENNINGS
LYNDON BAINES JOHNSON
WILLIAM PARKS JOHNSON
CLIFFORD BARTLETT JONES
ERIN BAIN JONES

JESSE HOLMAN JONES
MARVIN JONES

MRS. PERCY JONES
HERBERT ANTHONY KELLAR
ROBERT MARVIN KELLY
LOUIS WILTZ KEMP
THOMAS MARTIN KENNERLY
EDWARD KILMAN

ROBERT JUSTUS XLEBERG JR.
ERNEST LYNN KURTH
LUCIUS MIRABEAU LAMAR III

FRANCIS MARION LAW
CHAUNCEY LEAKE

UMPHREY LEE

DAVID LEFKOWITZ

MARK LEMMON

JEWEL PRESTON LIGHTFOOT
EUGENE PERRY LOCKE

JOHN AVERY LOMAX

WALTER EWING LONG

JOHN TIPTON LONSDALE

EDGAR ODELL LOVETT

ROBERT EMMET LUCEY

LEWIS WINSLOW MAC NAUGHTON
JAMES WOOTEN MC CLENDON
CHARLES TILFORD MC CORMICK
TOM LEE MC CULLOUGH

EUGENE MC DERMOTT

JOHN HATHAWAY MC GINNIS
ALAN DUGALD MC KILLOP
BUCKNER ABERNATHY MC KINNEY
JOHN OLIVER MC REYNOLDS
FRANK BURR MARSH

MAURY MAVERICK

BALLINGER MILLS

MERTON MELROSE MINTER
JAMES TALIAFERRO MONTGOMERY
DAN MOODY

WILLIAM OWEN MURRAY

FRED MERRIAM NELSON
CHESTER WILLIAM NIMITZ

PAT IRELAND NIXON

JAMES RANKIN NORVELL
CHARLES FRANCIS O'DONNELL
JOSEPH GRUNDY O'DONOHUE
JOHN ELZY OWENS

LOUIS C. PAGE

ANNA J. HARDWICK PENNYBACKER
HALLY BRYAN PERRY

NELSON PHILLIPS

GEORGE WASHINGTON PIERCE
CHARLES SHIRLEY POTTS
CHARLES PURYEAR

CLINTON SIMON QUIN

CHARLES WILLIAM RAMSDELL
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EDWARD RANDALL

EDWARD RANDALL JR.

LAURA BALLINGER RANDALL
HARRY HUNTT RANSOM

SAM RAYBURN

JOHN SAYRES REDDITT
LAWRENCE JOSEPH RHEA
WILLIAM ALEXANDER RHEA
SUMMERFIELD G. ROBERTS
FRENCH MARTEL ROBERTSON
JOHN ELIJAH ROSSER

JAMES EARL RUDDER

MC GRUDER ELLIS SADLER
JEFFERSON DAVIS SANDEFER
MARLIN ELIJAH SANDLIN
VICTOR HUMBERT SCHOFFELMAYER
ARTHUR CARROLL SCOTT
ELMER SCOTT

JOHN THADDEUS SCOTT
GEORGE DUBOSE SEARS
ESTELLE BOUGHTON SHARP
JAMES LEFTWICH SHEPHERD JR.
MORRIS SHEPPARD

STUART SHERAR

RALPH HENDERSON SHUFFLER
ALBERT OLIN SINGLETON

A. FRANK SMITH

FRANK CHESLEY SMITH
THOMAS VERNON SMITH
HARRIET WINGFIELD SMITHER
JOHN WILLIAM SPIES

TOM DOUGLAS SPIES

ROBERT WELDON STAYTON
RALPH WRIGHT STEEN

IRA KENDRICK STEPHENS
ROBERT GERALD STOREY
HATTON WILLIAM SUMNERS
ROBERT LEE SUTHERLAND

GARDINER SYMONDS

ROBERT EWING THOMASON
J. CLEO THOMPSON

LON TINKLE

CHARLES RUDOLPH TIPS
HENRY TRANTHAM

GEORGE WASHINGTON TRUETT
RADOSLAV ANDREA TSANOFF
EDWARD BLOUNT TUCKER
WILLIAM BOCKHOUT TUTTLE
THOMAS WAYLAND VAUGHAN
ROBERT ERNEST VINSON
LESLIE WAGGENER

ALONZO WASSON

WILLIAM WARD WATKIN
ROYALL RICHARD WATKINS
WALTER PRESCOTT WEBB
HARRY BOYER WEISER
ELIZABETH HOWARD WEST
CLARENCE RAY WHARTON
WILLIAM MORTON WHEELER
WILLIAM RICHARDSON WHITE
WILLIAM MARVIN WHYBURN
HARRY CAROTHERS WIESS
DOSSIE MARION WIGGINS
JACK KENNY WILLIAMS
JAMES BUCHANAN WINN JR.
JAMES RALPH WOOD

DUDLEY KEZER WOODWARD JR.
WILLIS RAYMOND WOOLRICH
BENJAMIN HARRISON WOOTEN
GUS SESSIONS WORTHAM
LYNDALL FINLEY WORTHAM
FRANK WILSON WOZENCRAFT
WILLIAM EMBRY WRATHER
ANDREW JACKSON WRAY
RAMSEY YELVINGTON

HUGH HAMPTON YOUNG







