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One hundred eighty-two members, spouses, and guests gathered at the San
Luis Hotel in Galveston on December 6, 7, and 8, 1991, for the Society’s
154th anniversary. President William C. Levin had organized a splendid
program with plenty of opportunity to enjoy being on the island as well. The
Friday dinner in the Gulf Room of Gaido’s Restaurant was a memorable
affair, dyring which President Levin recognized 20 new Society members:
Morris Atlas, George Fletcher ﬁass, §onal Carson, Judith L Berwick
Craven, jGregory Curtis, Gilbert M. Denyan, Jr., Richard Fisher, Elizabeth
E. H(il)émon, Barbara Jordan, Ben F. Love, B. J.\“/Red" cCombs, John
Mont l‘O/rd, Ewell E.\/Pat" Murphy, Hugh G. Robinson, Robert Hoxie
Ruty, Thomas Staley, Larry Temple, James Veninga, Sarah Ragle
Weddington, and Joseph Irion Worsham.

Working with Dr. Ronald A. Carson, director of the Institute for Medical
Humanities at the University of Texas Medical Branch at Galveston,
President Levin had organized a thought provoking program for Saturday,
“Turbulent Times for Health Care.” The annual banquet was held Saturday
evening in the ballroom of the San Luis with music provided by Ronnie
Ginsberg. Dr. Marina L. Weiss, who was scheduled to speak on Sunday
morning, was unable to attend.

At the business meeting, President Levin announced the names of 10
members who had died during the past year: George Beto, Jack Butler, Frank
Ikard, William Owens, Edmund Pincoffs, Will Sears, Harlan Smith, John
Tower, Donald Walker, and Peter Wells. The following officers were elected
for the coming year: William D. Seybold, president; Robert C. Krueger, first
vice-president; Steven Weinberg, second vice-president; James Dick, treas-
urer; and Ron Tyler, secretary.

After the organized activities, members and guests were able to take
advantage of “Dickens on The Strand,” an annual celebration that highlights
the wonderful historic restorations throughout Galveston, but especially The
Strand itself.
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ATTENDANCE AT THE 1991 MEETING

Members registered included: Miss Hayes, Hill, Hollamon, Natalicio;
Mesdames Brinkerhoff, Kempner, Krier, Randel, Rostow, Temple, Wallace
W. Wilson, Will E. Wilson; Messrs. Anderson, Ashby, Barrow, Henry M.
Bell, Jr., Paul Gervais Bell, Blanton, Boyd, Brown, Bryan, Caldwell, Carson,
Clark, Cooper, Crim, Curtis, Denius, Dougherty, Dunagan, A. Baker Duncan,
Charles W. Duncan, Jr., John H. Duncan, Farabee, Fehrenbach, Fleming, Joe
J. Fisher, Richard Fisher, Frantz, Garrett, Gordon, Guest, Hall, Hargrove,
Harrison, Harvin, Hershey, Hill, Hobby, Hoffman, Holtzman, Howe, James,
Jordan, Kelsey, Kempner, Kilgore, Kozmetsky, Krueger, Law, LeMaistre,
Levin, Lord, Love, Madden, Maguire, Margrave, McCall, McGinnis,
McKnight, Mills, Mobley, Moody, Mullins, Murphy, Pope, Pressler, Edward
Randall III, Risher Randall, Seybold, Shilling, A. Frank Smith, Spence,
Staley, Storey, Sutton, Temple, Trotti, Tyler, Veninga, Wainerdi, Woodson,
Worsham, Wozencraft, William P. Wright, Jr., Yudof

Guests included: Mrs. Thomas D. Anderson, Mrs. Lynn Ashby, Mrs.
Thomas D. Barrow, Mrs. Henry M. Bell, Jr., Mrs. Paul Gervais Bell, Mrs.
Jack Blanton, Mrs. Howard Boyd, Mrs. JohnR. Brown, Mrs. J. P. Bryan, Mrs.
Clifton Caldwell, Thomas R. Cole, Mrs. John H. Cooper, Mrs. Billy Bob
Crim, Mrs. E. Marc Cuenod, Mrs. Greg Curtis, Mrs. Frank Denius, Mrs. J.
Chrys Dougherty, Mrs. J. Conrad Dunagan, Mrs. A. Baker Duncan, Mrs.
Charles W. Duncan, Jr., Mrs. John H. Duncan, Mrs. Ray Farabee, Mrs. T.R.
Fehrenbach, Mrs. Joe J. Fisher, Mrs. Richard Fisher, Mrs. Joe B. Frantz, Mrs.
Jenkins Garrett, Mrs. William E. Gordon, Mrs. William F. Guest, Mrs. Jim
Hargrove, Mrs. William C. Harvin, Mrs. Jacob W. Hershey, Mrs. John L. Hill,
Mrs. Phil Hoffman, Mrs. Wayne H. Holtzman, Mrs. John P. Howe 111, Sylvia
Jackson, Mrs. Thomas N. James, Anne Hudson Jones, Mrs. Bryce Jordan,
Mrs. Mavis P. Kelsey, Mrs. Harris Kempner, Jr., Mrs. Dan E. Kilgore, Mrs.
George Kozmetsky, Joseph R. Krier, Mrs. Robert Krueger, Mrs. Thomas H.
Law, Mrs. Charles A. LeMaistre, Mrs. William C. Levin, Mrs. Grogan Lord,
Mrs. Ben Love, Mrs. Jack R. Maguire, Mrs. John L. Margrave, J. C. Martin,
Larry Mathis, Mrs. Abner V. McCall, Mrs. Robert McGinnis, Mrs. William
Mobley, Mrs. Dan Moody, Jr., Ellen S. More, Mrs. Charles B. Mullins, Mrs.
Jack Pope, Mrs. Paul Pressler, Mrs. Edward Randall III, Mrs. Risher Randall,
Walt Rostow, Vicki Saito, Mrs. William D. Seybold, Mame Shepperd, Mrs.
Roy B. Shilling, Jr., Mrs. Ralph Spence, Louise Spurgin, Mrs. Thomas F.
Staley, Mrs. Chuck Storey, Mrs. John F. Sutton, Jr., Ronald Thomason, Mrs.
Robert S. Trotti, Harold Vanderpool, Mrs. Richard E. Wainerdi, David
Warner, Sherra Wax, C. G. Whitten, Wallace W. Wilson, Will E. Wilson,
William J. Winslade, Anne Fisher Winslow, Mrs. Benjamin N. Woodson,
Mrs. Joseph Irion Worsham, Mrs. Frank M. Wozencraft, Mrs. William P.
Wright, Jr., Mrs. Mark G. Yudof.
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Saturday, December 7, 1991
WELCOME AND INTRODUCTION

WiLLiaMm C. LEvIN

I AM SO VERY PLEASED AND HONORED TO HAVE THE PRIVILEGE OF WELCOMING YOU
to Galveston for the annual meeting of the Texas Philosophical Society.
Today, I hope, we will all have opportunities to act a little bit like
philosophers, because I can assure you that some of the issues to be presented
are difficult. They are all difficult, and you will have the privilege and the
opportunity to enter into active discussion. We have tried to structure the
program in such a way that you can involve yourself very effectively in the
discussion of the issues to be raised. And I encourage you to do so. From time
to time in these meetings there has been some criticism that the Society has
been lectured at. I hope that will not be the case today and tomorrow. Issues
will be presented and ample time will be given for discussion of these
opportunities by you philosophers. We welcome you.

Today is a very special day in the history of our nation. Fifty years ago, the
United States was drawn into World War II by the bombing of Pearl Harbor
by Japanese forces. I am certain that each of us who was around at that time
can remember precisely what we were doing on that Sunday noon when we
learned about the attack.

The beginning and the progress of World War II is very relevant to the
issues to be discussed during this meeting of the Philosophical Society of
Texas. Because it was during World War II that research addressing both
scientific and technologic approaches to the care of the wounded and the sick
proceeded at an accelerated pace.

Picture for just a moment the fact that at the beginning of World War II,
the world had not yet been introduced to antibiotics in a clinically usable
form. Anesthetic agents were primitive according totoday’s standards. At the
beginning of World War II, the idea of operating on a patient’s chest,
particularly on a patient’s heart, was almost inconceivable to patients and
physicians alike. Chemotherapy as a treatment of malignant diseases had
only barely begun to be explored. The suppression of malaria, something very
important during World War II, and the management of malaria was
dependent almost entirely upon the use of quinine, a drug not effective in the
treatment of resistant malaria and a drug which often was not tolerated by
many patients. We had many hundreds of thousands of forces in areas of the
world where malaria was the most common disease.

A whole group of technologic developments had only recently begun to
be studied. Computers, in the sense that we know computers today, were
primitive, practically nonexistent. The computerization of a variety of
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medical technologies had noteven been dreamed of. X-ray methods were still
in an era of darkness compared with today’s sophisticated X-ray technology,
which employs not only conventional X-ray examinations, but also the
marriage of data regarding the transmission of X-rays with computer
analyses. The state of blood bank technology at the beginning of World War
IT was almost nonexistent.

While the war cost millions of lives and drained the nation of many of its
brightest and youngest people, and cost the nation multi-billions of dollars,
it was also World War II that was responsible for tremendous advances in the
development of new technologies and new scientific developments which
could be applied to the diagnosis of disease and to the management of many
diseases which prior thereto were considered to be death warrants once the
diagnoses were established.

At the beginning of World War II, the physical principle of nuclear
magnetic resonance had not even been discovered, much less applied to the
imaging of organs of the living body for diagnostic purposes.

I have brought a couple of props this morning that I think will exemplify
what I have been talking about. As an example of the explosion of knowledge
in the medical techniques during and subsequent to World War II, this is the
internal medicine textbook which I studied as a student. In this book, and I'm
a hematologist, in this book, there are exactly 60 pages devoted to diseases
of the blood-forming organs. That was 1941. This book was published in
1990. This is a textbook of hematology, somewhat incomplete, but nonethe-
less reasonably current. Inanother 10 years, it will probably take two volumes
at least. The same comparison applies to almost any of the disciplines in
medicine.

This brings us to the theme of the meeting, the present meeting of the
Philosophical Society of Texasin 1991, precisely 50 years after the beginning
of World War Il and a hundred years after the establishment of the University
of Texas Medical Branch as the oldest functioning medical school in the state.
In the 1990s, patients with end-stage renal disease can be kept alive for years
by dialysis, blood, and/or by kidney transplantation. Patients with severe
disease of the coronary arteries can frequently be rehabilitated by the kinds
of miraculous surgery which is now common among cardiac surgeons. By
using computer enhancement of X-ray images and computer analysis of
nuclear magnetic resonance phenomena, it is possible to visualize various
human structures in the living body without any kind of invasion of that living
body. Unheard of strides have been made in the extension of life in a variety
of chronic diseases and in many malignant diseases. Newborn babies
delivered very prematurely once died. Now they are kept alive by the
application of scientific and technologic developments in the past 50 years.
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Many diseases have almost disappeared. Smallpox has been eradicated as a
disease throughout the world. Poliomyelitis, which was once a deadly
scourge, can now be prevented if children are appropriately immunized early
inlife. On the other hand, patients chronically ill with incurable diseases can
be kept alive by the application of various technologies which often extend
life well beyond the time when such diseases would otherwise cause death.

Consequently, mankind, in general, and the health care professionals,
specifically, are faced with unique, remarkable, and frightening challenges.
On the one hand, there are opportunities for the prevention of disease and for
the extension of life well beyond the traditional threescore years and ten. But,
in accomplishing this, many debts are incurred by society. Such debts derive
from a whole series of complex issues of a technologic and scientific nature
balanced against the cost, the huge cost, for supporting such efforts and the
cost of prolonging life in patients who frequently would choose to be relieved
of the suffering attendant thereupon.

It is some of the latter issues that we will address today and tomorrow
moming. It is my earnest hope that you, the members of the Philosophical
Society of Texas, will be vigorous in your discussion of the issues that will
be presented.

The program has been arranged by a rather remarkable philosopher,
probably one of the few philosophers now in our . . . card-carrying philo-
sophers . . . now in our organization. He has arranged the program and will
provide the program overview as it gets started in just amoment. Itis my very
great privilege to introduce him to you. He’s a good personal friend and one
of the real stars of the faculty of the University of Texas Medical Branch, and
I need to tell you a little bit about him.

Ronald Carson was educated in Indiana, New York, Germany, and
Scotland. In preparing his Ph.D. dissertation at the University of Glasgow, he
was a visiting scholar at the Nietzsche Archives in Weimar. Postdoctoral
awards include fellowships from the Institute on Human Values in Medicine,
the Council for Philosophical Societies, and the National Endowment for the
Humanities. He is an elected Fellow of the Hastings Center and a recipient
of the Society for Health and Human Values Distinguished Service Award.
Dr. Carson is the author of “A Monogram on Sartre” and of many articles,
chapters, and reviews in both humanities and medical publications. He is
founder and coeditor of the journal, Medical Humanities Review, and is a
contributing editor of the journal, Literature in Medicine. Dr. Carson is
frequently called upon for membership on national grant review panels and
has himself directed numerous research projects. He is currently serving on
the advisory boards of two national projects, Georgetown University’s
Reference Center for Bioethics Literature and the Robert Wood Johnson
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Program on the Care of Critically Ill Hospitalized Adults. He is in demand
as a lecturer and consultant and recently served as inaugural visiting scholar
at the University of Oslo’s new Center for Medical Ethics. His current
position is that of the Harris L. Kempner Professor in the Humanities and
Medicine and director of the Institute for the Medical Humanities at the
University of Texas Medical Branch in Galveston. Ron.
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PROGRAM OVERVIEW

RoNALD A. CARSON

GOOD MORNING. ANDLET MEADD MY WELCOME. AND LET ME BEGIN ON A PERSONAL
note by saying that  am honored indeed to be welcomed into the midst of this
august body as a member. I look forward to interacting with you over the
coming years.

The topic for consideration at this meeting of the Philosophical Society of
Texasis “Turbulent Times for Health Care,” as Dr. Levin has told you.Idon’t
think I need to do any more than assert that these are turbulent times for health
care. I think all of us who follow the news and seek health care know that these
are turbulent times for health, and we are going to be exploring today some
of the reasons why that is so. Over the course of the next day and a half, we
will selectively survey the scope of health care in late twentieth-century
America. And I emphasize selectively—we can’t do it all. It’s a big, big
enterprise. But we’ve selected out some topics that we think are of particular
interest and particular concern.

Health care in this country is a vast professional, institutional, financial,
and irreducibly personal enterprise whose shape is changing rapidly and in
some quarters drastically as well. We will examine issues of access to the
health care system and of equity across the generations. We will raise
questions regarding the quality of relationships between doctors and other
health professionals and the patients they care for. We will look at the
character of institutions of care as both repositories of a vast array of
impressive apparatus designed to fight disease and stave off death and
institutions that are safe havens for the sick. Hospitals and nursing homes and
long-term care facilities in this country are asked to do a whole variety of
things and to strike that balance, to hold that balance between being a safe
placetobe sick and todie. Andto fight disease and fend off death is sometimes
a very hard balance to strike and to hold. Those of us who have been asked
to make remarks from the podium look forward to engaging you in a
discussion of these issues.
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Panel I
RAY FARABEE, MODERATOR

RON HAS GIVEN AN OVERVIEW OF THE PROGRAM, AND I CAN’T THINK OF A MORE
appropriate setting for this discussion of health policy issues. We are in one
of the oldest cities in the state of Texas. We are one of the oldest organizations
of this state. And Galveston is the site of the oldest public medical school in
Texas, The University of Texas Medical Branch at Galveston (UTMB).
UTMB has greatly expanded not only its program in the sciences, but its total
view of medical and health issues. When the program committee identified
this year’s topic, it was an important issue; but no one perceived it would be
as politically important as it is after the U.S. Senatorial election in Pennsyl-
vania. As we look to the next presidential race in the United States, health care
will be one of the principal issues. Many questions being asked are similar
tothose covered by our programthis weekend. Some of the questions include:
‘What type of health delivery system should this nation have? How much can
we afford? Do we, or should we, ration health care services? Who should live?
‘Who should be allowed to die? Who should make such decisions?

When I was in the state senate, I became interested in legislation then
introduced in the state of California known as the “Natural Death Act.” I
authored the first “right to die” bill in the state of Texas, and we were the third
stateto have such legislation. Back then, 15 years ago, such laws were thought
tobe controversial. As anindication of how far we have come, nearly 40 states
have similar laws, and the federal government recently made it mandatory
that patients be advised of their rights to participate in such medical decisions.

This morning, as your moderator, I have three jobs. First, to introduce our
distinguished speakers, Dr. Ronald A. Carson and Dr. Thomas R. Cole.
Second, I wanted to tell you about the topic each speaker will discuss. Finally,
I will moderate what I trust will be a spirited discussion characteristic of this
organization.

Dr. Bill Levin has told you some facts about our first speaker. He is the
Kempner Professor at UTMB and director of the Institute for the Medical
Humanities at the University of Texas Medical Branch. Dr. Ronald A. Carson
will address the topic of “‘Who should get decent health care?”’ Ron, I turn the
program over to you at this time.
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WHO SHOULD GET DECENT HEALTH CARE?
RoNALD A. CARSON

WELL, WHO SHOULD GET DECENT HEALTH CARE? SENATOR FARABEE REFERRED TO
the Pennsylvania state race, and that’s exactly where I want to begin my
remarks because I think it’s a signal in ways that we all need to pay attention
to because it’s making a difference in whether health care is going to be high
on the agenda in this coming presidential election. Whether it’s high or not,
it’s going to be in every election forthcoming until we get the questions about
the fair distribution of health care sorted out in this country.

But Harris Wofford’s victory in the Pennsylvania senate race a few weeks
ago was, I think, the opening volley in a battle that is heating up over the future
shape of this country’s system of health care provision. The three or four years
priortothat victory had seen a score of national commission reports, countless
federal legislative proposals, and grassroots projects in several states—
perhaps the bestknown being the Oregon Health Decisions Project, which has
spawned such projects in several other states around the country that are being
watched very carefully. And a skirmish here and there over the rising cost of
health care and the fate of growing numbers of Americans who are being
priced out of the system—34 million, 37 million, and rising. Forty-six million
if you take into account people who are paying for long-term care out-of-
pocket. And so the numbers grow. Twelve million of these people are
children—12 million of these people who have diminished access or no
access at all to the health care system at all are children. I'll have some more
to say about them in a moment.

As recently as May of this year, the New York Times was reporting that
“prognosticators in both the administration and the Congress say that while
momentum for [health care] reform will probably continue, no major action
islikely untiltheendof 1992 . . . orearly 1993.” And, indeed, President Bush
gave a major talk on domestic issues in June of this year in which health care
was not mentioned. He was getting advice, I think, at this time, to steer away
from it and that’s not by the boards. But, this was May and June, and we were
still not really talking about this issue in public on the national scene.

But it was also in May that Harris Wofford was appointed to succeed the
late Senator John Heinz until an election could be held in Pennsylvania.
Wofford hit the ground running on the issue of universal health care. The
importance of this issue was brought home to him in a conversation he had
had some months before with a Philadelphia ophthalmologist interested in
contributing to his election campaign. Dr. Robert Reinecke had told Wofford
of something that had bothered him for a long time, namely that the United
States Constitution provides a right to counsel to someone accused of a crime
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—Manuel Noriega was Dr. Reinecke’s example—and yet there was no right
to medical care. Wofford’s experience in state government, about which I'll
have a little more to say in a moment, made him very receptive to this view.

Wofford’s campaign coordinators subsequently prepared atelevision ad in
which the candidate said, “If criminals have a right to a lawyer, I think
working Americans should have a right to a doctor. I'm Harris Wofford, and
Ibelieve there is nothing more fundamental than the right to see adoctor when
you’re sick.” Within two weeks of the first airing of that ad throughout
Pennsylvania in early September, opponent Richard Thornburgh’s lead had
been cut in half. On election day, the health care issue propelled Wofford to
victory by a comfortable margin.

Now how this happened in a state where only 10 percent of the population
has no health insurance is instructive. And I say only 10 percent, which is an
unconscionably high figure in my view, but nonetheless a smaller proportion
in Pennsylvania than is found nationwide, so one would not have expected
that Pennsylvania would have been ripe for this kind of campaign.

During his four-year tenure as State Secretary of Labor and Industry, Harris
Wofford’s job was to mediate labor-management disputes and try to get
people off welfare. On both fronts, health care was an all but insurmountable
obstacle. Wofford is reported as saying that “virtually every labor-manage-
ment logjam grew out of the rising cost of health care. Companies want
workers to share the cost. Workers consider this an erosion of their compen-
sation. It was also a major impediment to getting people off welfare.” Again
and again, he said, women on welfare were offered access to free training, job
placement, and child care, but they had to turn it down because the jobs they
were eligible for provided no health benefits. Whereas Medicaid at least
provided coverage—the federal health insurance program for poor people.

And here, I really ought to head off acommon misinterpretation. Medicaid
isdesigned as asafety-net program, but it by no means catches everybody who
falls toward it. In fact, only 38 percent of Americans living below the federal
poverty limit are covered by Medicaid—38 percent. The federal poverty limit
is defined as an annual income of less than $10,000 for a family of three. So,
in other words, two-thirds of families of three who try to make ends meet on
less than $10,000 a year are not receiving Medicaid benefits, although they
are technically eligible for them. Working people with low incomes often
have the worst health care coverage.

Well, as Wofford’s campaign people began to take the public pulse in
preparation for the Senate race, two things became increasingly clear.
Middle-class people talked with great anxiety about their economic life
falling apart, about the prospect of having to choose between their home
mortgage, health care for their families, college tuition for their kids and a
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decent old age for themselves. Not a happy choice at best; at worst, a
frightening prospect for working people who don’t believe that they should
be having to face suchachoice in the first place and who believe, furthermore,
that government can make a positive difference in their lives, though not in
its current stagnant state. The health care issue crystallized these fears and
frustrations, and it also tapped the hopefulness that things could be different.
Things could be better.

Now there is reason to believe that these sentiments are not contained
within the borders of Pennsylvania. A recent opinion survey reports that a
striking 89 percent of Americans see the U.S. health care system, and I keep
emphasizing now, you’ll notice, let me draw it out, this distinction between
the system, the delivery system as we said, the system of provision, and
satisfaction with your doctor. People tend to be satisfied with their doctors
—that’s not it. It’s that they can’t get access. So it’s the latter, really, that is
the subject of my discussion.

We have this plethora of riches, that Dr. Levin reminded us of, an
increasing number of people can’t get access to. Only 10 percent see their
health care arrangements as working well. Many factors contribute to the
growing dissatisfaction with the system. The means and methods of health
care provision have changed so substantially in so short a time that the social
meaning of fairness has become blurred. We must bring fairness back into
focus. That is, we must come to understand medical care as acommon good,
asavaluable social resource held incommon by us all and available to anyone
who needs it, not of course in like measure—that would be impossible and
in any case unnecessary—but certainly in a fair enough share to allow people
to lead decent lives.

Now, why? Why should we focus on faimess? Because Americans place
a premium on individual achievement. Achievement is fundamentally
dependent on things we take for granted, like good health, like education, just
to name two. In a society like ours, access to health services becomes central
to considerations of fairness. In the absence of a fair chance to compete,
achievement remains forever out of reach.

Well, these are troubling thoughts at a time when the gap between health
needs and access to health care services is widening. They are especially
disturbing in relation to children for whom access to health care services is
life-enabling and impaired access is growth-stunting and life-threatening.
Nearly 39,000 babies die each year in this country before they reach their first
birthday. Approximately half of all black pre-schoolers are not fully immu-
nized against preventable diseases. We know how to do it, we know how to
prevent the diseases, and half of them are not immunized. Twenty percent of
America’s children are destitute. Government spending on poor children has
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declined overthelast 15 years, so thatif you’re under six years old in America
today, you're six times more likely to be poor than if you’re over 65. That
makes us the first industrial nation in the world in which children are the
poorest age group.

And although the situation with the nation’s 33 million elderly citizens is
not this stark, certain features of it are equally disheartening, and I'll just say
aword about this because my colleague Tom Cole will have a good deal more
to say. Medicare, the federal insurance program for elderly and disabled
people, continues to be the fastest-growing major program in the federal
budget despite a decade of aggressive efforts to control costs. And this has
predictably prompted calls for setting limits on services. But cutbacks will
be difficult as the number of elderly people increases at double the rate for
the U.S. population as a whole and as the elderly population itself ages with
alarger proportion made up of people over 75 years of age who require more
care than those between 65 and 70.

And despite the fact that Medicare and Medicaid pay for one-third, a
whopping one-third of the nation’s hospital expenditures, there are still
significant gaps in coverage. An increasing proportion of the cost of health
care for people over 65 is paid out-of-pocket. Consequently, elderly people
who cannot afford private insurance to supplement Medicare, so-called
Medigap insurance, and are not poor enough to be eligible for Medicaid, put
off going to the doctor until they 're too sick not to and thendrive up costs when
they get there.

Between the children and the elders are the young and middle-aged adults
who elected Harris Wofford, a growing number of whom are the working
poor—those between jobs or in jobs that don’t pay enough to permit them to
buy health insurance for themselves and their families. Some of these people
are too pinched to buy insurance and yet not poor enough to qualify for public
programs. Others are uninsurable because of pre-existing illness. Still others
have no health insurance because their employers don’t offer it as a benefit.
It’s hard for small employers to make it these days. These are just some of
the factors that governments at every level and private corporations and
public agencies hard-pressed by rising health insurance premiums are
considering as the U.S. system of health care provision comes under review.

The crisis of health care provision is widely thought to be primarily a crisis
of cost. Who pays and how can costs be controlled? But dwelling on how to
save money for corporations and governments is a miserly approach—
lacking in generosity, the approach of old Scrooge if you will—welcome to
Galveston on Dickens weekend—the approach of old Scrooge in modern
dress. Certainly the financial questions are pressing and I don’t want to detract
from them, but they’re getting a lot of good press, and I want to talk about
something else which I think is probably as fundamental.
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The financial questions are pressing, but because health care is so
unavoidably personal, as I said in my opening remarks, the ethical issues are
fundamental and pervasive. We can’t discuss health care costs without
thinking of them in relation to people who suffer and need care. The hue and
cry about setting limits to services and containing costs has obscured the
question that Americans worried about until the early 1980s—namely how
could we insure every citizen access to a limited but fair system of health care
provision adequate to his or her need?

In addition to the questions of who pays and how costs can be controlled,
the question of what level of care is adequate is now open to national public
debate. Raising the question of adequacy necessarily will lead to consider-
ations of fairness and to the realization that the crisis is one of political will,
organizational capacity, and social conscience as well as money.

Well, the pursuit of fairness alone cannot, of course, decide our health care
policy, but on every previous occasion in this country when the subject of
universal health care came up for serious discussion, and this is not the first
time we’re having this discussion, heaven knows, in the Progressive Era
during the New Deal, in the post-World War Il era, and again as a part of the
Great Society program, each time the values of decency and adequacy were
central to the discussion. And my purpose here, if there is a purpose, is to get
that language back in there as we continue to think about cost containment
and control.

President Truman told Congress in 1949,

Action thus far taken falls far short of our goal of
adequate medical care for all our citizens. If we are to deal
with the problem realistically and in its true dimensions,
action is required on a broad scale. Technical resources
have been greatly increased, but as a nation, we have not
yet succeeded in making the benefits of these scientific
advances available for all those who need them. The best
hospitals, the finest research laboratories, and the most
skillful physicians are of no value to those who cannot
obtain their services. Our objective must be twofold—to
make available enough medical services to go around and
to see that everybody has a chance to obtain those services.
We cannot attain one part of that objective unless we attain
the other as well.

Well, times have changed, but the objective, I would argue, has not. Many
more medical services are now available at a much higher cost, predictably,
but we still must decide how to distribute these services fairly to those who
need them. To insure adequate medical care for all citizens now requires, as
it did over 40 years ago, action on a broad scale.
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A President’s Commission of a decade ago recognized this requirement in
its deliberations. Commissioned to study the ethical implications of differ-
ences and availability of health services among various groups in the United
States, this commission put forward six principles after long deliberation and
many hearings. This is kind of a framework, if you will, for thinking about
the fair distribution of health care services. Here are the principles. Society
has an ethical obligation to insure equitable access to health care for all. I
emphasized before now, equitable, not equal, but fair, equity. Individuals,
second, have an obligation to pay a fair share of the cost of their own care.
Third, equitable access to health care necessitates that all citizens be able to
receive an adequate level of care without bearing excessive burdens. Fourth,
when private forces produce equitable access, there is no need for govern-
ment involvement, although responsibility ultimately rests with the federal
government to insure that society’s obligations are met through a mix of
public and private sector arrangements. Fifth, the cost of achieving equitable
access to health care ought to be shared fairly at the national level. And,
finally, the goal of cost containment should not focus on limiting the
attainment of equitable access for those least well-served by current arrange-
ments—in other words, it ought to be across the board. It ought not to create
another welfare program.

Well, the third principle is the key one for our purposes in that it defines
what is fair in terms of adequacy—adequacy of the level of care. Adequate
was, you will recall, President Truman's way of putting it too. Unless this is
a coincidence, it would seem that the question of what we as a society mean
by adequate level of care is the question that we have yet to answer. It keeps
dogging us—the question that we are now being pressed by economic forces
to find a somewhat quicker answer to. In support of its claim that equitable
access to an adequate level of health care for all citizens is a shared social
responsibility, and that’s where I began, medical care as acommon good, the
President’s Commission argued: Health care can relieve pain and suffering,
itcan restore functioning, it can prevent death, it can enhance good health and
improve an individual’s opportunity to pursue a life plan. It can provide
invaluable information about a person’s overall health.

Beyond all these very important practical matters, the involvement of
health care with the most significant and awesome events of life—birth,
illness, injury, death—there is a symbolic aspect to health care. Health care
is special because it signifies not only empathy in caring, but mysterious
aspects of curing and healing. Was it the word mysterious? Health care can
relieve pain and suffering and stave off death. But beyond this, there is a
symbolic aspect that makes health care special and different from other things
that we care about. It’s not acommodity. It is special, and we’ve got to figure
out a way to treat it as the special thing it is.



Society of Texas 23

While people have some ability, through choice of life-style, through
whether they fasten their seatbelts, or wear their helmets when they ride their
bikes, or smoke or not, or drink in moderation or excessively, or all of these
things that are now so much on our minds, while we have some ability through
choice of life-style and through preventive measures to influence our health
status, many of the health problems we encounter are beyond our control and
therefore undeserved. They just happen. Finally, the incidence and severity
of ill health is distributed very unevenly among people. Together, these
considerations lend weight to the belief that health care is different from most
other goods and services. In a society concerned not only with faimess and
equality as we are in every realm of our ideological and professional and
political life, but also with the redemptive powers of science about which Dr.
Levin spoke so eloquently in his introduction. There was a felt obligation to
insure that some level of health services is available to everybody who needs
it.

Well, in sum now, as inequities in the present system of provision become
more widely known, I imagine Americans will be less and less comfortable
with the idea that most of us, most of us, get top-notch medical care simply
by showing proof of insurance, while a significant, a growing minority, of our
fellow citizens, including 12 million children, have diminished access or no
access at all. We will not agree readily about where to draw the line between
medical need and desire. That’s a tough one in a system that can provide so
much. We will not agree about how much of the system should be financed
publicly and how much privately, but the subject of discussion s the right one,
finally. What do we think is decent and, then and only then, how much of what
isdecentcan we afford? If we can set our compass on this fixed point of social
conscience, we will be able to steer a straighter course. The sailing may not
be smooth, but the winds of profit and loss will not buffet us as they have so
often as we’ve talked about setting limits. Instead, they will follow in the
wake of care.

RAY FARABEE, MODERATOR

Thank you, Ron. Our next topic is related to the question discussed by Dr.
Ron Carson. Because of demographic facts in our society, the problem to be
addressed by our next speaker will become more intense. The topic is
“Generational Equity: Health Care and an Aging Society.”

AsIthoughtabout ourtopic, Irecall when I first ran for public office in 1973
and 1974. I was not familiar with “AARP,” i.e., the American Association
of Retired Persons. I quickly learned about the AARP, and received many
invitations to speak to this group. I understood quickly that senior citizens
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vote. Children do not have a vote and yet they have important health needs.
Because of physical and also political circumstances, the potential for
competition between the generations within our society has emerged. We are
privileged this morning to have a very qualified person to discuss this topic.

Dr. Tom Cole is associate professor and graduate program director of the
Institute for the Medical Humanities of the UT Medical Branch here in
Galveston. He is also author of the book, The Journey of Life: A Cultural
History of Aging in America. It is a privilege to have and introduce Dr. Tom
Cole.
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GENERATIONAL EQUITY:
HEALTH CARE AND AN AGING SOCIETY
Tuomas R. CoLE

A SPECTRE IS HAUNTING AMERICA—THE SPECTRE OF OLD AGE. SINCE THE 1970s,
awareness that America is an aging society has blended silently into fears of
nuclear holocaust, environmental deterioration, military and economic
decline, social conflict, and cultural decadence. The “first new nation,” now
a declining empire, no longer seems exempt from Old World destinies. The
current mood of pessimism—the loss of faith in a secure and better future—
is particularly strong among many who are now reaching middle age.
Awakening from a privileged youth spent amidst the unprecedented prosper-
ity that followed World War II, the baby boom generation (nearly one-third
of the total U.S. population) today finds itself the first in American history
that cannot count on surpassing its parents’ station in life. Prohibitive housing
prices, highinterest rates, sluggish economic growth, and glutted job markets
have turned confident expectations of upward mobility into a gloomy view
of the future. This pessimism may not be unfounded: massive trade deficits,
the continuing decline of the U.S. manufacturing sector, and the low wages
paid to most workers in the growing service sector of the economy cast
considerable doubt that today’s younger workers will achieve anything like
the rising standard of living their parents enjoyed in the 1950s and 1960s.

Beginning in the late 1970s, these frustrations and a growing disenchant-
ment with welfare state liberalism supplied a new and surprising political
color to images of aging and intergenerational relations. Critics of Social
Security and Medicare blamed the deteriorating condition of children and
families on the “graying of the federal budget” (more than half of all federal
social spending goes to the elderly) and raised the spectre of intergenerational
warfare between young and old. Since 1985, these views have been widely
publicized by an advocacy group known as Americans for Generational
Equity, which argues that society is displacing current costs onto future
generations and ignoring its obligations to children and the unborn. The group
trades on the image of a powerful gerontocratic lobby—ruthless in its pursuit
of hard-eamed tax dollars to buy mink coats, golf carts, and condos.

Until quite recently, the elderly enjoyed a privileged status among welfare
state programs—built on an image of old people as poor, frail, and
dependent. But as the generational equity campaign portrays them as
politically powerful, selfish, and potentially dangerous, the dynamics of
interest-group liberalism are now turning against them. Most of today’s
retired elderly enjoy generous public entitlements, while younger workers
generally pay (directly or indirectly) one dollar in seven to the Social




26 The Philosophical

Security system. According to recent polls, surprisingly few young people
believe that the system will provide adequately for them when they reach
retirement. They have heard forecasts of the future “bankruptcy” of Social
Security. They know that there will be a smaller ratio of workers to retirees
when they leave the labor force. Saddled with a staggering national debt,
surprised by the unexpected longevity of their parents, frightened by the
rising medical costs of an aging population, many feel as if they were Born
to Pay.

For the first time in history, most people can expect to live into the “long
late afternoon of life.” Whereas American life expectancy in 1900 was about
49, today’s children will live an average of about 75 years (71 for men, 78
for women). This increase represents two-thirds of all the gains in life
expectancy achieved since the emergence of the human species! Since 1968,
mortality among the elderly has fallen substantially, suggesting that we are
not yetreaching the limits of the human life span. While individuals are living
longer, they are also having fewer children, creating an older population. In
1920, 4.6 percent of the U.S. population was 65 years or older. In 1984, this
figure had reached 11.8 percent. By 2030, when the baby boom cohort is
passing through old age, at least one in every five Americans will be elderly.

Not only are more people living longer, in the American welfare state they
are also healthier and more financially secure than ever. Since the 1960s,
liberal Social Security benefits have reduced poverty among the elderly from
an average of 35 percent to less than 14 percent. Thanks to Medicare and
Medicaid, more older people are able to see physicians and to receive long-
term care.

Nevertheless, the generational equity campaign’s myth of the affluent
elderly is seriously flawed; poverty and disease among the very old, women,
and minorities remain more recalcitrant than ever. American aging policy
does not meet the health or income needs of an important minority of elders.
Still, it has been far more successful than programs designed for children and
young families, and has avoided the deep funding cuts that other social
programs received during the Reagan era.

Today aging policy faces a series of problems which neither liberal (more
professional intervention, more entitlements, more taxes) nor conservative
(marketplace solutions: more self-reliance, more savings) perspectives
adequately address. Generational equity is only the most visible and widely-
publicized of these problems, which are rooted in the decline of American
military and economic power, the legitimation crisis of the liberal welfare
state, and the aging of our population. In addition, the question of justice
between the old and the young is also linked to the “spiritual situation of the
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age”—in particular our culture’s inability to provide convincing answers to
deeper existential questions like the quality of life in old age, the unity and
integrity of the life cycle, and the meaning of aging.

The current fiscal dilemmas of aging policy originated in the late 1970s,
when high inflation (cost of living adjustments grew more quickly than
anticipated) and slow economic growth rapidly drained Social Security trust
funds. Social Security quickly lost its status as an untouchable “sacred cow.”
Empbhasizing that the ratio of beneficiaries to workers had dropped from 1:40
in 1940 to 1:3.3 in 1980, neoconservatives raised the spectre of an aging
society. Forecasts of intergenerational Armageddon and of Social Security’s
collapse made alarming headlines. The elderly lost their “favored” ideologi-
cal status as “deserving poor” and increasingly were portrayed as a threat to
the future.

In May 1981, the Reagan administration’s first attempts to cut Social
Security were soundly rebuffed. In 1982, Reagan appointed a bipartisan
National Commission on Social Security Reform. In 1983, its recommenda-
tions—delayed cost-of-living increases, taxes on upper-income recipients,
and gradually increasing the system’s minimum retirement age in the twenty-
first century—were adopted. As Achenbaum shows in Social Security:
Visions and Revisions, policy-makers once again resorted to short-term
tinkering with the system rather than face its long-term financial and
ideological problems.

The 1983 amendments to the Social Security Act quieted voices of doom,
but not for long. Soon after Reagan’s reelection came rumblings of the next
battle over old age security: the financial of health care. In the last several
years, rising health care costs for the elderly have generated a new sense of
alarm. Since 1965, the costs of Medicare and Medicaid have grown sorapidly
(and are projected torise even faster) that observers like Daniel Callahan now
fear that the humane medical care for the elderly in the 1960s and 1970s will
become a “new social threat in the late 1980’s and 1990’s.” Total health care
costs for people 65 and over are expected to grow (in constant dollars) from
$50billionin 1978 to $200 billion in 2000; during these years, the proportion
supported by public expenditures will grow from $29 billion to $114 billion.

While epidemiologists disagree about the future health status of the aged,
itis clear that longer life has brought with it an increase in chronic disease—
atrend that could accelerate in the future. Regardless of which epidemiologi-
cal forecast one prefers, the sheer growth in the number of older people is
staggering. In 1985, the number of people over 65 in America exceeded the
number under age 18; the fastest growing age group today are those 85 and
over, whose numbers will double in the next 20 years. There is little doubt
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that the elderly’s need for health care, especially medical services (outpatient
care, hospitalization, home care, hospice care, long-term care) will continue
to increase dramatically.

These trends have led to considerable uneasiness (and not only among
yuppies and neoconservatives) about the increasingly large share of health
care dollars spent on the elderly. Like the “graying” of the federal budget in
general, these trends raise questions of intergenerational equity and the social
meaning of late life that welfare-state liberals, mainstream gerontologists,
and aging advocates have preferred to ignore.

How should we distribute limited health care resources between the old and
the young? Is it fair to spend such a large proportion of our health expenditures
on the dying elderly? Do these expenditures actually benefit them? Should
we be devoting so much of our biomedical research and technology to the
diseases of aging? Since none of us live behind the Rawlsian “veil of
ignorance” but rather within particular historical and cultural circumstances,
questions of distributive justice inevitably lead to questions of social
meaning. How do we justify funds spent on a population that is not
economically productive? What “good” are old people anyway? What do
they contribute to the rest of society? Are there any special virtues or
obligations particular to old age? Two moral philosophers have recently
taken up these questions from different perspectives but with similar results.
Both Daniel Callahan and Norman Daniels construct arguments attempting
to justify the provision of a decent minimum of health care for the elderly,
health care designed to relieve suffering and improve quality—not quantity—
of life. Callahan’s book, Setting Limits: Medical Goals in an Aging Society,
has sparked a great deal of controversy, primarily forits recommendation that
we should set limits to health care costs by withholding certain life-
prolonging technology on the basis of chronological age. This is unfortunate,
since the more important and enduring aspects of Callahan’s book lie
elsewhere. Callahan never makes clear how his scheme would save a
significant amount of money. His call for relief of suffering and better long-
term care could easily be more expensive than life prolongation. And at
bottom, he is interested not only in cost containment but in philosophizing
(in the best sense) about aging and the proper goals of medicine in the face
of decline and death.

Callahan’s book is fundamentally an attack on the indiscriminate use of
biomedical technology to prolong life indefinitely. It is also an attempt to
rethink the meaning of old age itself. Echoing several essays in What Does
It Mean To Grow 0ld? Callahan deplores the absence of “a coherent,
established, and meaningful place” for the elderly in our society. As a
communitarian, Callahan thinks we should define the primary purpose of old
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age as service to the young, rather than individual pursuit of pleasure. He has
little patience for the retired couples travelling cross-country with bumper
stickers that read: “We are spending our children’s inheritance.”

Like the old characters in Willa Cather’s fiction, Callahan’s ideal elders
live primarily to benefit their grandchildren. When this communal obligation
has been fulfilled, death can be understood as the completion of a natural life
spanrather than as a failed quest for immortality. This notion of living within
the limits of natural life span calls to mind Thomas Jefferson’s words. “It is
reasonable we should drop off,” he wrote to John Adams in their old age, “and
make room for another growth. When we have lived our generation out, we
should not wish to encroach upon another.”

Once we have lived into our late seventies or early eighties (Callahan
allows for variation based on individual biographies), society should not use
up expensive resources trying to keep us alive. It should, however, guarantee
us a decent minimum of palliative care. Callahan contributes two important
arguments that are often overlooked in the controversy over his proposal for
rationing life-prolonging technology: first, he makes the very un-American
claim that old age is a biological limit that we should respect, rather than an
“endless frontier” for biomedical conquest; second, he decries the impover-
ished social meaning of aging and calls for public debate about the nature and
purposes of late life in the context of a “natural life span.”

Norman Daniels is alarmed by the widespread talk of the young and old
competing for resources. But he resists the knee-jerk liberal response of
blaming the problem on the defense buildup or on attempts to roll back the
welfare state. Daniels affirms that generational equity is a genuine moral
problem in our aging society, albeit one that is susceptible to political abuse.
In Am I My Parents’ Keeper? An Essay on Justice Between the Young and
the Old, he develops a philosophically rigorous argument for meeting the
health care needs of all the elderly within a framework that is fair to other age
groups.

While Daniels also uses the life span as a central category of analysis, he
rejects Callahan’s communitarian assumption that we can prescribe what is
“good” or “right” for people at different stages of their lives. Instead, he
argues that we should distribute resources to different age groups according
to impartial principles that permit individuals to pursue their own opportu-
nities. Daniels calls on us to stop thinking that different age groups must
compete for resources in the here and now. Instead, we should realize that
over a lifetime, resources are distributed within stages of life, rather than
between age groups. From this perspective, age-based entitlement programs
do not take resources from one age group to benefit another; rather, they are
a vehicle for “savings” that provides a prudent allocation of resources to
different stages of life (in his terms, a “Prudential Lifespan Account™).
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Like Callahan, Daniels urges us to reduce lavish expenditures designed to
prolong the dying of terminally ill patients and to invest in long-term care
(medical and mental health care, nursing care, rehabilitative therapy, per-
sonal-care services, and social services). He rightly stresses the moral
importance of long-term care, which has long beenthe “neglected step-child”
of our health care system. Poor patients in need of skilled care have difficulty
finding nursing home placements. Others are prematurely institutionalized
because federal policy will not pay for nonmedical home care services.
Nursing home costs and the eligibility requirements for Medicaid drive many
spouses into poverty. Families—largely women—providing long-term care
receive little support and few services to ease their burden.

It is no accident that both the communitarian Callahan and the liberal-
Rawlsian Daniels use the life span (or life cycle or life course) as a
fundamental unit of analysis. Like others who have responded to the
generational equity movement, Callahan and Daniels turn to this universal
category as a way of undercutting the divisiveness enhanced by focusing on
age-groups, cohorts, or generations. Daniels’s “Prudential Lifespan Ac-
count” is particularly effective in disproving the assumption that because the
elderly consume a disproportionately large percentage of health care they are
receiving more than their “fair share.”

In some ways, Daniels’s book is really a philosophical and egalitarian
version of the liberal ideology that has, until recently, legitimated Social
Security. Individuals are encouraged to think that they are “saving” or
insuring themselves against the vicissitudes of old age and disability. The
primary justification for support or care for the elderly derives not from
intergenerational obligations but from equal opportunity to pursue one’s own
life plan at every stage of life. Prudence leads people to support programs not
out of commitment to a common good, but in which they have a common
stake. And in a society characterized by mass longevity, a life course
perspective can encourage a kind of solidarity between age groups. Growing
up and old is both a fate and a privilege that virtually all of us share. The
elderly are indeed ourselves or our future selves. Unfortunately, this kind of
solidarity is precisely what is threatened by the “spectre” of old age.

But the centrality of the life course does not derive only from its abstract
universality or its place in legitimating the liberal welfare state. Its unifying
powers lies inan historical tradition that until recently provided widely shared
images of the unity and integrity of the life course. Its social power lies in the
chronically organized institutions built to regulate each individual’s journey
through the stages of life.

Daniels’s account of justice across the life span actually builds on the
traditional bourgeois ideal of a society ordered by the natural divisions of
human lifetime. The life cycle has long functioned as a legitimating image
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of this ideal. Born amidst the anxiety and upheaval of the Renaissance and
Reformation era, the modermn life cycle assumed an almost numinous quality
amidst the European urban middle classes struggling for social and religious
identity. Its burgeoning iconography played an important role in the emer-
gence of urban individualism. Ministers, artists, and moralists exhorted
people to imagine their lives as a series of age-linked roles.

This temporal perspective encouraged the development of individual
virtues like self-control, thrift, and long-range planning. It also defused
awareness of social inequalities based on class, wealth, gender, or political
power. Eighteenth-century republicanism defiantly proclaimed the au-
tonomy and equality of each mature generation. Jefferson’s ideas about
generational succession derived from his insistence that “the land belongs in
usufruct to the living.” French revolutionary moralists envisioned an ideal
society where individuals would be divided only according to the natural
order of ages; every individual could expect to run the course from dependent
child to active adult to honored elder.

Set free from the older bonds of status, family, or locality, middle-class
individuals over the last 150 years have increasingly viewed their own lives
as careers—as sequences of expected positions in school, at work, and in
retirement. This pattern of expectations has become both statistically and
ideologically normative, constituting what Martin Kohli aptly calls a “moral
economy of the life course.” By the third quarter of the twentieth century,
Western democracies had institutionalized this “moral economy” by provid-
ing age-homogeneous schools for youthful preparation, jobs organized
according to skills, experience, and seniority for middle-aged productivity,
and public-funded retirement benefits for the aged who were considered too
slow, too frail, or too old-fashioned to be productive.

Hence the power of a life course perspective is not only existential,
ideological, or moral—it is also institutional. The course of life today is an
essential instrument for the maintenance of social order. Since the late
eighteenth century, the structure of the “normal” life course has been created
by changes in demography and family life, as well as the growth of age-
stratified systems of public rights and duties. Demographically, age-at-death
has been transformed from a pattern of relative randomness to one of
predictability. Death now strikes primarily in old age, and with much less
variance than in the past. Meanwhile, the experience of a “normal” family
cycle (including marriage, children, survival of both partners to age 55,
“empty nest,” and widowhood) became increasingly common and chrono-
logically standardized.

Over the last century, the social transition to adulthood (finishing school,
first job, first marriage) has become more abrupt and uniform for a growing
segment of the population. At the same time, the spread of universal age-
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homogeneous public schooling and chronologically-triggered public pen-
sion systems have divided life into three “boxes”: education, work, and
retirement. This bureaucratized life course, supported by the state and
administered by experts, is now an important means of social regulation. It
is also under attack from those who call foran “age irrelevant” society, as well
as from the generational equity movement. Itis also increasingly experienced
as a new form of domination and source of alienation.

The moral economy of the life course, then, forms the unspoken historical
context of both Daniels’s and Callahan’s views about justice between the
young and the old in an aging society. Both are aware of the need to rethink
the moral obligations between age groups and to reformulate the moral
economy of the life span in a new demographic context. Yet neither fully
appreciates how much has been lost by secularization and modernization of
the life course.

Amidst the decline of feudalism, the breakup of the Catholic church, and
the emergence of urban commerce, early modern men and women turned to
ancient understandings of the life cycle for a sense of stability and order.
“Life’s course is fixed,” wrote Cicero in De Senectute. “Nature has only a
single path and that path is run but once, and to each stage of existence has
been allotted its own appropriate quality.” In Ecclesiastes, they were
comforted to learn that the natural divisions of a lifetime belong to the divine
order of the universe: “To every thing there is a season, and a time to every
purpose under heaven.” Since the late Middle Ages, much Western medical,
philosophical, and religious teaching has been predicated on this notion of the
“seasonableness” or naturalness of the human life cycle. As we have seen,
social divisions based on the stages of life have been considered natural and
proper. In the late twentieth century, however, we have many doubts about
this ancient truism—doubts connected to the growing feeling that old age
may be a “season” without a purpose.

The ideal of a society legitimately ordered by the natural divisions of
human lifetime is now under siege in large part because its view of old age
is neither socially nor spiritually adequate and because the social meanings
of life’s stages are in great flux. The greatest threat to its legitimacy comes
from the de-meaning of old age and marginalization of the elderly that
emerged in the nineteenth century and became embedded in the bureaucra-
tized life course of the welfare state. Herein lies the key to understanding the
contemporary spectre of old age.

In our century, vastly improved medical and economic conditions of old
age have been accompanied by a loss of cultural meaning and vital social roles
forolder people. The dominant liberal response has attributed these problems
to “ageism”—a term that refers to systematic stereotyping of and discrimi-
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nation against older people, analogous to racism and sexism. Over the last 15
years, we have witnessed a formidable effort to eliminate negative stereo-
types of and prejudices toward older people. Academic gerontologists,
humanists, health professionals, social workers, organized elders, and others
have attempted to debunk “myths” of old age and to substitute positive
images of aging for negative ones. This movement attempts both to redress
the social conditions of old age and to reform cultural sensibilities toward
aging. The campaign against ageism has done a great deal to free older people
from outmoded cultural constraints; at the same time, however, it remains
seriously limited.

In some quarters, the attack on ageism has so quickly achieved the status
of an enlightened prejudice that its limitations have gone unnoticed. Not the
least of these limitations is that the attack on ageism, uncritically invoked at
the first hint of a negative feeling or idea about old age, is itself part of an
historical pattern based on splitting or dichotomizing the “negative” from the
“positive” aspects of aging and old age. Appreciating this historical pattern
is essential to fashioning a satisfying culture of aging, and to rebuilding the
moral economy of the life course.

Apart fromits class bias and its empirical deficiencies, the attack onageism
perpetuates the existential evasiveness of its Victorian forebears. The
currently fashionable positive mythology of old age shows no more tolerance
or respect for the intractable vicissitudes of aging than the old negative
mythology. While health and self-control were seen previously as virtues
reserved for the young and middle-aged, they are now demanded of the old
as well. Unable to infuse decay, dependency, and death with moral and
spiritual significance, our culture dreams of abolishing biological aging.

While the middle-class elderly have become healthier, more financially
secure, and politically potent, they nevertheless suffer from the cultural
disenfranchisement imposed on old people in general. “Growing old,” says
a character in Anthony Powell’s Temporary Kings, “is like being penalized
foracrime youhaven’t committed.” Having satisfied the social requirements
of middle age and avoided many previously fatal diseases, older people are
often able to live 10 or 20 years beyond gainful employment. But then what?
Is there something special one is supposed to do? Is old age really the
culmination of life? Or is it simply the denouement to be endured until
medical science can abolish it?

We must acknowledge that our great progress in the material and physical
conditions of life has been achieved at a high spiritual and ethical price. Social
Security has not enhanced ontological security or dignity in old age. The
elderly continue to occupy an inferior status in the moral community—
marginalized by an economy and culture committed to the scientific
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management of growth without limit. For the last 60 years Western observers
have sensed this impoverishment of meaning in old age. But only recently
have economic and political conditions turned this apparently academic
question into an urgent public issue. In rebuilding the moral economy of an
extended life course, we must not only attend to questions of justice within
and between different stages of life, we must also forge a new sense of the
meanings and purposes of the last half of life.

This will require anew and integrated appreciation of aging that transcends
our historical tendency to split old age into positive and negative poles. Since
the early nineteenth century, American culture has characteristically oscil-
lated between attraction to a “good” old age (the health culmination of proper
middle-class living) and repulsion from a “bad” old age (repudiating the
dream of limitless accumulation of health and wealth). We can no longer
afford this dualism, which feeds both the false pessimism and the superficial
optimism in contemporary discussions of our aging society.

We must also break with our habit of using old age as a metaphor for the
success or failure of various political and ideological agendas. This does not
mean that our search for more adequate ideals of aging should be *“value-
free”—as if continued scientific research and technology could eliminate all
conflict, mystery, and suffering in late life. Rather, we need more social
criticism and public dialog aimed at creating socially just, economically
sound, and spiritually satisfying meanings of aging.

We need, for example, to criticize liberal capitalist culture’s relentless
hostility toward physical decline and its tendency to regard health as a form
of secular salvation. A good deal of the pathos that surrounds old age today
derives from the instrumental perspective that pervades the scientific man-
agement of aging. The one-sided drive to alter, reverse, ameliorate, abolish,
retard, or somehow control the biological process of aging intensifies the
impoverishment of meaning instead of confronting it. So-called “positive”
aspects of aging often turn out to be disguised forms of the effort to restore
youth rather than appreciation of growing or being old as a fundamental
dimension of human existence.

Until quite recently, Western culture emphasized the immutable limits and
proper boundaries of the life cycle; it counselled individuals to transform their
fate into a journey to self-knowledge and reconciliation with finitude.
Contemporary men and women think of themselves not as fated creatures, but
as active beings who can solve life’s problems with science and technology.
Yet this is clearly an illusion, since we now receive our fate at the hands of
medicine. Our challenge in the future is to find a new synthesis, in which the
ancient submission to natural limits is balanced against the modern drive to
find a scientific solution to every problem.
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Today there are encouraging signs that traumatic fear of aging is increas-
ingly offset by awareness of its opportunities for inner growth. The assump-
tion that full intellectual and emotional growth occurs in the middle years has
been challenged by the view that human development is not chronologically
bounded and that later life can be a time of transformation rather than mere
adaptation. In literature and humanistic gerontology, we are seeing a
resurgence of the view that old age is a period of unique capacity for wisdom,
for understanding the experience of a whole lifetime, and (therefore) for
service to the young.

To welcome the elderly back into the moral community, we need more than
renewed appreciation for “the gifts of age.” We need to understand the
obligations and responsibilities as well as the rights and opportunities of old
age. We need policies that eliminate the surplus dependency imposed on
older people, policies that strengthen their ability to solve their own problems
and contribute to their communities. This will require, as Harry R. Moody
argues, alife span approach to human development. Just as public investment
in the health and education of children is essential to their future productivity,
so policies that stimulate self-help, lifelong learning, and social participation
among the elderly are essential to maintaining their independence. Human
services for and professional intervention with older people need not foster
dependency.

Independence among the elderly is not only a matter of human services,
it also requires incentives and opportunities for participation and productiv-
ity. Many experienced workers aged 50-75 leave the work force either
because their skills are no longer needed or because they respond to
employers’ inducements toretire. While these people are generally vigorous,
healthy, alert, and capable of making important contributions to the nation’s
economy and quality of life, their lives are primarily channelled into
trivialized leisure and the consumption of professional services. In the year
2010, people aged 50-75 (which Alan Pifer hopes to popularize as the “third
quarter of life””) will comprise almost one-third of the U.S. population. We
clearly cannot afford to continue excluding them from productive life.

Productivity in late life does not necessarily mean the continuation of full-
time, paid employment. It means recognizing the contributions—whether in
the form of full- or part-time, paid or volunteer work—made to the nation’s
economy or to its quality of life. Pifer suggests several ways of enhancing the
productivity of older Americans. Both industry and government can open up
retraining programs to workers over 50. Public and private pension programs
can be changed to allow partial retirement. The federal government can
permit older people to borrow against their Social Security benefits to finance
retraining orenroll in new educational programs. As some have already done,
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colleges and universities can devise special programs to meet the needs of
older students. Public service employment programs for older workers can
be expanded, providing modestly-paid work to unemployed older workers
who want to defer retirement or supplement retirement benefits.

To accommodate an aging society (and to continue expanding protection
for the poor for all ages), Americans will have to make substantial changes
in the welfare state—but not of the sort that either interest-group liberals or
neoconservativesenvision. A half-century of Social Security history suggests
that progressive reform (not abolition or privatization) is both desirable and
politically feasible. Despite its limitations, Social Security remains, as
Senator Bill Bradley has noted, “the best expression of community that we
have in this country today.” It rests not only on the principle of social
insurance over the individual’s course of life but also on an intergenerational
compact that must be renegotiated as historical circumstances required.

The “spectre of old age” that seems to cloud America’s future is actually
areflection of our impoverished ideas about aging and our reluctance to face
the real but not insuperable challenges of generational equity. “It can only
weakenthe vital fiber of the younger generation if the evidence of daily living
verifies man’s prolonged last phases as a sanctioned period of childishness,”
Erik Erikson wrote in 1964. “Any span of the cycle lived without vigorous
meaning ... endangers the sense of life and the meaning of death in all whose
life stages are intertwined.”

The challenges of generational equity then involve the distribution of
cultural meanings and social roles, as well as the distribution of social goods
like income and health care. We have clearly entered a period in which the
intergenerational compact underlying Social Security is being renegotiated.
In this “conversation between the generations,” there is good reason to
believe that a new moral economy of the life course can be fashioned. If so,
the “abundance of life” in our aging society can yet be channeled toward
genuine human development and social well-being.

Questions and Answers
RAY FARABEE, MODERATOR

Thank you, Tom. (Ron, you can look at this group and tell there are no
“geezers” in the Philosophical Society of Texas.) Now there may be a few of
us who may qualify for the AARP. The last I heard, the threshold for
membership was age 50, and they were thinking about going to45. No wonder
they can get Modern Maturity for life.
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These discussions, and particularly after turning 59 last month, remind me
of the epitaph on W. C. Fields's tombstone, which said, “All things
considered, I'd rather be in Philadelphia.” We can paraphrase that and say,
all things considered, I'd rather be a part of an aging society.

Your papers to the group raised a number of questions and issues that are
quite appropriate as we begin this meeting. I open the floor for questions to
our two panelists if you have questions or brief comments concerning these
two subjects. Mr. Hargrove.

James Hargrove: I think, in my experience in international areas, frequently
what'’s being done in other places is better or cheaper or both than what’s
being done in the United States. I think it’s certainly considered abroad that
the costs of health care in the United States are fantastic, and no one really
who s very prudent will come to the United States without some special sort
of insurance to cover medical costs incurred while here as a tourist. We are
spending a great deal more than other nations, I believe, on health care, but
the benefits from that health care are not that apparent. Other nations seem
to be doing a great deal better than we are in some areas, particularly infant
mortality, I think, and I think that what is needed is some sort of a careful
examination of comparative health systems in other nations comparable to
ours. Canada is, of course, the one that’s closest and the one that’s mentioned
most frequently in terms of our health system. What studies have been done
with respect to comparative health systems and cost benefits and what can we
do to further develop this comparison so that we can take advantage of what
our friends in other parts of the world have developed?

Ray Farabee: Thank you. Ron, do you want to make the first response to a
question concerning various health care systems as compared to our own?

Ron Carson: Well, you're quite right, it seems to me, in your observation that
lots of other countries are doing it differently and better. If one wants to
measure, or take as a standard of measure, access to the health care system,
satisfaction with health care services, the delivery system itself, we do have
information about this. We know this. Canadians are much happier with their
system. The Germans are much happier with their system. The Swedes are
much happier with their system, and so on. And I want to simply second your
suggestion that we pay attention to those countries. Now, we can’t duplicate
systems from elsewhere because health care is personal, it’s all woven into
the culture fabric of a country, and so to simply adopt, to think that we could
adopt a health care system from another country is foolishness. I think there’s
beenquite enough of the sort of negative representation of health care systems
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elsewhere. We know why the British system is not the one we want. For
example, let me note the one that usually gets picked on, it’s not even
comparable. We shouldn’t even be talking about that system. The British
started over in 1945 and essentially built a system which now sort of muddles
through, as Churchill said. We didn’t do that. We should not be thinking in
those terms. That scares doctors to think about a British system because here
are physicians working for the government. Physicians in this country are not
going to work for the government in that way. Canada, it seems to me, is in
many ways an ideal model—not one that we can adopt in every aspect. But,
we and the Canadians are more alike than we are different in terms of our
cultural values, political values. So, increasingly, it seems to me, the pressure
is on to take a look at what the Canadians are doing right. We know about the
long waiting lines, we know for certain kinds of elective procedures, we know
what’s wrong with it. What'’s right about it? Does it make a difference that
it’s a national system regionally organized, that, for example, the provinces
negotiate with physicians about the very questions we are talking about
today—cost, access, etc.? Does it make adifference that there’s a lot less high
technology available? I mean, that’s the reason for some of the waiting lines,
for the long lines for the waits, you see. How much difference does that make
in the big picture? It doesn’t apparently hamper appreciably Canadians’
satisfaction with their system. We ought to take a look at that system very
closely. It’s being done, of course, there are studies now galore. The question
is the one of political will. Once we know enough, how do we feed that into
the political system and get people to pay attention to it and come to some
kind of understanding of how we can take the best of a system like that and
make it work here?

Ray Farabee: Dr. Cole, would you like to make any response to that question?
Next question.

Jon Fleming: I'm Jon Fleming, probably the most recent member of AARP
in the room. We just got back from California and got a 25 percent discount
on the Marriott Hotels out there. It’s not a bad deal.

Two questions of Dr. Carson that are already in correspondence with our
two senators and Senator Nunn. The first part of it is on the predicate that
every physician in the United States has a larger or smaller streak of altruism
in his or her life and that if we could create a structure that would grant tax
credits to the physician and then extended tax credits to proprietary hospitals
for the treatment, the primary treatment, of primary medical care, of indigent
people, particularly children and older people, then we could make a
substantial impact on the cost issue. Yes, we would be giving up tax income
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in a way, but we would also create the carrot, as it were, for the physicians
in our society to get with the people, treat them, help them, and provide care
for them.

The second observation that’s in this correspondence is that we live in
urban war zones in the major cities and the trauma care is one of our largest
cost issues and the systems of major trauma care, at least in Dallas, and I
suspect in other cities in the United States, are imploding, and are in genuine
essence, self-destructing. So that we could take and identify 30 or 40 major
population centers, let the Department of Defense operate the trauma centers
in the major cities, let the air force operate the life-flight helicopters and train
the battle surgeons, the young men and women who are going to be the army’s
and air force’s and navy'’s surgeons in the future in these trauma centers in
an obvious physical infrastructure that’s already there in the veteran’s
hospitals and begin to relieve this immense pressure on trauma care in the
United States. Thank you.

Ron Carson: That was as much a comment as a question, but if I may, may
I just respond briefly on each of the points. I'll defer to Govemnor Hobby and
Dr. Warner and others tomorrow morning who will have a shot at some of the
specifics, perhaps, of the kinds of things you’re talking about—what
mechanisms can we use to alleviate problems and get people access to the
system? But, on your first point, I applaud anything that will enhance what
you called physicians’ altruism. Individual physicians continue to provide a
share of uncompensated care, if you will, in all kinds of instances, in offices,
inclinics, wherever it’s still possible to do that kind of thing. I say, individual
physicians. It has become increasingly difficult, delivery on one’s altruistic
instincts, as our system of delivery has become large and overweening and
overburdening. So that, if you will, to draw stark contrast, it seems to me that
physicians are often sort of required to spend time with paperwork that they
could be spending taking care of people. That was the spirit, I take it, of your
first remarks, and I applaud that. I’'m not sure, regarding specific mecha-
nisms, how we’d do that, but with our ingenuity and our intelligence, we
ought to be able to figure that out. Again, for me, it’s a question of social
conscience and political will. Are we agreed that we want to tap, on the part
of physicians, their good intentions toward patients? All in favor say aye, let’s
figure out how to do it. I mean, let’s find a way to do that. Instead, we’re
throwing up roadblocks and obstacles, unwittingly, for the most part, but
we’ve got to recognize that we're doing that and get those obstacles down.

On the second point, I don’t know about this idea. I don’t know whether
youmade it provocatively or seriously. I don’tknow how to take this question
about taking over the trauma care. But, heaven knows the emergency rooms
in this country, emergency rooms, trauma care centers, are burdened beyond
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control. I mean they’re just, and not least it seems to me, because there are
alotof people there who don’tbelong there. They 're not there because they 're
traumatized, I mean, I’m not talking about the knife wounds and the gunshot
wounds and the real trauma. I’m talking about all those poor people who are
sitting around the emergency room of every major hospital in this country
awaiting primary care. They’ve got an earache, or they’ve got a bellyache,
or they’ve got something even more serious than that which needs attention,
but certainly not in the emergency room of a major medical center. That’s a
mandate, it seems to me, not for manpower in the trauma centers, but rather
an enhancement of training programs and incentives to draw people into
prevention and primary care.

Ray Farabee: Next question.

Elspeth Rostow: I'm Elspeth Rostow. My attitude toward the medical
fraternity—is that still a word? probably isn’t—was determined when we
spent a year in England and were assigned to a medical partnership. The two
members of this partnership, both admirable men, were named Dr. Playfair
and Dr. Strangeways. This prompts me to suggest a few variables that I
haven’t heard this moming that I think are relevant. One is the question of
urbanization. We are sentimental about our past. Rural America of the
nineteenth century did not provide very good medical care, but it had other
institutions that could substitute for the lack of, let’s say, a modern medical
center. One of these was the family, and that’s my second point. We have
become an urbanized society at the same time, and it’s not coincidental, that
the family structure has been under strain, and in many cases, has disinte-
grated. AndI’m thinking inner cities, I’'m thinking about all the pressures that
modern America produces for family structure. We now are in a transitional
period when we have to define the community differently. I was glad to hear
the word “community” come into it, because it seems to me that in this urban
America with variously weak family structures, we have to define commu-
nity responsibility in a fashion that will provide, not only the care, but will
realize that this is a world where we can’t necessarily send senior citizens out
tothe barn; we don’t have enough troughs, but we also have the responsibility
of taking care of the young, which used to be essentially a family function.
So, to redefine the late twentieth century is to predict the problems of the
twenty-first century, and they will not be the problems that we are accustomed
to thinking of, so let’s not be sentimental about the past, but let’s realize that
there are various structural differences that will determine how effective the
community response will be.
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Ray Farabee: Dr. Cole.

Thomas Cole: I appreciate those remarks, and let me make one comment
about long-term care that does not take place, that takes place at home. The
burden, although we're familiar with the burden on Medicaid of long-term
care, it’s important to remember that middle-aged women provide the bulk
of the care for dependent elderly in homes, still. And I think, although I'm
not familiar with the details of this kind of issue, I think it’s not at all out of
the question that we could consider finding incentives, financial incentives,
tax incentives, to ease the plight, financial plight, of middle-aged female
caregivers who are caring for their aged parents in the home at the same time
as they are responsible for their children, which is another way of saying we
need more family-based policies that can provide some kind of support for
both the dependent older people in the homes and children.

Ray Farabee: Next question or comment.

Richard Wainerdi: We seem to see problems in isolation. One hundred and
fifty years ago we said education is a problem in this country and decided that
we were wealthy enough as a country to provide education to all children in
every county or parish in the country, and we do that and sometimes at
extraordinary cost. We have never decided that as a country we are wealthy
enough to provide good health care for all children, and it seems to me that
by cutting apart problems and keeping them separate—education, criminal
justice, health care—we make a great mistake and fail to see their interrela-
tion. We have jails for people who have a low IQ because they had problems
in their nutrition and in their growth and who will never learn and who will
never be part of society, and so we build more prison beds to house more
people who have those kinds of problems. Instead of seeing that an investment
in health care, which you have been talking about to a very large extent, is
really illness care, and paying for illness care. A great deal more can be done
in our society, it seems to me, by providing our children with an opportunity
to be healthy. Thank you.

Ray Farabee: A response by either panelist. Ron Carson.
Ron Carson: I couldn’t agree more. Access to the health care system is so on

our minds that we do tend to think in isolation, and I appreciate your
correction. You know of Head Start as a program that works very, very well
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for the children at reading. It costs $3,000 a year and provides benefits that
are incalculable, benefits of the sort, preventive benefits, if you will, of the
sort that you have just described. Now that’s in the realm of education.

WaltRostow: First the question, how much of the decline in the health, or rise
inthedeathrate of young children, the rise in our infant mortality, is a problem
of the inner cities? How much of it is black and Hispanics? To what extent
are the problems that we are talking about problems which, in the end, can
only come from concerted programs which widen the options and bring the
bulk of the populations over generations in the inner cities into the main-
stream? Sixty percent of those in the underclass families, as formerly
measured by the Urban Institute, have unmarried mothers as the only head
of the family, and if there is any insight, it is the one that was suggested by
the last speaker, last two speakers, which is that you’ve got to create a system
in which you have continuity in care from birth control to prenatal care,
postnatal care, Head Start, and as Pat Hays and George Kozmetsky and I were
talking last night, begin to bring the young people into contact with the
business world, the manufacturing world, so they can get prepared and
conceive of their entering into the world of twenty-first century technology—
all of which is quite possible, but it does take, as Elspeth said, a sense of
community, interventions which cover the whole span, systematically, of the
life of those now trapped in these circumstances. And it’s quite a big
population, and I think, statistically, it has quite a lot to do with the shape of
the American statistics versus the Swedish, and so on. When you beginto look
at it that way, and it has a lot to do also with mobilizing good will. My
impression is that if you had organization, you could get the universities, the
business community, all of the institutions of volunteerism, operating on a
much vaster scale. Now it’s a thousand points of light because there’s not
organization to make it a million points of light, but the will is there, and so
what I’'m raising with you is something that is missed if you talk in aggregate
terms of statisticians. If you disaggregate and get at that part of our problem
which stems from the disproportionate pathology of the inner cities, you
might emerge with quite different ways of talking about, thinking about, and
acting about this problem.

Ray Farabee: Dr. Carson?

Ron Carson: May I just ask you to elaborate on your claim that the political
willis there? And I identify political will as one of the problems. I was talking
about access to health care. I was talking about something more specific than
you'’re discussing at the moment, Professor Rostow, but what’s the source of
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that political will? How can we mobilize it? I want to believe it’s there, and
I do believe with you that it is a matter of broad-gauged concem of the sort
that I quoted President Truman as saying we needed in 1949. How do we do
this? We seem to be stuck.

Walt Rostow: I remember a very similar problem and experience in 1960-
1961. Not I, but someone else, suggested the idea of a Peace Corps to go out
to the developing countries. I was working with then-Senator Kennedy on
problems of developmentin India and elsewhere. He turned to me and he said,
“If we made a Peace Corps proposal, would we get a response?” And I was
then teaching at MIT, and I said with some confidence, “Yes, we'd get a
response.” And I knew this, not because I had some great insights beyond
those of anyone else, but because the young people at MIT were trying to get
at this problem through Operation Crossroads, which was a Quaker thing,
there were anumber of small operations, and I said I thought from my students
and those that I had observed that if this was widened out, you widen the
opportunities and gave them shape and leadership from the political process,
you’d get a flood of people. I assure you that the flood that came was far
beyond the most optimistic estimates. My feeling now is that there is a deep
awareness in the country that the pathology of the inner cities in the widest
sense is eating away at our capacity to educate the entrance into the workforce
so, in a sense, we're living off the capital of children, infants born with
potential talents which are never used, that are wasted, because we don’t
know how to deal with it, we don’t give them health care. There’s an
awareness of this. The business community is aware that 40 percent to 50
percent of the entrants into the work force in the 1990s will be blacks and
Hispanics, where the major dropouts are. And there’s where you're getting
IBM and other big firms truly concerned with this problem. And that may in
the end help us. It’s a bottom line problem. But from my knowledge of
students in the University, I don’t know how many thousands we could get
into a systematic counseling program in the East Austin ghettos from the
University of Texas—if we had it organized. My door is open to students, and
I raise this with them because it’s been on my mind for several years, and I
don’t think we’ve yet, the political leadership, has yet found a way to weave
the potential volunteerism of this country, which is a strength that runs back
as long as we’ve existed as a society, into the bureaucratic efforts to solve the
problem. And there is another problem which may be the toughest of all—
how you get bureaucracies to work together. There’s a great definition Sol
Levinhad, that the cooperation of bureaucracies is an unnatural act conducted
by unconsenting adults. And this is, it’s a good joke, but it’s black humor
because it may prove to be the greatest block that exists to doing something.
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And, I think, the way you put the question whichis why we’re notdoing, that’s
one reason, because politicians are fragmented and this is tough to resolve.
But I can give you no statistical evidence, but a certain amount of experience
in dealing with the kinds of people and institutions which I think would put
out a massive effort if there was a structure that promised hope. At the
moment, both those in the inner cities and those outside are virtually hopeless.

Ray Farabee: Dr. Cole?

Thomas Cole: Let me just follow up with this discussion of the Peace Corps
and ask the question about the possibility of the creation of an elder corps. If
we ask the question of how many, we know the rates of retirement from age
55 to 75 are very high, we know most of those people are healthy, and why
not find ways to put them to work as a form of public human capital in the
kind of ghetto situation that you’re talking about? Is this a feasible idea?
Would there be a response to this? There could be a federally and locally
coordinated program. And there’s a lot of volunteering that goes on in the
older population, but it’s not coordinated, and there’s no national way of
bureaucratized financial commitment to this. Is this a feasible counterpart to
the Peace Corps?

Walt Rostow: I'm sure it is, although I’m sure the social security system will
have to be salvaged in the next century, first half of the next century, by just
raising the age at which people retire so that a lot of them ought to be out there
working. But, yes, I think there’d be atremendous response. For those of you
who know Lakeway, I bet I could get 25 percent of the people at Lakeway
into your project.

Ray Farabee: Because of the balance of our program this morning, and our
commitment to them, we’re going to have to cut the discussion and comment
at this time. But there will be, because of some similarity of issues,
opportunities to bring forward some of the things that we didn’t have an
opportunity to cover.
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Panel 11
WAaYNE HOLTZMAN, MODERATOR

IT’S OBVIOUS THAT THE ISSUES STIRRED UP BY THE FIRST PANEL THIS MORNING
elicited a great deal of discussion during the coffee hour. Most of us are still
ruminating about what this means for us personally, for our family, for our
friends, for our society as a whole.

The issues are really staggering when you look at them in the health care
field. It’s clear that there are going to be momentous changes in the next five
to ten years, if not in the next one or two years. Both the White House and
Congress are vying for a position in defining health care for everyone in the
country. It’s rapidly becoming a universal right. Well, what does that right
mean? Does it mean the right to see a physician whenever you want to,
whenever you need to, whenever you're desperate enough that you must?
Rights are very difficult to define in this context.

There are several things that have happened over the years that have
transformed the doctor-patient relationship, the relationship between me as
an individual seeking help and the expert who is an authority in the field of
medicine and surgery who is advising me, doctoring me, providing me with
nursing, whatever it may be as a health care activity. It used to be that we had
two actors in this scene. Idealized, you had the family doctor, with his black
satchel, who came out, charged you $1.50, and you received whatever he had
to offer. And he knew you and you knew him. He might have even brought
youinto the world—he or she, althoughit was usually a he. That past probably
never was quite up to the ideal image that many of us in our generation have
of what the doctor used to be.

There are two additional major actors who have entered that scene, and
they’ve entered it rather recently. First is the third-party payer, the insurer
who provides managed care by the case-management worker. No longer is
the relationship between patient and doctor strictly private. Today, in order
to get reimbursement or permission for any kind of medical procedure, one
goes to a remote outsider who is a case manager in some distant place,
unknown to either the doctor or the patient, who decides whether the
procedure can be reimbursed or not, whether the charges are appropriate.
Have any of you had any problems dealing with a case manager who declines
to reimburse you or the doctor from medical insurance? Have you felt sort
of caught between the insurer out there and the doctor whose fees are
challenged? Perhaps your insurer says you shouldn’t even have that proce-
dure. But the doctor says, “Look, I’m giving you the best medical care I can.
How are we going to pay for this?” We’ve all had guilt feelings about the
difference between what is set by the case manager and what the doctor feels
isrightfully the fee for the many things that are done. The scene includes much
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more than the doctor. There’s an entire group, almost an industry out there,
and most physicians are now in various kinds of firms or partnerships where
they have a full-time claims adjuster. Unheard of in the past—a secretary or
a clerk who keeps after the patient, provides a little distance between the
doctor and the patient with regard to any guilt feelings about going after that
last dollar that’s due, or going after the third-party payer. This third force of
managed care is a very real and permanent part of today’s health care scene.

A fourth new actor on the scene is the litigious advocate, the attorney who
files a lawsuit on behalf of the patient, often with good cause. As aresult, the
insurance rates go up and up while the malpractice insurance for the doctor
skyrockets. What is the malpractice fee now for a high-risk area of medical
practice? A hundred thousand a year? It’s more than was the total income of
that same physician not many years ago.

What is the impact of these two new forces upon what was a fairly close
and intimate relationship between a doctor and a patient? Unfortunately, it
has often driven a wedge between them. There is a growing distrust of the
physician. There is a growing distrust by the physician of the patient.
Defensive medicine is often practiced to protect the physician from a lawsuit.
Various kinds of expensive high-tech diagnostic procedures are employed
just to be safe, to avoid litigation, and the price of health care shoots way up.
Concurrently there is a rise in dishonest claim-filing and kickbacks which is
also destroying the doctor-patient relationship in many respects. Is a state
dishonest when it establishes a kickback on Medicare and Medicaid from
hospitals in order to maximize the federal dollars coming into that state? Is
aphysician dishonest when he accepts akickback because he placed a patient
into a particular hospital? Is it dishonest when the physician pads his bill in
order to get those extra dollars that he feels he needs to run his operation
because otherwise the third-party payer won’t allow full reimbursement? In
the old days, such practices would have been clearly dishonest. And the
patient feels helplessly caught in the middle. As a patient, you have to be a
pretty sophisticated accountant to deal with these issues.

Today’s discussion by our panel is going to address some of the issues that
arise in the doctor-patient relationship. Our first speaker will deal with the
question of empathic expertise within the doctor-patient or nurse-patient
relationship.

Ellen More comes into medicine ina way by the back door. She first studied
British history, and then went on to obtain her Ph.D. in medical history at the
University of Rochester. She was drawn into medicine through a Common-
wealth Fund grant given her as a historian. More recently she has developed
a special interest in the history of women physicians in American medicine.
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Dr. More has been at the University of Texas Medical Branch in the Institute
for the Medical Humanities since 1987. It’s a pleasure to present Dr. Ellen
More, who will speak to us on “Empathic Expertise.”
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EMPATHY, PRODUCTIVITY,
AND THE CARE OF PATIENTS
ELLEN S. MORE

THANK YOU. IT’S A PLEASURE TO BE HERE. IT’S A SPECIAL PLEASURE BECAUSE ONE
of my former medical students from the institute’s first-year course in
medical humanities is here today, sitting in the front row—quite a nice
coincidence!

I'm going to speak to you today about the mixed message today’s
physicians receive from the public, the federal government, and even from
certain sectors of the medical profession itself. The public wants its physi-
cians to care more and charge less. We patients want our physicians not only
to cure us, but to spend more time communicating with us. Communicating
effectively, that is. At the same time, health care administrators, industry,
government, and even patients (when it comes time to pay up), are insisting
that medical costs be stabilized or even reduced. We are asking individual
physicians both to deliver more cost-efficient care and to deliver it in a more
“caring” way.

Paradoxically, these demands occur at a time when the ratio of physicians
to population is at its lowest point in at least half a century. Yet, rather than
finding ways to utilize physicians more effectively, some analysts are calling
for a reduction in the numbers of new physicians entering the profession as
away to cap the rising cost of health care. Despite our deliberate efforts since
the 1960s to increase the numbers of physicians in practice, a recent article
from the Journal of the American Medical Association asks, “How Many
Physicians Can We Afford?™ Is it possible that a different approach might
achieve better results—and at no increased cost?

Today I want to consider a first step toward reconciling our desire to cut
costs while also improving the quality of care. I would like to suggest that
providing physicians with incentives to communicate more effectively and
empathically will contribute to both these goals. For, as we will see, these
goals seem to conflict because, among many other factors, empathic care
takes time and has effects that cannot easily be measured. Therefore, it seems
inefficient. Nor do we reimburse doctors who “just talk” at the rate of those
who perform procedures or tests. Simply put, we just don’t reward physicians
as highly for “care” as for “cure.” Little wonder than an American Medical
Association public opinion survey for 1991 reported that less than one-third
of the public believes doctors spend enough time with their patients.
According to studies cited by a recent Wall Street Journal, doctors spend, on
average, seven minutes actually talking to patients.?
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Yet considerable evidence exists that physicians and patients alike are
showing renewed interest in empathic medicine, both for its benefits and its
effects on cost. Here, for example, are some titles from a few of the recent
articles devoted to the subject: one New York Times headline declared,
“Doctors Find Comfort Is a Potent Medicine.”* Another, in the Journal of
General Internal Medicine, considered “Sympathy, Empathy, and Physician
Resource Utilization.™ And, in the prestigious Annals of Internal Medicine,
a physician wondered “What Is Empathy and Can It Be Taught?” Perhaps a
headline from the Wall Street Journal summed it all up by declaring,
“Medical Science Seeks a Cure for Doctors Suffering from Boorish Bedside
Manners."”

Invoking a tradition ultimately traceable to Hippocrates, Daniel Goleman
began a recent article in the Times with the admonition, “Comfort always,
cure rarely.” Goleman was reporting on several studies designed to analyze
the effectiveness of empathic medical care. In the first of these studies,
conducted at the University of Pennsylvania, investigators examined the role
of patients’ emotions—and specifically their levels of optimism and pessi-
mism—on the long-term outcomes of 122 men following a heart attack. Their
state of mind was found to be a better predictor of death from subsequent heart
attacks up to eight years later than any of the standard medical risk factors
including degree of initial damage to the heart, arterial blockage, cholesterol
levels, and blood pressure. Of the 25 most pessimistic men, 21 had died of
subsequent attacks after eight years; of the 25 most optimistic, just six had
died.® (This is good news for academics, by the way: most of us are incurable
optimists.)

Another study, undertaken by psychologists at Johns Hopkins and North-
eastern universities, examined the long-term effects on patient distress of
training their physicians in the art of empathic listening. At Mt. Sinai Medical
Center in New York, psychiatrists compared the length of hospitalization of
elderly hip-fracture patients who had received psychiatric consultations
during their hospital stays with those who did not. Dr. James Strain calculated
that those who received the consults were discharged an average of two days
earlier than those who did not, a savings of $178,572. He concluded that,
“Physicians absolutely should take their patients’ emotional states into
account when they treat them for medical problems.””

Now, it is certainly true that these studies do not and can not prove that
empathic care “causes” better outcomes for patients, whether measured in
shorter hospital stays or longer lives. For one thing, pessimistic or depressed
patients might have a physiological predisposition to depression that is also
the underlying cause of their poorer outcomes. Such patients, too, may not
comply as fully as the “optimists” with long-term medical advice regarding
exercise, diet, and medication.
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Nevertheless, regardless of the reason for these correlations between better
outcome and greater attention to psychologically attentive medical care, the
fact remains that patients who seek physicians to treat physiological com-
plaints do not always reveal to them the emotional dimensions of their
condition. Furthermore, even when they do try to broach such questions, their
physicians are ill-equipped to provide the counsel and comfort they need. Not
for lack of will, quite often, but for lack of training and time, young physicians
quickly leamn that the facts of medical life in today’s health care system rarely
include the art of listening: we pay lip service to “quality,” but we reimburse
and measure according to quantifiable measures of productivity and (some-
times) efficiency. One looks in vain for any measures of quality of care in
studies of productivity.

Fortunately, the interest in teaching physicians the humane art of empathic
listening has not disappeared. For, as anyone who has been part of the
profession of medicine will realize, this is the core of the doctor-patient
relationship. More to the point, improved communication leads to better
decision making; better decisions produce better outcomes—and probably
cheaper ones, too, in the long run.

I’d like to spend a few minutes, therefore, describing the work of one of the
most interesting practitioners of the art of interpreting the meaning of illness,
Arthur Kleinman, M.D., Ph.D. In 1988 Kleinman, a psychiatrist and anthro-
pologist, published an exceptionally thoughtful book titled The Iliness
Narratives: Suffering, Healing,and the Human Condition(New York, 1988).
His work combines the techniques of psychiatry and ethnography to attempt
an ambitious project: first, he seeks to convey to physicians and patients that
from the standpoint of the patient, “illness has meaning.” Second, he attempts
to persuade physicians that they have the responsibility to help their patients
discover that meaning for themselves.®

Not unlike the researchers described at the outset of this presentation,
Kleinman is convinced by many years’ experience interviewing and treating
patients that the meanings patients assign to their illnesses actually can
amplify the effects of their symptoms. For this reason, as Kleinman writes,
“Witnessing and helping to order that experience [of illness] can have
therapeutic value.” He urges physicians to move from an understanding of
disease to an understanding of the “innately human experiences of symptoms
and suffering,” that is, an understanding of the illness as experienced and
interpreted by the patient. Kleinman calls this “empathic witness of the
existential experience of suffering.”

Kleinman’s recourse to the language of “empathy” is of signal importance
to the success of his project. What he attempts can only proceed by the
cooperative engagement of the physician, the patient, and the patient’s family
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working together. Only by a reciprocal “dialectic of healing” can the
caregiver be brought into the “uncertain, fearful world of pain and disability,”
or can the patient be introduced into the uncertain world of therapeutic
actions.'® In short, this is a process of mutual engagement between patient
and physician to which both must be fully committed.

It is also a process of mutual interpretation of symptoms—what we
sometimes describe as a “negotiated settlement.” Through the act of clinical
listening the illnesses of particular patients become embodied in a“‘particular
life trajectory . . . environed in a concrete life world.” To truly understand,
the physician must understand not only the disease, a biomedical entity, but
also the meaning system by which the patient extracts key elements from his
or her lifeworld and constructs an interpretation of her or his illness."!

To make his methodology more concrete, Kleinman offers examples from
the experiences of his patients. One patient, in particular, impressed me
deeply. Her name (fictionalized by Kleinman, of course) is Alice Alcott, and
she is amiddle-aged, white female. A diabetic, she was suffering from severe
depression following amputation of her leg. Alcott’s diabetes was a nearly
lifelong condition; up till now, she always had coped successfully with her
gradually accumulating series of bodily losses. Now, however, she was
faltering in her ability to regain her self-assurance and overcome the new
challenge presented by her disease. Kleinman was called in to help treat her
depression, which was interpreted—quite appropriately—as a response to
the recent amputation. By carefully listening to the narrative through which
Alcott recounted and interpreted the meaning of her illness, Kleinman
became aware that for her, the amputation of a limb carried a symbolic
meaning far weightier than any of the earlier effects of her disease. In order
to understand this, he needed to understand her life. The process by which
Alcott and Kleinman gradually came to a deeper understanding of her deep
mourning for her accumulating bodily losses, required a reciprocity of trust
and communication best summarized as “empathic listening.”"?

Recently at UTMB our Psychiatry Department received a patient whose
situation, her interpretation of its meaning, and the process by which we came
to understand her interpretive system, will illustrate both the advantages and
the difficulties of listening to patients’ narratives of illness. This patient—I’ll
call her Mrs. W.—was a 73-year-old white female, a widow living alone in
her own house in a small Texas town. She was brought to the hospital with
adiagnosis of clinical depression. Thus far, she could be any one of thousands
of elderly widows anywhere in the country. Mrs. W. recounted the outline of
her life for an audience of about 20 medical students and three members of
the faculty. As she spoke to us, however, she repeated one phrase three times
during the course of heraccount, a phrase none of us immediately understood.
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That s, we could only make sense of it by interpreting it from her perspective,
from within the story she was telling. Three times during a 15-minute
monologue she described herself as “working in public” in the aftermath of
the three major crises of her life: the unhappy ending of her three marriages.
As she putit, after the divorce, death, or disappearance of her three husbands,
she was forced to “work in public.” What, we wondered, could she possibly
mean by that unusual phrase?

Perhaps some of you are familiar with the phrase, whichI amtold, is ausage
heard occasionally in West Texas. For us, however, the words sounded
discordant, strange, coming as they did from a rather timid and unworldly
woman. What could “working in public” possibly mean to her? To us, her
words conjured up the image of work in a public setting, perhaps as a product
demonstrator, a salesperson, amodel, or a television newscaster. This was so
clearly an inappropriate interpretation that we were forced to dismantle our
own associations with the phrase and start all over, this time from her point
of view.

The meaning we discovered for Mrs. W.’s words helped illuminate her
entire condition. As we considered the story told by this very modest woman,
raised in a traditional rural setting with the typical expectations for a woman
of her time and place, we began to understand that what she really meant was
something like this: “Each time I experienced the calamitous end of my
marriages, economic circumstances forced me to leave the privacy of my
domestic sphere and go out in the world to earn a living.” In other words, she
was forced to “work in public.” Her jobs were in no way extraordinary; she
was not the anchorman on the six o’clock news. She was not, in the sense we
understood it, working in public. But to Mrs. W., being forced to work outside
the home was degrading, akind of public humiliation, an exposure. Her sense
of abandonment was, it turned out, central to understanding her interpretation
of her depression.

Unfortunately, the process I have just described, of unpacking and trying
to understand this patient’s interpretation of her illness, did not occur in the
presence of the patient. The fact is, our efforts at understanding took place
in private, long after this patient interview was completed. But although this
was not a successful instance of empathic doctor-patient communication, it
is an example of the way that the humanities and social sciences are being
used, at the Institute for the Medical Humanities and in many other medical
schools, to help us move forward with the task outlined by Arthur Kleinman
and many others: the task of interpreting the meaning of illness.

Yet there are many obstacles both to teaching and implementing the
practice of empathic caregiving. Because empathy may not be terribly
difficult to learn, but it is quite costly to practice, costly, that is, as an



54 The Philosophical

expenditure of time. In fact, as I've already suggested, the desire to integrate
empathy and expertise seems to run counter to that other demand on the health
care system, the pressure to reduce cost. And, because physicians act as the
gatekeepers to some of the costliest tests and procedures, one means of
reducing costs favored by many analysts calls for reducing the number of new
physicians and increasing the productivity and efficiency of those already in
practice.

The pressure for productivity is not a new one, but it has intensified since
the projection about 10 years ago of an apparent oversupply of physicians.
Ironically, this “oversupply” has resulted from a deliberate national policy
to counter a physician shortfall projected by federal studies conducted during
the 1950s. In response to those projections, 41 new medical schools were
opened between the 1960s and the 1980s while the class size of existing
medical schools was increased substantially. According to most accounts, the
ratio of practicing physicians to population increased by approximately one-
third between 1976 and 1986, from 135:1000 to 181:1000. In absolute
numbers, physicians have increased by 50 percent during the same period."

Now, even while millions of Americans lack access to even minimal care,
some analysts are targeting the supposed oversupply of physicians who, they
contend, practice inefficient and unproductive medicine and fuel the steady
rise in health care costs. This analysis thus defines the crisis primarily in terms
of cost, claiming that high costs are what prevent millions of Americans from
receiving adequate health care. But by emphasizing cost and deemphasizing
structural issues such as the maldistribution of physicians and other resources,
no attempt is made to creatively utilize the so-called glut of physicians
already in practice.

What is more, and this is my particular concem today, if measures to
increase physicians’ productivity and efficiency do not also attend to quality,
in the words of policy analyst Aaron Wildavsky, we will be “doing better and
feeling worse.”'* Because people feel better and do better when they are
treated better—as patients and as persons. But, when physician “productiv-
ity” is defined, as it is in most studies, as the number of hours worked per year
and the number of patients seen per hour, quantity will edge out quality every
time. Introduction of DRGs, MMIs (medical management information
systems), decision analysis, and other ways to standardize decision making
and improve outcomes can supply an appropriate and necessary rationality
into diagnostic and therapeutic decisions. It will not, by itself, give patients
or doctors better satisfaction with the outcome of their encounters.

Unfortunately, empathy does take time. But if it increases patient satisfac-
tion and, by improving decision making, also improves outcome, it would be
time well spent. Given our present oversupply and uneven distribution of
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health care professionals, what is to keep us from building in a few more
minutes per patient? To be sure, empathy isn’t a “quick fix.” But, a little
empathy can go a long way.

Thank you very much.
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WAYNE HOLTZMAN, MODERATOR

Thank you, Ellen. Our second speaker on the panel, Anne Hudson Jones,
also comes into medicine by the back door. She received her undergraduate
training in French and did her dissertation as a doctoral candidate in
comparative literature at the University of North Carolina. She comes to us
asaprofessor in the Institute for the Medical Humanities, where she has been
since 1979. Currently serving as editor-in-chief of Images of Nurses:
Perspectives from History, Artand Literature, Dr. Jones will speak to us today
about listening to the voices of patients, in particular the voices of mental
patients, in “Asylum—From the Patient’s Point of View.”



56 The Philosophical




Society of Texas 57

ASYLUM—FROM THE PATIENT'S POINT OF VIEW
ANNE HuDSON JONES

THE PAST THIRTY YEARS IN THIS COUNTRY HAVE CERTAINLY BEEN TURBULENT TIMES
for mental health care. The trend toward deinstitutionalizing mental patients
—thatis, discharging them from mental hospitals to ““the community,” which
all too often has turned out to be a euphemism for “the streets”—had begun
already by the late 1950s. Deinstitutionalization accelerated in the 1960s and
the 1970s, so that by 1980 the census of patients in mental hospitals in this
country had dropped to 140,000 from a peak of 558,000 in 1955.!

By the end of the 1980s, however, I think it was obvious to even the most
casual lay observer of the plight of the homeless in this country that
deinstitutionalization, as a policy of mental health care, was a failure. Indeed,
watching frankly psychotic people trying to fend for themselves on the
streets, one could only wonder how such a practice—or policy—could ever
have seemed sensible. It is not my main purpose here today to give a history
of deinstitutionalization, but I think it’s important to sketch briefly the
reasons that are usually cited. Some are conceptual, evenidealistic; others are
unabashedly pragmatic. They include the attacks upon the concept of asylum
by prominent sociologists, psychiatrists, and historians, including R. D.
Laing and Michel Foucault; the general distrust of authorities that reigned in
the 1960s; the vigorous efforts of civil rights advocates to free institutional-
ized mental patients; the development of palliative chemotherapy, the
psychotropic drugs such as Thorazine, which came on the market in this
country in May 1954; and, last but not least, the perceived economic
advantagestothe states. In February 1954, a National Governors’ Conference
on Mental Health was convened, at which representatives from all the states
agreed that their states would go bankrupt unless something could be done
with the chronically mentally ill other than support them for life in state
mental hospitals. The availability of Thorazine three months later showed
them a way to return the mentally ill to “the community.”?

There is another component that bears mention. That is the role of writers
and filmmakers in shaping public attitudes. For example, Ken Kesey’s One
Flew over the Cuckoo's Nest—the best-selling novel from 1962, the film
from 1975—is the apotheosis of a muckraking subgenre that exposes the
abuses of mental patients by their caretakers, who often seem more in need
of psychiatric help than the patients themselves. Because my field is
literature, I was especially curious about the images of asylum presented in
twentieth-century American autobiographical accounts of mental illness.
Before I began systematically reading a selection of these works, I expected
to find prevailingly negative images that would help explain how our society
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came to value deinstitutionalization above asylum. Although I did find
negative images, I also found something I did not expect: an overwhelming
affirmation of the concept of asylum, even in muckraking works explicitly
written for the purpose of reform. The works I read document and expose
abuses, but they also demonstrate the powerful positive values of asylum and
lead to an obvious conclusion: the fact that the concept of asylum can be
abused does not mean that it should be abandoned. I'd like to remind you of
the original meaning of the word asylum, from the Greek: a safe place of
refuge or sanctuary, a place that is inviolable. So strong is this sense of
inviolability in the meaning of asylum that in Greek society it was considered
asacrilege against the gods to force anyone to leave an asylum against his or
her will.

The works on which I base my presentation were published between 1908
and 1969. Some are autobiographies; others are autobiographical novels.
Some are by women; some are by men. The authors have all been through the
experience of mental illness, been institutionalized in an “asylum” of sorts,
recovered, and written about their experiences. They are experts on asylums
from the inside, and there is remarkable agreement among them about four
major points: first, the need for asylum; second, a corollary, the need to be
with other mentally ill patients; third, the need for a significant human
relationship with someone in the asylum, either another patient or amember
of the staff; and fourth, the need for the medical professionals to have “heart
as well as head.”

Because of time constraints today, I obviously can’t discuss all the works
thatI have read, but I do want to mention three briefly, to demonstrate for you
some of the evidence on whichI base my claims. I'll speak briefly, then, about
three works, one from the first decade of this century, one from the 1940s, and
one from the 1960s.

The first work that I want to discuss is chronologically the first work by an
American mental patient to receive any significant attention. It is Clifford
Beers’s autobiography, A Mind That Found Itself, which was first published
in 1908. In the epigraph, Beers says: “This book is written by one whose rare
experiences impel him to plead for those afflicted thousands least able to
speak for themselves. In one way or another, this sentiment is repeated by
the authors of all these works. They are very much aware that they are the
lucky ones who recovered and that they must speak for the thousands of other
patients who were never able to speak for themselves.

After an inept and unsuccessful attempt at suicide, Beers was confined in
a series of three mental institutions for a period of several years, with
diagnoses of depression, dementia praecox, and ultimately mania. He was
first confined for eight months in a private proprietary (for-profit) hospital,
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Stamford Hall, in Stamford, Connecticut. Next he was committed for
fourteen months to a private corporate (nonprofit) mental hospital, Hartford
Retreat, also in Connecticut. From the Hartford Retreat, he was transferred
as an indigent patient to the state, or public, hospital, Connecticut Hospital
for the Insane, in Middletown, where he stayed for almost a year. Thus, Beers
had experience in the three different kinds of mental hospitals that were
available in the United States in the first decade of this century.

Beers documents abuses in all three; ironically, it is in the state hospital
where he is cured, albeit more in spite of his treatment than because of it. Yet,
even given the abuses he observed and suffered himself, Beers profited from
his stay in the asylum, and he knew it. When he first arrives at the Hartford
Retreat, for example, he attributes his new feelings of contentment “to an
environment more nearly in tune with my ill-tuned mind. While surrounded
by sane people my mental inferiority had been painfully apparent to me, as
well as to others. Here a feeling of superiority easily asserted itself, for many
of my associates were, to my mind, vastly inferior to myself.”* What Beers
expresses as a feeling of superiority, others express as a feeling of belonging,
of at last being at ease when they are out of the world of the sane and in the
asylum. Despite Beers’s explicit muckraking purpose, near the end of his
book he affirms again his belief in the concept of asylum: “Realizing that my
detailed account of abuses may disturb relatives and friends of the inmates
of our hospitals for the insane, I feel it my duty to express again my belief that
mostinsane persons are better off in an institution than out of one.” And Beers
offers specific advice to physicians: “Physicians throughout the country
engaged in work among the insane may profitably take this observation to
heart,—and ‘heart’ I use advisedly, for it is the quality of heart rather than the
quantity of mind that cures or makes happy the insane.” This advice is
repeated by many of the other authors in much the same words.

The second work that I want to give some attention to is Mary Jane Ward’s
1946 autobiographical novel The Snake Pit, based on her own nervous
breakdown and nine-month stay in a state mental hospital with a very large
patient population. This popular novel, a selection of the Book-of-the-
Month-Club for April 1946, was reprinted in part in Harper's Bazaar,
condensed in Reader’s Digest, translated into five languages, and made into
aHollywood film that was released in 1948.” The film bears little resemblance
to the original work, changing its focus entirely to depict a successful
Freudian analysis that did not take place in the novel. I'll discuss only the
novel and not the film.

The novel’s protagonist, Virginia Stuart Cunningham, is a professional
writer. She has suffered a nervous breakdown for reasons that neither she, her
doctor, nor the reader ever understands, and has entered a state mental
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hospital because her husband cannot afford to send her to a private one. In
Juniper Hill Hospital overcrowding and understaffing are the main causes of
dehumanizing conditions and poor care of patients. Forexample, Cunningham
is allowed to shower only twice a week; there are two shower stalls to
accommodate forty to fifty women. There are no doors on the toilet stalls, no
toilet seats, and frequently no toilet paper either. There are not enough food,
sheets, pillow cases, covers, even beds. There are notenou ghdoctors, nurses,
or attendants to provide good care for the multitudes of patients, and some
nurses and possibly a doctor suffer breakdowns of their own as aresult of the
terrible conditions in which they have to work.

Cunningham considers Juniper Hill Hospital a snake pit of the old variety,
but with some modern refinements: The disturbed ward stinks of paralde-
hyde, and Cunningham, like other patients, has to endure repeated shock
treatments. Despite these wretched conditions, when Cunningham finds
herself on the worst ward yet, she is oddly pleased. Her account makes clear
the importance of being able to descend to the lowest layer of the self. She
says:

. . . the hopelessness that had been hounding her had
lessened and for the first time she dared to believe that she
might get well. Perhaps her foundation for this beginning
of optimism was childish or, terrifying thought, perhaps it
was the start of delusions. However, when you realize you
aren’t the sickest in your ward, it does something for you.
... Shock treatments. Why bother with insulin, metrazol,
or electricity? Long ago they lowered insane persons into
snake pits; they thought that anexperience that mightdrive
a sane person out of his wits might send an insane person
back into sanity. By design or by accident, she couldn’t
know, a more modern “they” had given V. Cunningham a
far more drastic shock treatment now than Dr. Kik had
been able to manage with his clamps and wedges and
assistants. They had thrown her into asnake pitand she had
been shocked into knowing that she would get well.®

It is the experience of the most disturbed and hopeless ward that leads
Cunningham back to mental health. And even as she is leaving the asylum
she so despises, she realizes that “Juniper Hill, the shelter patients devoted
their sane moments to hating, was indeed a shelter.” Reforms are needed,
yes, but the asylum has served its purpose for her, and she realizes that it does
so for other patients as well. What is needed most of all is money to hire more
staff.



Society of Texas 61

This need for asylum—even when the asylum offered looks horrifying to
nonpatients, that is to family and friends—is nowhere better depicted than in
I Never Promised You a Rose Garden, the 1964 autobiographical novel of
Hannah Green, pseudonym for Joanne Greenberg. The teenaged protagonist
of this novel, Deborah Blau, is brought by her parents to a private mental
hospital after she has tried to commit suicide. Deborah’s diagnosis is
schizophrenia. Although the hospital is a red-brick, run-down Victorian
house in the country, it has bars on its windows, and the high, hard scream
her parents hear from one of the barred windows makes her father, especially,
want to take Deborah home again. Deborah’s mother prevails, and they leave
Deborah at the hospital.

All wards of the hospital offer two important privileges: “starkness and
crudity.”'° After Deborah rakes the insides of her arms with the top of a tin
can until her arms are a gory, bloody mess, she is moved to the Disturbed
Ward. Deborah is at first terrified to be on the Disturbed Ward:

Women were sitting bolt upright in bare chairs, and
sitting and lying on the floor—moaning and mute and
raging—and the ward’s nurses and attendants had big,
hard, muscular bodies. It was somehow terrifying and
somehow comforting in a way that was more than the
comfort of the finality of being there. Looking out of a
window barred and screened like a fencer’s mask, she
waited to find out why there seemed to be some subtle good
about the frightening place. . . .

... and Deborah suddenly knew what was good about
D ward: no more lying gentility or need to live according
to the incomprehensible rules of Earth."!

It is not until she is well again that Deborah really appreciates what her
parents have given her by allowing her to stay such a long time in the asylum,
on the Disturbed Ward, with no sign of progress. They have given her the
opportunity to fight her way back to sanity. At least one patient was not so
lucky. The patient, named Carmen, is admitted to the Disturbed Ward, but
then is taken home by her millionaire father the first time he visits. The
patients read about Carmen’s suicide in the paper.

Deborah is blessed in her psychiatrist, an internationally known analyst
named Dr. Fried, who is based on the real analyst Freida Fromm-Reichmann.
Dr. Fried is warm and caring, but also tough and honest. She makes no false
promises, but assures Deborah of her own inner strength and potential mental
health. Dr. Fried is described by another analyst as “a fine doctor,” by which
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he means one with brains. Another analyst answers that although Dr. Fried
is brainy, “‘after you know her a while, you’ll find that with little Clara Fried,
brains are only the beginning.’”"?

In summary, the implications of these narratives are clear: first, the concept
of asylum, a place of shelter or sanctuary from the world of the sane, is the
most important thing of all in the healing process for the patients depicted in
these works. An important aspect of such an asylum is that it provides
Disturbed Wards where mentally ill patients can be free to experience and
fight their illness. Second, being with other mentally ill patients is also a
crucialelementin these patients’ experiences. Whetherit simply provides the
basis for elemental human bonding or whether it shocks like the snake pit and
brings the patient back to health, being with other patients is an important part
of the cure. A third important factor is having asignificant human relationship
with someone, whether it be doctor, nurse, attendant, or patient. Who it is
doesn’t matter nearly so much as that it is. To realize that often the significant
person in a patient’s return to mental health is another patient may be very
threatening to health care professionals. Fourth, and finally, for professionals
inmental health care, the most important thing to be learned from these books
is that heart matters as much as head. A warm, caring person can be more
effective than the brainiest cold, impersonal one.

In conclusion, as we make decisions and policies about future care of the
mentally ill in this country, we should be instructed by mental patients who
have experienced institutionalized care in the past. Although those mental
patients who have recovered and written about their experiences are a small
number of the whole, still their accounts must stand as testimony for those
who did not recover and who have no voice. If the burden of these patients’
stories is that asylum was a critical component of their recovery, then we must
rethink our practice of deinstitutionalization and restore the concept of
asylum in our care of the mentally ill.
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Questions and Answers

Wayne Holtzman: We have a few minutes for comments or questions. Please
step to the microphone and give your name so that it will be on the record for
our proceedings.

Henry Bell: Henry Bell from Tyler. I'd like to ask Ms. Jones—having
personally been involved with the East Texas MHMR Center for about 15
years in one capacity or another—what comments she would have on the
quality of care of these MHMR community centers as well as the quantity and
economy. Thank you.

Anne Hudson Jones: I don’t mean by what I have said here today to defend
bad institutions. There’s no question that the institutions many, if not most
mental patients, have been in are bad. I think the concept of community care
is very important. Had there been community-care centers that could have
served as a place of refuge for mental patients who were released from the
large institutions, I think that deinstitutionalization might indeed have
succeeded in fulfilling the ideal that many thought it would. But the monies,
the facilities, have just not been there in the numbers that are needed. I'm also
aware that what these patients have presented is not an economic answer; it’s
aconceptual answer, a cry to tell us what they need. Yet economically, if we
can provide a form of care that allows patients—more patients—to recover,
then we’ll ultimately save money—as well as lives.

Wayne Holtzman: Mark?

Mark Yudof: I’'m Mark Yudof from Austin. This is to Dr. More. I guess what
I want to say is I have some skepticism about your view of all this, and I’ll
justexplain it. I suppose that part of the problem is that empathy costs money
because empathy takes times and time is money for a professional. And I
remember being particularly annoyed when it took me three months to get
in to see my G.P. only to discuss the flowers and local politics and the birds
the first half-hour, and I had the feeling I would have been better off with a
six-week wait, rather than a three-month wait, with less empathy and less
conversation. But I'm a lawyer, so . . . I guess what I would say is the way
your argumentis constructed, it’s both sort of instrumental and deontological.
It is to say that this is the best of all worlds, that empathy is virtuous, that it
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gets patients well, that it employs unemployed doctors, that it allows you to
engage in a sort of feminist philosophy because you listen to human voices
instead of just scientific rules, that it fits in with symbiotics because you
interpret signs from people, and it also is amenable to expertise, empathic
expertise, meaning that itis a learned characteristic rather than just one which
people have, perhaps, like being good actors or people who are good at
athletics, where it’s partially learned and partially capable. I’'m very skeptical
that all that is true. It would be very convenient if it were true. Suppose, this
is my question to you, suppose it turns out upon further study that empathy
doesn’t make people get well better. Suppose it turns out that the optimism
that some people have is generated by internal physical characteristics which
physicians yet cannot measure and ascertain, that is, they are optimistic
because they are, in fact, likely tolive longer. Would you still take the position
that you do, that empathy should play such a major role, if it could not be
shown to be in the best interest of the patient, in the instrumental sense of
making them better more quickly or improving their prospects or whatever?

Ellen S. More: Well, I would say, first of all, I hope the tape was on because
you’ve done a fair and concise job of describing the virtues of empathy. Now,
I'myself did say that the claims of those studies reported in the Times—I have
not read the actual studies themselves—are not solid enough for me to say,
“Empathy made this happen.” And in fact, as  also said, with reference to the
role of optimism or pessimism, a suppressed immune system, for example,
might be at work; it is not yet possible to say what was “cause” and what was
“effect.” So I clearly agree with you that that requires far more psycho-
immunological study than we have done, although those kinds of studies no
doubt are being undertaken.

Ialsosaid that I think perceiving empathy as a quick fix is to miss the point.
The point is that patients are suffering in more ways than one and this is one
way to address that suffering. But the other side of the coin is that I think
physicians are suffering, too. I think physicians would like to provide more
empathic care. [ also think, in regard to your own experience, that if you had
to wait for three months and then spent half an hour talking about—I don’t
think you said “the birds and the bees,” you probably said “the flowers and
the trees”—but whatever it was, if it didn’t seem relevant to you, that was not
empathy on the part of your physician. It was clearly not a case of his
accurately assessing your needs at the time. Therefore it was surely not an
example of empathic care. In general, I would have to say that I am always
skeptical, but I based my comments on my perception that today, when
physicians and patients emerge from their encounters, neither one seems
terribly pleased with the results. Empathy is part of the answer.
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Wayne Holtzman: Bryce, can you step to the mike?

Bryce Jordan: I'm Bryce Jordan from Austin. When one talks about the
empathetic care of the ill, one’s mind leaps ahead almost immediately to the
education of the caregiver. And some of us know a great deal about the very
pioneering work that’s been done in your institute here in Galveston, and I've
had a tie with another medical school whose work in that field stemmed
almost directly from Galveston. Many lay people don’t understand the
importance of humanistic, as well as humane, education for the physician. I
wonder if one of you would comment on that just very briefly as to the
importance of this kind of education in the curriculum.

Wayne Holtzman: You’re at it longer than she is, Anne. Why don’t you take
that?

Anne Hudson Jones: Okay. I think that the things that Ellen More was saying
earlier in her talk are to the point, that most of the premedical training that
students get is very technical, it’s very scientific. They come into medical
school as excellent students who have worked very hard in the sciences, but
many of them have never been sick themselves, many of them have never
cared for sick people, perhaps, have never even been with sick people. When
they move onto the wards in their third year and start seeing patients, they’re
seeing human beings who are sick, as opposed to seeing disease entities in the
laboratory or reading about them in the textbook. To try to help them
understand the experiential world that sick people live inis alarge part of what
we try to do. There are many ways to do that, but, since my field is literature,
among the things that I think work is having students read accounts of what
it was like for someone to be ill, to learn from someone who's been through
the experience if they haven’t been through it themselves. For example, the
stories that I’ve talked about today—the stories of mental patients—have
much to teach us.

Wayne Holtzman: As a medical educator and recent president of the
university,I’mgoing to ask Bill Levinto comment on that particular question,
if he would.

William C. Levin: I’'m going to comment as an oncologist because [ was, and
still am, I hope, a hematologist oncologist. In dealing with people who have
very serious illnesses, particularly incurable malignancies, I think that the
empathy is absolutely essential to care for the whole patient. I’'m not speaking
now about the surgical procedures that sometimes are huge. I'm not speaking
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about the use of chemotherapy or radiation therapy which invariably
produces additional illness. But it is absolutely essential, in my opinion, that
empathy be an important part of the management of that patient from the
standpoint of the responsible physician. All too often, itis my observation that
very young physicians who have never been ill themselves, who become
oncologists, fail to use empathy, I think sometimes because they are fearful
ofinjuring theirown psyches, theirown sense of well-being, by admitting that
they are dealing witha very trying human problem, and here is a very practical
area in which empathy plays a most important role. And I hope, Dr. More,
that you would be willing to accept the importance of empathic expertise with
respect to physicians dealing with very ill patients.

Ellen S. More: Absolutely. Not only do I accept it, but I would add just one
additional point to the comments you’ve made: the fear of violation of ego
boundaries, or losing oneself and losing one’s sense of self (as you’ve just
described it), is perhaps at the heart of why novice physicians hold back in
their relationships with their patients. This fear is addressed in the medical
education literature of the 1950s and sixties under the heading of “detached
concern” or “distanced caring.” It is interesting to note that as we’ve become
more interested in this phenomenon and in reassuring medical students that
they need not be afraid that empathy will compromise their sense of personal
integrity, the literature has begun to convey a different message. We now
address the issue, these fears, by acknowledging that for empathic commu-
nication, it is necessary to momentarily lose one’s sense of self, but that one
regains it again almost immediately. I think Dr. Levin’s point is absolutely
true.

The other point I would make is that empathy is more than just “heart.” It
is “heart” and “head” together. It is affective and cognitive. It doesn’t work
if you’re just being emotional, if you're just “feeling into” (the literal
translation of the term “empathy” from the German). I didn’t want to get into
the technical history of the interpretation of empathy, but this last point is
essential to an understanding of the concept.

Wayne Holtzman: Yes?

John Cooper: John Cooper. I'm an educator. I share the points of view that
have been expressed here that empathy is tremendously important, not only
in the medical field, but in the educational field. One of my concerns relates
to the fact that I see this whole problem of health as part of a much larger
whole. It’s part of the global condition of our society, and it seems to me that
that must be approached seriously with new and innovative procedures,
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methodologies. I think schools have a role in this regard because one of the
great names of the large school system, and I think one of the reasons that we
have such a high incidence of problems in big-city schools, is that they are
made up of great bureaucracy, and bureaucracies are by nature, I think,
cautious in the development of new practices. And so I would see the, I would
bring us back to the point that was made this morning. Dr. Rostow and I went
to the same high school, the Hill House High School in New Haven,
Connecticut, and we had an excellent education. I suggested to him that he
ought to go back and look at Hill House High School today. He would not
recognize it. The doors are locked, the police are there, it’s a declining kind
of condition. And so I would say that whatever we can do that would
encourage new developments, new practices, they should be done, but they
should be done keeping in mind the global condition that we are in, all of these
things seem to interlock. I thank you.

Wayne Holtzman: Dr. Howe?

John Howe III: I have an observation and a question. The observation is that
after listening to the testimony for the past two or three hours, it is with some
trepidation that I come before you to admit that I’m a physician—a doctor.
And the second is a question, in the spirit of this morning, is it okay to share
some good news? And that s, as  was listening this morning to the comments
of altruism, sense of community, quantity of heart, empathy, etc., and at the
same time, the comments that all of this is going to be recorded, I think that
before we break for lunch, I just wanted to share three quick stories that I think
underscore what is happening in Texas today.

One is the story of a recent Board of Regents meeting in which Dr.
LeMaistre told the story of South Texas having the highest rate of cervical
cancer in the country and that the physicians at M.D. Anderson are doing
something about it. Whether you’re poor or whether you’re rich today in
South Texas, and you have a pap smear, the doctors at M.D. Anderson will
read that. Secondly, at the same Board of Regents meeting, I heard Dr. James
tell Regent Temple, among others, that in fact there is primary care in East
Texas today at two sites, thanks to the physicians at Galveston. And, most
recently, at the Cameron County Courthouse, I was given the opportunity by
Dan Morales to be examined and cross-examined for two hours as part of the
Maldef suit and had a chance to talk about the $42 million of free care given
by the 400 physicians at the Health Science Center in San Antonio and the
29 physicians that are practicing in the small towns in the Valley as a result
of our family practice program in McAllen.
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But let me also at the same time tell you a story of just two days ago, in
visiting with, and this will get back to Dr. Rostow’s comments, the heads of
all of the student organizations at the Health Science Center—about 20 or 25.
Five years ago, when I met with them, they complained about parking and
they complained about library hours. Not so this time. What they wanted to
do was to tell me that they had participated in a program in San Antonio
overseen by Mr. Menez to give 17,000 dinners on Thanksgiving to the poor
of our community. Our students participated in that, and there were other
things as well. But, equally importantly, as we look to the future, Dr. Mullins
could report to you that this year, there were 2,800 young people that applied
for the 800 positions for next fall for the UT medical schools, and those kiddos
are bright, young, aspiring, choosing to come into medicine, when in fact
there are turbulent times. So I would just end by saying that as we look to the
future, indeed there are challenges over the past two or three years, but I think
thanks to Governor Hobby, Senator Farabee, Senator Krier, there are some
things in motion here in Texas that I think are very, very positive. Thank you.

Wayne Holtzman: Judy?

Judy Yodof: I'm Judy Yudof from Austin. I'm not a physician, but the last
15 years, I've been a volunteer, primarily in my community in mental health,
and I wouldn’t like to end on a sad note, but I don’t see the future of mental
health in the state of Texas from a very positive perspective. Dr. Jones, I
appreciate your impressions from the patients’ point of view because I think
the policymakers ought to be more concerned about patients’ point of view.
However, the biographical sketches that you drew for us, I believe under
today’s funding, those patients could not be seen in the bulk of institutions.
And, although I know you know that, I wanted to be sure everyone else in this
room knew that, and my personal prejudices that perhaps we ought to bite the
bullet on the care of the chronically mentally ill, the people that are at the
extreme end of the spectrum, who we can perhaps do very little to help, and
start considering preventing people from becoming part of the population of
the chronically mentally ill. Now mental health professionals may think that
there’s a naivete to my comments, and perhaps we can’t prevent all those
people who are before crisis from becoming part of that census of chronically
mentally ill, but I would like to think that we could prevent some of them from
joining that population. And I don’t see how we’re ever going to get out of
this revolving-door syndrome at our state institutions unless we work to
reduce the number of people who are going to become part of that pool. And
I think that the state of Texas has perhaps taken an amoral position in
deinstitutionalization because it hasn’t just been to put people in a less
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restricted environment, but it has been instead to follow a court order to
reduce the ratio of staff to patients, and there has never been an investment
in this state in the community resources. So we are putting people who
perhaps have no families to go back to, very little support in the community,
literally on the street waiting for them to be sick enough, stay alive to be sick
enough, to be seen again in our institutions. I have enormous problems with
that as a lay person, as a potential consumer of any of these services. We are
putting them atrisk, and we are putting other innocent people atrisk by putting
these people who have so few coping mechanisms and so few family and
societal support systems to depend on to help them out. Thank you.

Wayne Holtzman: Did you want to comment on that, Anne?

Anne Hudson Jones: I think your comments were eloquent, and I entirely
agree with you. I personally don’t think I'd do very well living on the streets
in Houston. And when I see the mentally ill living on the streets—Ilike you,
I despair. I'm surprised that they can survive at all. Thank you for your
comments.

Wayne Holtzman: We have time for just one more comment. Ralph Spence
has been waiting to say something.

Ralph Spence: Ralph Spence, from Tyler, yessir. I was intending to join the
previous speaker and was quite moved by her and show my own mental illness
by being willing to talk to you folks after following her. But I did want to be
the good news part. We were talking about access and availability, and we
have our regent, Miss Ellen Temple, here, so I wanted to report and get in the
record that the University of Texas Health Science Center in Tyler has a
program of call-a-nurse 24 hours a day, so that mamas with sick children or
anybody who feels sick can call this nurse and talk about their symptoms and
what they 're doing and get advice or get reference. And I think that’s a great
service of access and availability, and I want to record it for the UT Health
Center. Thank you very much.

Wayne Holtzman: There is obviously more good news to share among
ourselves, but we’ll have to do it informally since time is up. I’m sure Stella
Mullins has inmind some things going on the mental health field as well. And
I would like to invite anyone who wishes to pursue this further to contact any
of us in the mental health field. We're very eager to share some of these new
ideas with you. Many of you are aware of the work of the Hogg Foundation
for Mental Health and of the Mental Health Association in Texas, in moving
the state toward community-based care for the mentally ill. Thank you all.
We are now ready for lunch.




70 The Philosophical




Society of Texas 71

Panel 111
WILLIAM SEYBOLD, MODERATOR

MAY [ ASK YOU TO COME IN AND TAKE YOUR SEATS PLEASE SO WE CAN GET THIS
session started?

Thank you. I'm Dr. William Seybold. I come out of retirement today to
moderate this panel at the request of our president Bill Levin. It is my
privilege to do so. This is a fine program he’s planned for us. We’re changing
our plans a bit for the afternoon, for medical reasons. Dr. Stanley Joel Reiser
of Houston, listed as our first speaker, became ill with the flu yesterday, so
it was too late to fill in for him. We’re going to expand the assignment of each
of our speakers but shorten our program, and instead of going until 4:00, I've
asked each speaker to limit his comments to 30 minutes. We’ll have 30
minutes for discussion, or maybe longer if needed, and plan to end our
discussion about 4:30 instead of 5:00.

This afternoon’s session is to be a symposium on technology and its
influence on medicine. We're all aware it is a major factor, not only in the
success of medicine, but in producing some of the problems of modern
medicine: the problems of the relation of the physician and the patient, the
problems of the cost of medical care, the problems of organizing medical
care, and a lot of the attendant problems that have been the result of our
revolutionary changes in medical technology. I think you all will be
interested and amused to be reminded that 10 years ago the Society addressed
itself to health and medicine in the eighties when Mickey LeMaistre was
president of the organization and the meeting was in Dallas. So, here we are
again, 10 years later, when circumstances have changed, times have changed.
The basic problems haven’t changed, but some of the problems in the context
of today’s society have changed, and we are addressing some of these
problems of health and medicine again.

I’m convinced that there are no serious human concerns thatever get finally
settled. We analyze them, we study them, we debate them. We debate them
in the context of the current times, our current society, our current mores. We
try to inform ourselves so that we can hear the various expressions about these
very basic problems. The best we can hope is make judgments about how to
address those problems and outline some course that can be tried that sounds
sensible and that has to be tentative because the world does change. So here
we are again in 1991, 11 years later, talking about health and medicine. And
no doubt our successors and those attending years from now will be talking
much about the same things.

As we all know, a lot has changed in our society, in general, and a lot has
changed in the health care scene in particular in the last 10 years. The MRI
(magnetic resonance image) is an example of some of the technological
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innovations that are tremendously expensive and tremendously productive.
That is only one example. There was a story in the Wall Street Journal about
a week or two ago about a new drug that’s just been produced that is capable
of saving lives of young people with a particular kind of bacterial infection,
and I believe a single dose costs $3,000. And the question is, can we afford
it? If used in a widespread manner, what will that do to the cost of medical
care, and will the cost, with the limited resources, take something away from
some public health services to the young or to the elderly? With the world of
limited resources and infinite demand, there are some hard choices that we
are addressing today.

I saw an expression recently that I rather liked, comparing Americans to
children in toy stores: we wanted everything we saw, but we didn’t have the
money to pay for them. Our problem is to try to find, as the term was used
this morning, what’s decent, what'’s fair, within the limit of our resources, and
the same time, because our resources, we all are learning, are limited, have
always been limited, and, now even more than in our past as a nation, promise
to be limited in the future.

The concerns we are addressing this afternoon deal with not only this
impact of technology, that was what Dr. Reiser was supposed to address
primarily, but with some of the other moral and ethical concerns that we have
not touched on, or that were not touched on in this moming’s meeting,
concerns that involve all of us, concerns that you have read about, concerns
for which we have no pat answers, but, again, those that do invite our
intelligent discussion and argument and, hopefully, we can address and have
a better understanding of, and solve in a better manner than we have in the
past.

Before I stop to introduce our first speaker, let me review briefly a list I got
from Dr. Reiser’s paper that he has been unable to deliver to us. He goes
considerably into the history of the instrumentation and technology of
medicine, and he listed the instruments that were developed in the nineteenth
century that had a great deal to do with the improvements of medicine in the
nineteenth century. And I'll compare those, not to a list of what’s happened
in the twentieth century, I wouldn’t be capable of giving a complete list
without considerable study nor in a time frame that you would find enjoyable.
But, in the nineteenth century, we had such innovations as the stethoscope,
which I expect in its most costly version was not over $10 or $20; a
laryngoscope to look down our larynx; an ophthalmoscope to look at the
retina of our eyes; a microscope; and, of course, some chemical agents and
chemical apparatus which was not limited to use in medicine but in many of
our sciences, the sphygmomanometer (a blood pressure machine), the
electrocardiograph in its infancy, and the clinical thermometer, and that’s



Society of Texas 73

about the total list of technology of the nineteenth century. And none of you
could count the current introductions in your lifetime, even the younger ones
I see in the audience, on the fingers and toes. All these things have
revolutionized medicine and revolutionized some of our problems.

Well, so much for all the technology. Some of our problems are not only
due to the cost of medical care, some are due to our life-style, which we’re
all quite aware of, and which were referred to thismorning. And I’ll leave life-
style torecitation of acartoonthatI saw several years ago in one of the medical
magazines where the fellow was sitting on the end of the examining table
talking to his doctor and he said, “Doctor, I didn’t come to you to be told that
I was burning the candle at both ends. I came for more wax.” And so, that’s
what most of us do. We continue our life-styles and go to the doctor for more
wax. We do need to change our life-styles, because we bring on many of our
own ills, but that won’t solve all the problems we are addressing today.

Our first speaker this afternoon is Dr. William J. Winslade, whois alawyer
and a doctor of philosophy. He is the James Wade Rockwell Professor of
Philosophy of Medicine at the University of Texas Medical Branch here in
Galveston. He is a Cullen Professor of Law at the University of Houston
Health Law and Policy Institute. He’s an author and a psychoanalyst, editor
of Personal Choices and Public Commitments, published by the Institute for
the Medical Humanities and the Texas Committee for the Humanities. Dr.
Winslade.
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CHOOSING LIFE OR DEATH
WiLLIAM J. WINSLADE

THANK YOU, DR. SEYBOLD. I’M GOING TO MENTION A COUPLE OF OTHER CARTOONS
that I've seen recently that are appropriate to my talk. One of them shows a
man being wheeled into the operating room and he says, “$15,000 and that’s
my last offer!” The second cartoon I saw, whichis a little more directly related
to what I'm going to talk about, is the doctor comes into the hospital room,
the patient is connected to all sorts of machines, and the patient looks up to
the doctor and says, “I have a gun.”

I'have been following the problems of terminal care medicine since, before
really, the Karen Quinlan case in 1976. And after several years of writing and
lecturing about the topic of death and dying, I got too depressed to keep
talking about it and changedto otherthings. Now I thought after the late 1970s
I wouldn’t have to talk about death and dying again, at least for a while, but
inrecent years the flood of current problems that have captured the attention
of people, not only in the United States, but around the world, has drawn me
back into thinking about some of these issues, and today I want to talk to you
about some facts, some feelings, and a couple of cases, not the ones that are
best known, but a couple of cases, one of which is a court case and one of
which really is an astounding story.

The facts are that more than a half million people have purchased Derek
Humphry’s recipe book for suicide, Final Exit. Why? Why does Dr. Jack
Kevorkian, an assistant suicide vigilante, attract so many supporters? Why
did Dr. Timothy Quill, whose moving account of his patient Diane, whom he
helped to die, win so much public praise? I mean, even the New York Times
liked what he did. Why have public attitudes about suicide, assisted suicide,
and euthanasia shifted away from rejection toward tolerance or even
endorsement? Polls, numerous polls, in recent years have revealed to us that
eightornine out of every ten persons say that they would not prefer to continue
living if they were ina persistent vegetative state or permanently unconscious
with no prospect of recovery.

Last year, and effective on December 1 of this year, Congress passed the
Patient Self-Determination Act, that many of you probably read about in the
paper recently, that requires all hospitals and home-care agencies thatreceive
federal funds, to advise patients on admission or before the receipt of home
care that they have aright under whatever state laws are relevant to their care
to sign any kind of advance directive or living will or durable power of
attorney that is permitted in their state. Now we've had these statutes since
the mid-1970s and nearly every state has some kind of recognition of the
rights of patients to refuse in advance life-sustaining care which would only
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prolong their dying process or postpone the moment of death, but only 10
percent of the eligible population have bothered to sign these documents.
Maybe, with an educated and streetwise group like you folks, we have a
higher percentage, now I’m not going to embarrass you by asking you how
many of you, or refute what I’m about to say, by asking you how many have
signed advance directives. Buteven if you’ve signed them, that doesn’t mean
thatanybody’s going toknow about it, because astudy that is being conducted
under the auspices of the Robert Wood Johnson Foundation found that out
of 5,000 seriously ill and critically ill patients that are being studied in
hospitals around the country, 800 of them, which is a little higher than the
usual percentage, had some kind of advance directive, and these are people
who are being treated in hospitals and in intensive care units and for serious
medical illnesses. Out of those 800 people who had advance directives, how
many of them, do you think, had any indication of that in their medical
records? Take a guess. Thirty-eight out of 800. So I’m just making the point
thatitisn’tenough justto say that anybody has the right to say what they want
with respect to artificial life-support at the last phase of life, it’s going to take
a lot more change than we’ve experienced in the last 15 years for these
changes in our rights to become implemented.

Now I want to turn from some of these facts to some of our feelings, but,
before I do, I just wanted to mention in passing that the research that I’ve been
doing and some of my colleagues have been doing, and we will continue to
be doing over the next several years, have been supported by not only the
Texas Committee for the Humanities that Dr. Seybold mentioned, but also
the University of Texas Chancellor’s Grant and the Harris and Eliza Kempner
Fund have provided us with funds to explore some of these issues, only a
fragment of which I can tell you about today.

Let me turn from some of these facts to some feelings. Most of us are
uneasy, even fearful, about losses, and particularly loss of control and self-
image, abandonment, and ruptured relationships. When one is in great pain
or suffering, and especially when terminally ill, severely depressed, or
irreversibly disabled, awareness of alienation from others and from oneself
is often heightened. For many people, the prospect of being barely alive, but
totally alone, cut off completely from what one values, is more frightening
than the idea of death itself.

Our ambivalence toward death and dying produces indecision and uncer-
tainty about whether to hasten death or to prolong dying. Janet Adkins, you
remember her, committed suicide with Dr. Kevorkian’s assistance because
she did not want to suffer the prolonged indignity of Alzheimer’s disease.
Many terminally ill patients seek the security of knowing that suicide or
euthanasia are options, even if never exercised. Most of us hope to avoid an
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insensate “life” in a persistent vegetative state like Karen Quinlan or Nancy
Kruzan. Yet nursing homes become the penultimate destination for many
severely demented patients with biological tenacity, but no conscious life.
Hospitals prolong the dying of many patients lost to themselves because we,
physicians, families, others, judges, can’t let go. Courts deliberate about the
fate of permanently unconscious patients often long after the patients have
already died. Fifteen years after Karen Quinlan’s respirator was removed, we
still lack sensible policies about how to deal with permanently unconscious
patients. Despite a growing consensus that such a fate is worse than death, we
remain paralyzed by our ambivalence.

The new federal Patient Self-Determination Act that I mentioned earlier
is a step in the right direction in terms of recognizing people’s rights,
encouraging them to make choices, and possibly, over the next several years,
providing ways to implement some of these rights. But this bureaucratic
notification, which can easily become only a perfunctory performance, fails
to address the real issues. And I work in a hospital now and I’ve worked in
hospitals for the last more than 15 years, and I spent some time last week
talking with doctors who have to carry out the Patient Self-Determination
Act, and I can assure you that many of my colleagues, scientific experts that
they are, excellent clinicians that they are, don’t know how to deal with, and
don’t want to deal with the Patient Self-Determination Act, and find it
difficult to deal with it.

But, as I said, the Patient Self-Determination Act isn’t the real issue. When
we become patients, we want reassurance, not regulations. We want to know
that if we give up control of our bodies or minds to physicians and hospitals,
we will not be abandoned to a mindless limbo or a life in which survival is
a form of torture. And we want reassurance that if we remain conscious, our
relationships with others and our options will not be cut off.

Such reassurance is difficult for physicians and hospitals to provide for
several reasons. And I think, in defense of my colleagues in the medical
community, we have turned to physicians for things that they can’t provide,
and we expect hospitals to give us things that they can’t deliver. Our health
care system is stymied by patients whose lives can be saved, but whose
functioning cannot be restored. Patients we can’t help make us feel helpless.
It’s tempting to turn away from them and, in fact, it’s well known in the
hospital communities that the terminally ill patients, and, in particular, the
permanently unconscious patients, nobody knows what to do with them, and
they often skip them when they make rounds.

Second, physicians and hospitals lack effective means to sustain intimate
relationships ruptured by illness and disability. Our health care system itself
often strains relationships between patients and their loved ones. Economic
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factors, institutional rules, intimidating bureaucracies, legal obstructions,
and psychological insensitivity often make patients feel loss of control over
their lives beyond that caused by illness.

They may, then, be tempted to preserve self-determination by being sure
that they have their own way out. That’s part of the answer to why 500,000
people have purchased Final Exit. As an author, I can’t imagine selling a
cookbook in that many numbers for ending people’s lives.  mean somebody
that would write a book about empathic expertise would not be selling
500,000 copies of the book, and yet that’s a much more important topic than
knowing how to commit suicide.

Except for a few enthusiasts, no one thinks of suicide, assisted suicide, or
euthanasia as something good. They are only, and at best lesser, evils. Health
care professionals need not be intimidated by Derek Humphry or Dr.
Kevorkian or others, but the health care professionals need to provide
reassurance that we will help patients retain as much control as possible over
their lives. We will not abandon them or force them to suffer unwillingly, and
we will not allow our own sense of helplessness and futility to dominate our
treatment of patients on the brink of death. Patients do not need, in my view,
more legal rights or forms to sign. Required, instead, are sensitive and well-
timed conversations, realistic reassurances, and thoughtful attention to
individualized needs from health professionals. If we all want toretain, regain
control of the technologies and the bureaucracies that dominate our lives, we
must remember that loss of control in itself, abandonment and ruptured
relationships, not death itself, are what most of us fear the most.

Now having said that, I want to briefly remind you of the course of the
development of the treatment of permanently unconscious patients from
Karen Quinlan, who you all remember, to Rita Green, who you’ve probably
never heard of. Karen Quinlan, Paul Brofey, Nancy Kruzan, Brother Fox, and
many other permanently unconscious patients have become well known to
lawyers and to people in the medical community as people who have been
ina persistent vegetative state and decisions needed to be made about whether
or not to continue the respirator, whether or not to continue artificial nutrition
and hydration, as in the case of Brofey and Kruzan, or, more recently, whether
Mrs. Wangley's respirator had to be continued.

And I want to talk a little bit about Mrs. Wangley, because it’s a more
interesting case than any of the others. For years, people have been beating
on doctors and hospitals for keeping people on respirators far too long, or
keeping them alive far too long. Now Mrs. Wangley, in December of 1989,
fell and broke her hip. She was then 87 years old. She had, in addition to the
broken hip, chronic lung disease, and she could no longer be cared for at
home, and, after she broke her hip, and her hip was repaired, she had bronchial
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problems that made it necessary for her to be treated at the Hennepin County
Hospital in Minneapolis, the teaching hospital of the University of Minne-
sota. For six months she was treated in the hospital for her lung problems and
arespirator was necessary to assist in her breathing. During this time, she was
conscious and intermittently competent, and able to communicate with her
family, her husband, and her two children. And nobody ever questioned the
appropriateness of the use of the respirator in that setting. But it was clear that
the acute care hospital where she was a patient really had nothing more to
offer her once they had cleared up the bronchial infections and they believed
she was respirator-dependent, though conscious and able to interact. And so
it was recommended that she be transferred to a chronic care facility where
she would remain on the respirator. She was transferred in June of 1990, and
she was weaned from the respirator at the chronic care facility. They were
able to control her breathing without the use of respiratory support, but two
weeks after that had occurred, she suffered a cardiac arrest and was rushed
to a hospital where she was resuscitated, and the people at the hospital said
that the damage to her brain and the irreversible condition of her lungs made
the continued use of the respirator not medically appropriate and they
recommended that the respirator support be discontinued. But the family felt
that they should get a second opinion, and they took her back to Hennepin
County Hospital. At Hennepin County Hospital, the physicians there re-
sponded to the family’s insistence that she be thoroughly evaluated and, after
another couple of months, they agreed with the hospital that had resuscitated
Mrs. Wangley and began to talk to the family about the fact that the respirator
really wasn’t providing anything other than support for her organic life, that
she was permanently unconscious, had no mental life, and this wasn’t going
to change. But the family wanted her kept on a respirator. The hospital
complied. Another couple of months went by. Then the physician who came
onto the service in October reviewed the case and said that it wasn’t medically
appropriate to keep her on the respirator. It wasn’t—respirators are supposed
to be used to provide supportive care during surgery or if somebody has alung
infection oremphysema. There are lots of different proper uses of respirators
and uses for which we can be very grateful, but keeping somebody alive in
a persistent vegetative state isn’t one of them. And so the doctors who have,
for years, been accused of keeping people alive inappropriately with life
support said this isn’t appropriate. But the family insisted that she be kept on
arespirator because they believed that her life should not be shortened in any
way. It wasn’t clear whether she believed this or not, she hadn’t indicated
what her preferences were, and finally, the hospital, in frustration, went to
court, and there’s more details to this story than I want to go into, but the
hospital recommended that the court appoint a conservator who was neither
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arepresentative nor of the family to independently evaluate the situation and
make a recommendation to the court. And the court said it would consider
that alternative, but then when the litigation finally settled out, and this is now
seven months after Mrs. Wangley has been permanently unconscious, the
courtdecided that Mr. Wangley, her husband, was in the best position to make
decisions for her, even though he wasn’t at that time technically her legal
guardian. And so the court said that the hospital couldn’t discontinue the
respirator, even if they wanted to, and they hadn’t even asked to do that at this
point. They just asked to have somebody review the case who was neither
committed to one side or the other. And at that point, Mr. Wangley was
appointed his wife’s guardian, and then she died, and the case was over.
But the problem hasn’t been solved. The problem hasn’t been solved
because Mrs. Wangley was not that unusual. There are many people in
persistent vegetative states, it’s hard to know exactly how many, but we’re
talking about somewhere between 5, 10, or 15,000 people around the country
in hospitals and intensive care units suffering from head injuries or heart
attacks or terminal cancer. And the families, once a person is in a persistent
vegetative state, by and large, don’t hear what the doctors are saying. The
families, in many cases, think a miracle is going to happen, or they believe,
as the Wangleys did, in vitalism—the idea that life is valuable at all cost.
And so the physicians in the Wangley case were criticized a great deal by
the legal community and by lots of other people who have said, well, this is
really a matter of personal preference. This should be up to the individual. Of
course, we didn’t know what Mrs. Wangley wanted, because she hadn’t told
us, and that’s the case with most people. And if you remember I pointed out
that of the 800 people who had said what they didn’t want with respect to life
support, only 38 of them had any mention of this in their medical records.
Well, we haven’t decided what to do since 1976 with Karen Quinlan, we
haven’t been able to resolve the problem with the permanently unconscious
patients where we don’t know what they want, and even if Mrs. Wangley had
told us what she wants, now we have to do what her husband says, or what
she would say, and in her case the $800,000 medical bill was paid by Medicare
and a private insurance policy. The insurance companies and the hospitals
have been very silent about this because they don’t want to look like they’re
not wanting to treat people, but when we total up the amount of money that’s
being spent on just this one small category of patients in our intensive care
units in the United States, we’re looking at a very astronomical number.
I’m just going to turn now to one more case that illustrates this in an
extraordinarily dramatic way. And I know in Texas we like to think that we
have the record holders—football and basketball and baseball—and here’s
one record I'm glad that we don’t have. The record holder for life in a
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persistent vegetative state is Rita Green. She has now been in a persistent
vegetative state for 40 years. When she was 25 years old, she was a nurse in
Washington, D.C., and she got tuberculosis. She was recovering from the
tuberculosis, but they wanted to do one more evaluation and they wanted to
do a bronchoscopy and check that spot on her lung. And so, before they did
it, they sprayed the back of her throat with an anesthetic to make it easier to
put the tube down, and she had an anaphylactic reaction to the anesthetic and
went into cardiac arrest and the intern who was working that day was up in
the doctor’s lounge shaving. This was 1951. They called him and he grabbed
a razor blade that he’d been using to shave and ran down to the emergency
room and cut open her chest with the razor blade, manually massaged her
heart, and got her heart to start beating again. Now at age 25, she was
otherwise pretty healthy. Her heart has continued to beat for 40 years. One
nurse has been taking care of her for 35 years.

Nobody has questioned the millions of dollars that have been paid for her
care over the years. She has collected disability payments every month since
1951, and her bank account is now 800,000 and something dollars. The only
legal battle that Rita Green has been involved in was a conflict between the
hospital that had been taking care of her for nearly 40 years and her brother
in West Virginia who wanted her transferred to a nursing home nearby. And
the hospital resisted making the transfer. I mean they became very possessive
of Rita Green, and, in fact, as I've studied this case, which hasn’t been in the
courts, people who take care of patients like this begin to believe that they
really communicate with them. And so the nurse that’s taken care of Rita
Green doesn’t agree that she’s in a persistent vegetative state, although the
medical evidence seems to be that she really is.

We have a more complicated problem than simply signing an advance
directive. We have the problem of deciding whether to sign advance
directives, which ones to sign, and then to figure out how to make them work.
Because just as there are some families that don’t want to recognize that the
functional life has ended, there are some physicians who don’t want to carry
out the directions of patients who don’t want artificial life support. Just as
there are some physicians who don’t want to carry out patient’s directives,
there are some families that don’t want to do what the physicians recommend
when they do want to stop life support. And I mention the Wangley case and
the Rita Green case to illustrate the other side of the coin, because in both of
these cases, the families have no desire to end life support, and Rita Green’s
brother said, I’'m not going to have her be a Nancy Kruzan.

But the obviously important public policy here is, why do we do this when
we know how muchit costs? Dr. Seybold mentioned the expensive antibiotic
thatcansave lives, and here we’re spending thousands and millions of dollars,
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total up what it would cost to support 10,000 in a persistent vegetative state
atseveral hundred thousand dollars orevenamilliondollars ayear. Youdon’t
need your calculator to know that it’s a large number.

But we have not solved this problem, and we’ve been talking about it and
thinking about it since the Karen Quinlan case in 1976. We need to solve that
problem, we need to face the hard questions, and we need to provide the
reassurances to people as they enter hospitals or as they deal with terminal
illnesses that they’re neither going to be abandoned psychologically when
they’re conscious, nor left in limbo when they’re unconscious. But all of us,
patients, physicians, lawyers, and policymakers alike, have to address this
problem, and I’m astonished that we haven’t been able to do it. I'm making
a small effort, with the help of some colleagues, to come up with some
practical proposals. And I hope that in the next year, we’ll see others
addressing these issues and moving away from simply agonizing and being
ambivalent to actually figuring out what we ought to do and how to do it.
Thank you very much.
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WILLIAM SEYBOLD, MODERATOR

I THINK YOU ALL RECOGNIZE THIS PROBLEM OR THESE PROBLEMS THAT DR.
Winslade recited as byproducts of modern technology and modermn knowl-
edge. Notmany years ago, we weren’t faced with these problems because we
were unable to keep patients alive indefinitely.

Our next speaker, Dr. Harold Vanderpool, is also a Ph.D., a professor at the
Institute for the Medical Humanities at the University of Texas Medical
Branch. He is an author, lecturer, a poet, and coeditor of Ethics and Cancer,
anannotated bibliography which has been published under the auspices of the
National Cancer Institute. Dr. Vanderpool is going to talk to us about “Caring
for People with Cancer.” Dr. Vanderpool.
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CARING FOR PEOPLE WITH CANCER
HARoOLD Y. VANDERPOOL

THE FIRST HINT THAT THE FORMER NEW YORK Y ANKEES BASEBALL STAR, BABE
Ruth, was seriously ill surfaced in January of 1947, when newspapers
reported that he had undergone a serious operation of the neck. Throughout
1947, the papers continued to speak of his slow recovery and poor health,
which they frequently attributed to the bad weather that winter and spring.
None of the many articles that year on the 52-year-old Sultan of Swat
specifically mentioned that the Babe might have cancer.

In July of 1948—a year and a half after his illness was first publicized—
Ruth entered New York City’s Memorial Hospital for radiation treatment.
Within a month, his seriously deteriorating condition was receiving front-
page coverage in newspapers across the U.S. Some 13,000 letters and
telegrams swamped the mailroom of the Memorial Hospital where the Babe
was struggling to stay alive. News accounts reported that now and then
sandlot baseball players would interrupt their games for prayers on behalf of
one of their great idols. By then, official explanations for Ruth’s disease
centered on the phrase “pulmonary complications.” Only after his death on
August 16, 1948, was the awful secret of the slugger’s demise revealed. He
had succumbedto the ravages of throat cancer. The malignancy that had eaten
away at this six-foot frame and made his famous round face seem strangely
hollow.

Most importantly, although all America was privy to the truth after Ruth’s
death, the star himself was never told. Neither Ruth’s family nor his doctors
wanted him to know he had cancer. With a pride that strikes us now as
somewhat strange, his obituary said that his having cancer was “one of the
best kept secrets in modern times.”"!

This vignette is representative of many features of cancer care in America
in the 75 years between 1890 and 1965. By assuming that the word “care” as
applied to medicine includes both the science and art of medicine, we can use
the saga of Babe Ruth’s struggle with cancer as a backdrop for identifying
fundamental features of cancer care in America today. This is my purpose—
to identify prominent features of cancer care in America today by comparing
and contrasting present-day care with that of the late 1940s and early 1950s.
As I begin to make comparisons and contrasts, I will do some ethical
evaluating.

Note what I am assuming about the nature of medical practice. On the one
hand, I assume that it consists of scientific knowledge and technology. On the
other, I assume that regardless of whether they are accented or not, medical
care inherently includes psychological, social, ethical, and even metaphysi-
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cal dimensions of human existence. This is in keeping with the underlying
assumptions of our required medical ethics course at UTMB—a course that
I direct. In that course we hold that every medical intervention is ethically
invested, even if most of those interventions are not ethically controversial.
In the Institute for the Medical Humanities we thus regard our medical ethics
course as a course in medicine—a course that focuses on important and ever-
present non-biophysiological elements of medical practice and decision
making.

Regarding medical science and technology in the late 1940s, it is notable
that Babe Ruthreceived the two standard and best treatment modalities of the
time—surgery and radiation. Evenifit might have helped, chemotherapy and
the subspecialty of oncology as we know it today were virtually nonexistent
before the mid-1950s when the cancer chemotherapeutic research program
mandated by the U.S. Congress in 1953 began to bear some fruit. Even after
adjuvant chemotherapy was advocated as a therapeutic supplement to
surgical resections in the late 1950s, however, its use was skeptically
regarded by most of the physicians and researchers of the time.?

The uses of surgery—including heroic or highly mutilative surgery—for
the cure of cancer was the gold standard at the time. In the mid-1950s surgery
offered five-year cure rates for approximately 33 percent of persons diag-
nosed with serious cancers—that is, cancers other than those responsible for
easily cured skin lesions. This was a significant improvement over the
approximate 20 percent survival rates of the 1930s. * The 13 percent increase
in these survival rates was primarily indebted to the dramatic advances in
surgery during World War II—in particular, refinements in blood transfu-
sions and the use of antibiotics to combat infections. Ruth’s fate, of course,
rested with the unfortunate 70 percent majority of patients who died of
cancer’s ravages.

Because I can find no detailed account of Ruth’s cancer treatment, I can
only surmise that his throat cancer was too invasive for successful treatment.
We know that there were many successful surgical cures of head and neck
cancers in the 1940s and in prior years. For example, as early as 1893, Grover
Cleveland had successful surgery for cancer of the jaw while he was still in
the president’s office. The surgery was performed under the cloak of secrecy
as Cleveland and his surgeons were aboard a yacht at sea. Although two teeth
and most of his upper left jaw were removed, the incisions were made from
within his mouth, leaving no visible scar. Fitted with a vulcanized rubber jaw,
neither the public nor Congress ever knew what happened. Cleveland’s
decision to conceal his having cancer stemmed both from personal reticence
and his worries that a cancer diagnosis for the president would create great
consternation at a time when the U.S. economy faced financial panic and
depression. Cleveland died of heart problems 15 years after his operations.*
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Although Babe Ruth entered Memorial Hospital for radiation treatment,
it is questionable how effective that treatment might have been either as a
curative modality or as a palliative measure that might have eased the
baseball great’s suffering and freedom of breathing. Not until the 1950s was
radioactive cobalt put to use as a means of delivering high-energy rays for
deeper body penetration. * Before that time, X-radiation could indeed destroy
shallow neoplasms, but not without danger of skin bums and tissue damage.®

The Babe’s penchant for mingling with famous Americans of all walks of
life extended to his being admitted to New York’s Memorial Hospital, the
first and most renowned institution in America devoted to cancer care and
research. Beginning with the generous donation of the chairman of Phelps-
Dodge Copper Mining Company, James Douglas, whose daughter had died
of cancer, philanthropic gifts from many foundations were given to Memorial
for cancer research. A champion of radium therapy, whereby the element
radium was put in glass beads or other substances from which it would emit
continual radiation, Douglas commissioned Memorial to unleash the power
of radiation against the scourge of cancer. He created a radium salve which
he would rub on his wife's feet—I’m not sure why—kept a pitcher of radium-
charged water on his desk for drinking, and eventually died of pemicious
anemia.” Generous gifts from Alfred P. Sloan, Jr., and Charles Kettering, both
of General Motors, fostered the building of the Sloan-Kettering research
complex near Memorial. Sloan-Kettering opened in the year of Ruth’s death.
Like Ruth, those who could afford it in the late 1940s and 1950s customarily
entered hospitals for end-of-life cancer treatment and care.

Asfor federally funded research, the National Cancer Institute in Bethesda,
Maryland, was founded in 1937 with a yearly budget of $400,000. ® After the
war, NCI's budget expanded exponentially—from $500,000 in 1945, to $14
million in 1947, to $110 million by 1961.°

Similarto Babe Ruth, the majority of Americans at the time were never told
of their dire diagnoses. Talk of cancer was taboo, an unmentionable, a
forbiddentopic of discussion between most family members and the majority
of doctors and patients. Why the secrecy and concealing? First of all, cancer
connoted death, terrible and prolonged suffering, guilt, filth, and punishment.
Asked whatdisease orillness would you dread most, 67 percent of Americans
in 1947 responded “cancer.” The books of the time called it a vicious invader,
a horrible crab-like disease, a loathsome scavenger slowly and inexorably
consuming you alive.'®

Second, inkeeping with along-standing tradition in western medicine, bad
news was usually concealed from patients. The physicians of the time
believed that it was morally acceptable, if not morally mandatory, to conceal
dire diagnoses from patients if the truth would harm them, which they
believed it surely would in the case of cancer. Out of benevolent paternalism,
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deception was both practiced and recommended throughout the 1940s and
1950s, as numerous articles bear out. '' In a masterly survey of physician
beliefs and practices published in the American Medical Association’s
Journal of the American Medical Associationin 1961, Donald Okenrevealed
that almost 90 percent of the 219 physicians questioned had a strong or
general tendency to conceal cancer diagnoses from their patients. Fifty-six
percent of these said they never or very rarely revealed the truth, while only
4 percent said that they often told. Nearly all said they strictly avoided using
terms like “cancer” or “malignancy,” but instead used terms like “lesion,”
“mass,” “growth,” or “hyperplastic tissue.”'? Oken reported that behind
these practices lurked fear—fear that if told, patients would become psy-
chotic, suffer severe and prolonged depressions, or commit suicide. No
wonder the Babe was never told.

Unfortunately, time does not allow me to explore how and why standard
cancer care in the 1940s metamorphosed into that of the 1990s—an intricate
and fascinating story of change in only 50 years. For us Texans, that story
would have to include another great athlete named Babe—Babe Didrikson
Zaharias, born in Beaumont and treated at Galveston’s University of Texas
Medical Branch. Unlike Ruth, Zaharias and her doctors freely spoke about
her malignancy, including her being operated on for a rectal malignancy in
1953. As James T. Patterson says in his superb book on cancer and modemn
American culture, “the readiness of Zaharias and her doctors to talk openly
of her disease and its location was little short of astonishing for that day and
age”—a true testimony to Babe Zaharias's strength and winning spirit in the
face of adversity."

While not attending to the hows and whys, we cannevertheless contrast and
compare what has transpired. First, cancer patients have a larger number of
treatment options today, and, in general, treatment is less mutilative.

Consider the treatment of breast cancer. Fifty years ago, the standard
treatment of breast cancer consisted of radical mastectomies—the surgical
removal of the breast, the major and minor pectoral muscles, and the ancillary
lymph nodes. Now, breast cancers are, first of all, carefully classified
according to size and invasiveness. Next, smaller and non-invasive cancers
are surgically removed so as to leave the breast intact (called lumpectomies),
while the more invasive ones require removal of the breast tissue, while
preserving the pectoralis muscles and some of the ancillary lymph nodes.'
Finally, breast reconstruction is accented a great deal today so as to minimize
scarring and restore breast size and its natural contours.

Though there was research being done strictly within surgery, the primary
moving force behind less radical surgery was impelled by the development
and provable effectiveness of radiation and chemotherapy either as exclusive
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treatment modalities or as supplemental to surgery orto each other. Radiation’s
therapeutic advances mushroomed during the 1950s and 1960s with the
development of cobalt and high-energy or supervoltage machines. Dramatic
discoveries proved that 70 percent of patients with Hodgkin’s disease were
curable by means of radiation therapy.'* About half of the approximately 1
million newly diagnosed cancer patients each year are said to be treated now
with some form of radiation therapy. Some 100,000 of these are treated with
radiation alone.'¢

The limited success of, but enormous fascination with, chemotherapy
began after an American ship laden with mustard gas was blown up by the
Axis powers near the end of World War II. Discovering that nitrogen mustard
suppressed white blood cells, curious researchers began to explore whether
patients with certain forms of leukemia, in which red cells and platelets are
often suppressed, and white cells are sometimes massively accumulated,
might be cured. Beginning in the 1950s, several chemotherapeutic agents
were producing impressive cure rates for children with acute lymphatic
leukemia, for women with metastatic choriocarcinoma, for patients with
Hodgkin’s disease, and for those with prostate cancer.!” Unfortunately, many
of the high, at times, ecstatic hopes about magic-bullet drugs for numerous
types of cancers remained unfulfilled. In 1986, official figures from the
National Cancer Institute indicated that only some 2 percent of patients
diagnosed with cancer each year are being cured with chemotherapy alone.'®

All the while, cancer research has been massively funded—a total of $2.2
billion in 1986 alone. The budget of the National Cancer Institute grew from
$110 million in 1961 to $1.3 billion in 1986—a 12-fold increase over those
25 years.' Overall, five-year survival rates of serious cancers increased from
33 percent in 1955 to approximately 45 percent in the mid-1980s. This gain
of some 12 percent over 30 years compares with a gain of 13 percent during
the 20 years before 1955.% The disappointing news is that cancer has proven
itself to be an exceedingly tough, many-faceted adversary. Numerous
persons, time and time again, over the last 75 years, have claimed that
cancer’s eradication is just around the corner. You may remember seeing the
drop of interferon on the cover of Time magazine with words to the effect of
its being a breakthrough cure. In fact, our victories have been partial. Far more
than gross statistics, however, the lives of the individuals who have been
cured comprise our primary ethical justification for cancer research expen-
ditures.?' Medicine’s incremental victories over cancer during the last 50
years still constitute the greatest similarity between our age and that of Babe
Ruth 50 years ago. Lamentably, the majority of patients struck with this
disease will not survive.
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In a more positive vein, the silence and embarrassment over cancer five
decades ago is, thankfully, history—or, for the most part, history. The change
from concealing to revealing is illustrated by the degrees to which Ronald
Reagan and his physicians never attempted to hide the fact of the president’s
malignancy and colon surgery in 1985.2 TV coverage all but give us
photographs of the colon. Thanks to the work of humanists, ethicists, and
concerned physicians, Americans after 1965 became acutely aware of the
extent to which we all had been curtained off from genuine interaction with
our dying loved ones. In the face of loss and tragedy, family members
increasingly wanted to relate to each other more honestly. Countering the
silence of previous years, a death and dying movement began in the late
1960s, a movement determined to reacquaint us Americans with the tough-
ness and wisdom of our eighteenth- and nineteenth-century forebears, a
movement set on ending the pretending.

The tributaries to this cultural stream were many. Beginning with the
seminal study by Erich Lindemann in 1944, physicians began to recognize
that the great majority of patients did not respond catastrophically to news of
dire diagnosis. Study after study indicated that centuries of tradition about the
traumatizing effects of cancer diagnosis were vastly overblown.” By 1961,
the psychiatrist Donald Oken issued a manifesto—fears of revealing cancer
diagnosis apparently reside far more in the hearts and denial mechanisms of
physicians than in the psyches of patients. As a physician, Oken could make
that charge, and it would be taken very seriously. Numerous studies in the
1970s bore out the truth of Oken'’s convictions, and these studied called for
far more training in the psychological, social, and spiritual dimensions of
caring for critically and terminally ill patients.?* Meanwhile, an increasingly
vital and visible bioethics movement was underway, a movement that
accented the right of patients and families to choose what to hear and what
to do in the face of medical technology and an expanding array of therapeutic
alternatives.

By 1979, a study by Dennis H. Novack and others made it clear that a
cultural transformation had taken place. Using the same questionnaire
employed by Oken 18 years earlier, Novack and his fellow researchers
revealed that 98 percent of their physician respondents reported that they
generally reveal cancer diagnosis to their patients in contrast to the 90 percent
who hid the diagnosis in 1961. Two-thirds of the group surveyed in 1979 said
that they never or very rarely made exceptions to their approach.” Our
forebears’ powerful intimacy with the unsavory sides of human sickness was
being recaptured.

Finally, accompanying these changes, numerous concerned professionals
and lay persons were revisioning and revising the social settings and
circumstances in which cancer patients found themselves at the end of life.
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Similar to Babe Ruth, ever-increasing numbers of persons now enter
hospitals for critical cancer care. But thanks to important changes over the
last two decades, patients who are diagnosed as terminally ill—or even
desperately ill—have greater options. On the one hand, once standard
therapies have failed, many patients now have the option of being enrolled
on a cancer research protocol, protocols that are conducted by many cancer
centers across the U.S. On the other hand, persons who are terminally ill can
turn to a variety of other possibilities—from hospital-based palliative care
units where patients are not neglected as if “nothing more can be done with
them,” toin-house hospices, to hospice-sponsored home visitation programs.

This note about options is a fitting point at which to end these remarks. Our
having options and our expanding these options testifies to the freedom and
tenacity of the human spirit. Even in the face of the direst of diagnoses,
thankfully, we now have more options. Socially, we can choose to ““go for it”
therapeutically to the very end, to rest among like-situated humans sur-
rounded by caring professionals, or to go home. Internally and existentially,
we can fight, flee, or, here in Galveston anyway, go fishing. We can, as Dylan
Thomas urged in behalf of his dying father, “not go gentle into that good
night.” Or we may, like the mortally wounded Stonewall Jackson, say to those
surrounding us, ‘“Take me across the river and let me rest beneath the trees.”
Thank you.
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Questions and Answers

William Seybold: Thank you, Dr. Vanderpool. I believe you used the figure
that in one recent year $2.2 billion were devoted to cancer research. When
I was a young surgical resident in the state of Minnesota, 50 years ago, one
of my mentors made the comment that more money was being spent on
forestry research in the state of Minnesota than was being spent nationally on
cancer research. Indeed, we have come a long way due to the tremendous
boost research has received in the last 50 years. And I'll add this additional
comment, that it’s my impression that one of the big benefits, social benefits,
that came out of World War II was the realization of what research could do,
what it had done in our military service, in improving our ability to fight and
what it had done during the war years for the massive production of penicillin
inthe early forties. It was produced in quantities of a few grams and in a very
short time, due to a tremendous research program, the science that resulted,
we were producing it in the tons. The realization of this by the public, I think,
enabled us to have our government support the tremendous biomedical
research that has meant so much to our improved health, our ability to control
disease. Thank you, again, Dr. Vanderpool.

Before I open up the floor to questions, let me ask a question. You made
reference to some of the ethical problems of cancer treatment—chemo-
therapy—would you speak briefly about the ethical and moral considerations
and some of the protocols of treatment, so-called double-blind studies of the
effectiveness of cancer treatment?
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Harold Y. Vanderpool: Ithink Icould give alotof Dr. Reiser’s speech because
he was one of my mentors in my post-graduate program, but the ethics of
cancer research or the issues and questions there are somewhat similar to the
ethics of biomedical research in other fields, a whole host of issues involving
at least three dimensions. One is a very accurate as possible determination of
the relative harms and benefits of what the research is. And that calls for a
variety of things by the biologist. The second issue involves fully informed
consent. And the third has to do with justice, so that there is one population
of patients who will not bear the burdens of research from which another
population of patients who bear no such burdens might benefit. There are,I’m
assuming Dr. Seybold is talking about randomized clinical trials, and there
are questions dealing with randomized clinical trials, namely, when you have
a double-blind trial, Section A will be getting one type of drug or drug
combination, Part B will be getting another. One of the ethical problems that
is raised by that is what if the data starts showing you that treatment A is
significantly more effective than treatment B? Should you continue on with
that protocol? And both biostatisticians and biomedical researchers now have
ways of alerting, of being alert to the discrepancies between two treatment
modalities so that one will not prove at least far less life-extending than
another. There are a host of issues to this effect. I think my own concems have
to do, as much as anything, with the degree to which cancer research, because
it is big business—that’s only part of what it is, but it is big business—
becomes a standard suggestion to a variety of patients who are in desperate
circumstances, rightly so, as long as these patients are fully informed.
Phase I cancer research protocols, for example, cancer research, chemo-
therapeutic research, is divided into three phases, Phase I, II, and III. Phase
III has to do with comparing a standard therapy with a new therapy or
comparing two therapies that are known to be efficacious. Phase I simply is
bringing on line a new hopeful cancer drug. When you bring a new drug on
line, though, you have rat, and possibly dog and monkey, models to suggest
that it’s somewhat efficacious. But, basically, you're not going for efficacy,
you’re basically going for a measurement of toxicity. You began with a low
dosage of that drug and you raise it up to the point at which the body can’t
stand it any more. And many of you know that cancer chemotherapy keys off
of the notion that we can get the rapidly growing cells in the body without
killing the more permanent ones. That’s why the hair follicles and internal
lining of the mouth and intestines often ulcerate, or fall out, because these are
rapidly growing cells. The hope is that cancer chemotherapy will get those
rapidly growing cells, including the cancer, before the heart or the liver or
something else will go. Well, the Phase I, to my knowledge, there is no good
data concerning the efficacy of Phase I research. Basically, there are
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anecdotes that cancer researchers can tell about a physician who suddenly
turned around with a Phase I new drug coming on line protocol, but we don’t
really have good data about that, and so it strikes me, and what you’re going
to do is raise that drug dose to a toxic level, and then you’ll start comparing
it with other drugs in Phase II. Phase Il actually involves taking that top toxic
limit and trying it out on different forms of neoplasm.

The whole question bristles with a variety of issues, but I think the key is
to have thoroughly informed consent, fully informed consent. And it seems
to me informed consent is not just talking about the drug, but the researchers,
doctorresearchers, being able to spell out the different options that this patient
has. I think patients need to see what the options are of going for it with a Phase
Iresearch versus other options. And I said, you can go for it and fight, as one,
but fleeing and fishing are other options. And patients sometimes get locked
into that battle with cancer, and of course it’s a vicious battle, and I hate to
think that patients really have no chance, yet take the chance thinking they
do have a chance, when their lives could be more enriching in other respects.

William Seybold: Thank you, Dr. Vanderpool. We’ll open the floor to
questions, and I hope you’ll identify yourself at the microphone because it
will be recorded. Jack?

Jack Blanton: I'm Jack Blanton. Dr. Winslade, I believe we have in Houston
four, I think they’re called either Level 3 or Level 1 pediatric ICUs. Two of
themare in public institutions, and many of the patients, babies, in those ICUs
are those born to usually very young mothers. Frequently, some of those, I'm
told, from 1-1/2 to 2 pounds, that we can save. I think the answer to the
questiondo you save themis easy tomany of us, butthe questionis cansociety
handle it where it is costing us from perhaps $100,000 to $200,000 to save
these babies? Many of them arrive, [ understand, with other problems because
various drugs relate to some of them. Of those that are not so burdened, Ralph
Fagan at Texas Children’s tells me that we can save somewhere around 95
percent of those babies, and we will have usually a baby that has every
opportunity for a very normal growth. This relates, a little bit, I can relate it
to, that basically is my question, to an ethicist because things such as this play
absolute havoc with a Harris County Hospital District budget. The question
is really what do we do about this? If I may relate this a little bit with a
commentary to this morning’s session of access to medical care, because this
is not, while solely a problem of the inner-city, it predominantly is an inner
city problem, and it basically begs the question of what we do about the cause
of this. Ithas been disappointing to me that we really haven’t seen the medical
profession join hands with our secondary educational leaders because I really
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feel that the major influence we’re going to be able to make in correcting some
of this, at least the best way of doing it, is to overcome the lack of
communication that these young people receive about what they ought to do
about prenatal care and the many other attendant problems. But we obviously
need to do a much better job about both of those. And I would be interested
in your observations about the way that society ought to approach it.

William J. Winslade: Well, thanks for giving me an easy question. I guess
there are several things that occurred to me as you were articulating what is
indeed a terribly difficult economic, political, social, legal and ethical issue,
and I'm going to disappoint you by saying there are even more dimensions
to it that make it even more complicated.

One of them is that we do believe that children who are born deserve a
chance. And in this country, we have made a mistake, I think, in our neonatal
and pediatric intensive care, particularly in the neonatal area. We go in with
a full-court press and then we keep it on. I think that’s one of the problems
that we have. In England, the doctors have more discretion about whether or
not to stop the full-court press if they really think that clinically there’s not
much that can be done. In Sweden, the doctors wait a little bit before they try
the full-court press, and if the baby survives long enough to warrant it, then
they try it, and then they sort of go for broke. So, I think, and we’ve had a
history since 1970, of the problems of too much discretion with physicians
and families to stop too soon and not provide life-saving care of infants that
don’t have serious problems, or who are maybe handicapped because of
Down’s syndrome. And then we have the history of the Baby Doe controver-
sies in the eighties that push in the other direction for life-saving care but no
follow-up care. We have the further problem that you brought up and alluded
to—low birth-weight infants with young mothers who may be undereducated
or self-abusive—but we have the problem that the treatment of damaged
infants has been caught up in the interminable controversies about abortion.

Andsoit’s even more complicated because of all of these other ideological
battles, political battles. Ireally think, though, in answer to your question, that
I would prefer to give an infant—an innocent infant with no previous
opportunity to have a chance of life—I would be more inclined to spend my
money there than at the otherend of life. And, but that doesn’t mean we should
do it pointlessly, when it’s futile. And we’re ambivalent as a society because
the Americans with Disabilities Act is a response partly to all of those infants
we have saved that now have lots of disabilities, and there are going to be more
of them. So, fortunately, as an ethicist, I have no power, I have no influence,
I'have no money, I just have lots of problems. But I think we all have to deal
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with them, and one of the things that I hope we can do collectively in our
society is deal with them better than we have for the last 20 or 30 years. We
have to do that.

Harold Y. Vanderpool: Could I comment also on this set of issues? I think we
need to do something really soon about some of them along the lines of great
expenditures of preventative medicine. I mean, I am pro-research, and I have
two brothers who are M.D.s, and was pre-med myself, so some of my best
friends are doctors. But I think a lot of money was wasted on chemotherapeu-
tic research. Not wasted if we had it to spend, but in terms of priorities. What
we’re talking about in some of these allocation issues of what are your top
priorities and what are your secondary priorities, what are your tertiary
priorities, it seems to me that prevention in terms of the kind of prenatal care
you’re talking about is one of the first priorities. But I want to go beyond that.
I'think we need to do thoroughgoing research on these underweight compro-
mise infants. My psychiatrist brother told me on the golf course the other day
—see, you can always question the accuracy of information just as you're
about to putt—but he said there’s been a recent study to show that those
infants that are compromised and they 're underweight and spend a lot of time
in the bassinets have a much higher suicide rate as they grow up. And I said,
well why do you say that? And he said, well, because there’s nobonding. They
just have this feeling within that life is not worth living. And I say, well, you
have parents, you have this, you have that. I know, but I just don’t feel life
is worth living forme. Well,Idon’tknow the study, I haven’treadit, probably
need to chase it down, I do need to chase it down, but I think we need good
data on this.

Secondly, I think we’re way too lax on anybody and everyone’s being able
to have kids. And what we do about that, I think we have to have much more
stringent issues about the rigor of parenting in America, and I, now you get
in the thick of the law and so on, but unless we, in some way, restore our feel
for the tremendous work it takes to be a decent parent, then we’re in trouble.
And so I think educational programs, and so on, are very much in order on
that score. And to expect the hospital to suddenly pick up these social
problems is expecting too much. The doctors are there, they’ve got the
technology, they’re in the thicket of ethical and legal issues on these things.
I think the rest of us, what I’m saying in part, the rest of us need to give the
hospitals and doctors a lot of help prior to the time these babies ever get born
and/or make it in the hospital.



Society of Texas 97

Teresa Hershey: I'm Terry Hershey. I have two questions. One is relatively
simple and I think one is unanswerable. It’s left over from this morning, but
I think it fits in now, too. The simple question is what is the gap in
communication that allows only 38 people out of 800 that have expressed
some desire to be able to depart with dignity? Is it, | was under the impression,
if you sign these things, which I have, and give them to your doctor, which
I have, and pass them around in the family, which I have, that somebody
would be around to say, hey, this person has signed something. What
happened between 38 and 800?

Harold Y. Vanderpool: Okay. Let me answer that for you with a simple
answer. I think that we have an illusion that a signed piece of paper does
anything, even if everybody has it. And that’s why the most significant
advance and most important change that’s occurred in this area occurred in
Texas in 1989 when we passed the Durable Power of Attorney for Health Care
Act, which says that you can designate another person to decide for you if
you’re not able to decide for yourself, and inevery bureaucracy I've ever dealt
with, whether it’s hospitals or the driver’s license bureau, it’s people rather
than paper that make a difference. And so if you’ve got a person who has the
authority to speak for you, they can carry the piece of paper that you signed
too, but they’re going to get somebody’s attention, and they’re more likely
to getresults thanif you rely on simply a piece of paper doing the work. That’s
the simple answer.

Teresa Hershey: So the mistake was giving it only to the doctor, the family,
and friends. You should give it to your lawyer and designate who you want
and give that to your lawyer.

Harold Y. Vanderpool: Yeah, probably not your lawyer, though, because he
has a claim against your estate.

Teresa Hershey: But just be sure he has the paper. The other question we, as
a species, and particularly in America, which was a recently discovered
continent, have had a wealth of resources for the taking. And we have lived
through an extractive society which will be increasingly limited as we come
up by resource overconsumption. And if, as indicated, we are concerned with
keeping people alive, not only longer but at all with the new treatments
available, how can we avoid the issue of population control when we discuss
health care? And not many people have mentioned population control as an
overriding thing. For instance, we can’t depend on hazards anymore. For
instance, in Bangladesh, they lost 100,000 people in the floods, and they pick
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up three times that much yearly with their population increase. So people are
forced down into those floodplain areas because there is no more area upon
land. And so, even though you lose 100,000, you pick up 300,000 in one
country. We try to get rid of wars, and if there was ever a Holy Grail contest,
that’s it, but just the same, if we get rid of wars, we still have more people.
So the question is when does triage set in? When do we decide who’s going
to get pushed off the lifeboat so somebody can stay on?

William Seybold: Terry, I don’t know whether either of these fellows are
prepared to answer that.

Harold Y. Vanderpool: I'm going to jump.

William J. Winslade: Well, I'll say this. You know, Bill’s right, I tend to walk
where angels just wouldn’t tread whatsoever sometimes. But I think triage
needs to start with the persisting vegetative, persisting coma patients. I really
do. I think we need very good, we’ve got to have good diagnostic measures.
But just because you get a twitch every now and then when you say a certain
thing in aroom does not seem to me to warrant the kind of expenditures we’re
spending on these approximately 10,000 people who are in persisting
vegetative comas. [ justdon’tsee it. Imean, it seems tome that although we're
not now talking about triage in a terrifying sense, we need to start talking
about triage much more seriously inan incremental sense. I mean, I agree with
Woody Allen to some degree, and that is that my neocortex is at least my
second favorite organ, and that may be irreverent, butif the neocortex is gone,
itseems tome that that’s it,and one of the issues in the Wangley case involved,
if they can pay for it, the individuals can pay for it, perhaps they can keep
someone like that alive. But I hate for the public to have to pay for Mrs.
Wangley and the insurance company, lawyers, and so on, would need to get
togetherand ask whether that’s aperson or not, according to the constitutional
law. But it seems to me the insurance companies shouldn’t have to pay for
it either.

W. G. Hall: I'll have to share this experience with these distinguished ladies
and gentlemen that occurred two days ago when the insurance company vice
president, the one that carries the insurance for our bank, was explaining to
me an incident that occurred to him in Austin recently. His chief counsel, and
a bank customer, were going to a meeting, and they got in the car and they
didn’t notice that one wheel was about off. They went past the insane asylum
as the wheel rolled off. They were in a quandary as to what to do. And the
wheel was there but they had the car jacked up. They had no nuts for the wheel.
There was aman mowing grass inside. And so the lawyer, obviously speaking
first, asked this man, he said, you don’t know how far it would be before we
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could find a garage that might be able to come and help us get this wheel back
on? And he said, well, is that all the problem? He says, yes. He says, why don’t
you borrow a nut from one of the other wheels and put it on there and go on
down the road? You'll find that garage, it’s only about a mile. That they did.
And then this lawyer said to his banker friend, he says, that’s a hell of a note.
Here, we’re two educated men, and we don’t know the solution, but that man
at the insane asylum, he solved the problem. He said, the man could tell us,
how is it that you’re in an insane asylum and you know the answer, and we're
educated people and don’t? The man in the insane asylum said, well, mister,
I'm crazy, but I ain’t stupid.

Now then, that causes this man who I was talking to, to ask me, you’re going
to be with a bunch of real medical experts. Yes. Now see if you can get them
to derive some way that I can tell the difference between a man in an insane
asylum and a lawyer and a banker. I said, well, I'll submit that to them. Now,
that’s your problem, so how do we tell?

William C. Levin: Mr. Chairman, I’'m not here to ask a question. I'm really
here to address the members of this Society and the widercitizenry of our state
and our nation. I want to be sure that everyone understands that the
development of conclusions regarding ethical questions, insofar as medical
practice is concerned, should not be left to physicians. It is our responsibility,
as a society. And I hope that the membership of this Society will become
involved in at least thinking about the various issues and will join together
atsome point in the halls of the legislature or the halls of the Congress to assist
in the development of appropriate policies that are ethically, reasonably
ethically, sound. It’s not up to the physicians alone. It’s not up the lawyers,
I hope. It’s up to society.

William Seybold: Thank you. Any other questions? Well, I would close, after
thanking our two speakers for their fine presentations, by saying that I like
what Dr. John Cooper said this morning about global change in our society.
Some of these ethical and moral problems go so deep, are socomplex, involve
so many aspects of our society, that there are no simple answers, and we
haven’t faced up to the fact that we have limited resources and unlimited
demands for what we’d like. And I don't believe anyone can yet make the
decisions about triage or finally settle these ethical and moral questions.

I started this panel this afternoon by saying that I don’t know that we ever
solve these human problems. We address them, hope we learn something in
addressing them, apply what our current mores are, and understanding are,
and hope we can deal in the future with them a little more intelligently. But
I don’t believe we can come to any final solutions.

That ends this session, but I want to ask the members to remain for a
business session which will follow immediately. Thank you all very much.
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WiLLiAM C. LEVIN, MODERATOR

GOOD MORNING, LADIES AND GENTLEMEN. PLEASE COME IN AND BE SEATED. THIS
is the second year that the Philosophical Society of Texas has met ona Sunday
morning. The original intent of these Sunday morning meetings was to
provide an opportunity for the members of the Society to discuss what was
presented the day before, to discuss whatever they wish to discuss. Because
the subject this year centers on health care delivery, it seemed appropriate to
pull together, both from the Society and from without the Society, some
experts in various aspects of the health care delivery system to get this
discussion started this morning.

Unfortunately, the participant that we had hoped would be here called me
Friday to tell me that she would be unable to attend. I’m speaking of Dr.
Marina Weiss, who is chief analyst for health and human services for the U.S.
Senate Committee on Finance. She formerly served as legislative assistant
to Senator Bentsen, as amember of the faculty at Texas A&M University, and
on the staff of the Senate for Urban Programs. I think that Marina is one of
the most knowledgeable people in the country with respect to funding of
health resources at a public level. But, unfortunately, the Congress didn’t
adjourn as we all expected it to, as she expected it to. And she told me on
Friday that because of this, because hearings will start early tomorrow
morning in Washington, that she would be unable to attend, and she sent her
regrets.

But we fortunately have some people who are most knowledgeable about
issues in Texas, particularly, and about the whole issue of health care delivery
in public policy in general. And I’'m so very pleased that Bill Hobby is here
and Dave Warner. You know both of them, but I guess as chairman, I should
be more formal and introduce them.

Bill Hobby, as you know, at least in my opinion, is the most distinguished
lieutenant governor that ever served the state of Texas. He presently is
chairman of the board of H&C Communications, Inc., and holds the Sid
Richardson Chair in Public Affairs at the LBJ School of Public Affairs, and
currently is the Tsanoff Professor of Public Affairs at Rice University and at
the School of Public Health in Houston is adjunct professor of health policy.

Dave Warner is professor of public affairs at the LBJ School at UT Austin,
is professor at the University of Texas School of Public Health, member of
the education committee of the Texas Medical Foundation, member of the
editorial board of the Journal of Health Policy Politics at Law, and a former
board member of Brackenridge Memorial Hospital in Austin.
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We have really a very broad coverage of various considerations of the
health care delivery system. Dr. Carson s standing by in case he’s to be called
upon. I'm going to make a few general comments before calling on—Bill,
will you be the first>—we’re calling on Dave to make a few comments, and
then Bill Hobby will make some comments, and then it’s up to you, the
members of the Society, to proceed with the important part of this morning’s
program.

During the sessions which were held yesterday, most of the discussion
centered upon some of the major issues which health care professionals,
ethicists, members of the legal profession, and the community at large are
grappling with, both in the abstract and in day-to-day encounters.

Economic issues have been touched upon, but this morning we hope that
the discussion will center upon economic issues and will, at least in
discussion, deal with some of the hard decisions facing the nation with respect
to the costs and the methods to deal with these escalating costs in the health
care delivery system of our nation.

Hardly aday passes without news stories and editorials appearing in the lay
press and in the professional journals addressing these issues. And I'm going
to refer to just a few of these, and they range through the whole gamut of
problems affecting the health care delivery system of our nation.

On November 17 of this year, the New York Times had an article,
“Washington Tries to Sort Out Health Insurance Proposals.” Last week’s
New York Times, November 24, I think that was last week, two weeks ago,
first page, “Mental Hospital Chains Accused of Much Cheating on Insur-
ance.” The Wall Street Journal on November 12, an article by Milton
Friedman, and just to be provocative, let me read one sentence from his
article. “The inefficiency, high cost, and inequitable character of our medical
system can be fundamentally remedied in only one way—by moving in the
other direction toward reprivatization of medical care.” So the range of
opinions being expressed is quite remarkable. Arthur Andersen, Inc., pub-
lishes a Washington health care newsletter and the newsletter, October 1991,
deals with a number of major issues.

The last publication that I should like to refer to, to sort of set the stage for
the discussion this morning, appeared in the New England Journal of
Medicine, September 19, 1991—an article by Dr. Amold Rellman. Dr.
Rellman was once professor and chairman of the Department of Medicine at
the University of Pennsylvania Medical School, and then for many years
thereafter until he recently retired was the editor-in-chief of the New England
Journal of Medicine. He gave a lecture at the annual meeting of the
Massachusetts Medical Society in May of this year. It’s called the Shadduck
Lecture—“The Health Care Industry—Where Is It Taking Us?” He makes



Society of Texas 103

a number of points—some very frightening ones. “What we see now,” and
I’mquoting, “is amarket-oriented health care system spinning out of control.
In 1965”—I'm again quoting—"we spent about 6 percent of our gross
national product on health care. In 1975, approximately 8 percent. In 1985,
about 10-1/2 percent, and last year, over 12 percent.” So, in the course of 15
years, I beg your pardon, my arithmetic is poor, 25 years, the amount of the
GNP devoted to payment for the health care of our nation doubled. And very
recently I came across an article that suggested that for 1991 it probably will
reach 13 percent. Again quoting from Dr. Rellman’s article, “At least 15
percent of Americans have no health insurance and probably at least an equal
number are inadequately, or only intermittently, insured. Evidence of
inefficiency, duplication, and excessive overhead is everywhere apparent.
Administrative costs have recently been estimated to make up between 19
and 24 percent of the total spending on health care—far more than in any other
country.” And then, the last two or three quotations from the same article, he
addresses the issues of,

How have these developments affected the practice of
medicine? In the first place, they have resulted in more
regulation of the private practice of medicine by third-
party payers. Second, doctors are increasingly threatened
by malpractice litigation as a strictly business relationship
begins to replace the trust and mutual confidence that
traditionally characterized the doctor-patient relationship.
Thirdly, the courts, which formerly kept the practice of
medicine out of the reach of antitrust law, now regard the
physician as just another person doing business, no longer
immune from antitrust regulation.

Those are just a few of the problems. And I would make one, give you one
more quotation from Dr. Rellman’s article, his concluding statement, and
then I shall sit down—"what our health care system needs now is not more
money, but different incentives and a better organization that will enable us
to use available resources in amore equitable and efficient manner to provide
necessary services for all who need them. We can afford all the care that is
medically appropriate according to the best professional standards. We
cannot afford all the care a market-driven system is capable of giving.”

Now, Dr. Wamer, those are just a few of the issues that I am sure you will
resolve for us this morning.
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DAvID WARNER

THANK YOU, DR. LEVIN. DRIVING DOWN HERE, GOVERNOR HOBBY AND I WERE
talking and decided that we would both try to be provocative and then he
suggested that I should go first. But mature reflection has led me to think that
perhaps I’ll be less provocative than I might have been if I had gone second.

Also, Ilearned on Friday that Marina Weiss wouldn’tbe here. Accordingly,
I've tried to address her topic of health care in the U.S. in the year 2000 and
beyond. When asked to look into the future, one tends to adopt the rhetoric
orthe mantle of Buck Rogers, or perhaps Jeanne Dixon, or even Martin Luther
King. Buck Rogers because there is always the temptation to point to the gee-
whiz technology that has become and will be available. Jeanne Dixon
because it is always fun to predict significant change in the status or the life-
style of the rich and famous. And Martin Luther King because it is very
important to have a dream of what may be achieved in an improved and more
equal society.

With regard to this topic, all three perspectives are important and are
interrelated. I will first discuss some of the roles which technology, the
emergence of new disease and even demographics will play in shaping and
determining the health care system of the future. Next, I will discuss the role
of hospitals, physicians, other practitioners, and the patient in the future.
Finally, I will discuss some of the current shortcomings of the U.S. health care
system, and some of the initiatives being proposed to increase access and
equity and to control cost.

Technology and Disease

The vast new technologies alluded to by Dr. Levin in his introductory
remarks yesterday are truly awesome. Biomedical research has been a very
valuable investment; and I think that Texas has been wise to invest in this
technology, especially during a period when the federal government has been
generally supportive. Science has developed new limbs and artificial organs.
Physicians can now transplant many organs, manipulate the immune system,
and clone new forms of life. With regard to some of yesterday’s comments
on rationing, there is a fairly well-organized federal system of allocating
cadaver organs. In fact, certain priorities as to who shall live do rest in
committees at the regional level now, although I think with very little public
oversight or understanding of exactly how they work. Jurassic Park,arecent
book by Michael Crichton, shows what may be possible with science—a
dinosaur park is developed for dinosaurs which have been cloned from
genetic material which has been found in frozen specimens by paleontolo-
gists. Butthe book alsoillustrates the unpredictable way in which life survives
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and humans miscalculate. Walt Rostow will appreciate that the most
insightful character is a mathematician from the University of Texas who is
a specialist in chaos theory.

Optimism that science will take us to ever higher levels of wellness or
control over our own health was best summarized, for me at least, in a radio
interview I heard with Timothy Leary, where he expressed the belief that, for
immortality, we just need to eat right, let our feelings out, and replace organs
when needed. A more cautious version of this was stated 20 years ago by
Lewis Thomas, who believed that through heavy investment in high science
and molecular biology we can develop efficacious interventions for virtually
every disease. While halfway technologies palliated syphilis and typhus, for
example, the development of definitive interventions turned these dread
diseases to easily-managed conditions. He believed most, if not all, major
human diseases are approachable scientific problems which will be solved
fairly soon. He also believed that as diseases are conquered, most persons will
live longer and will be more likely to have an old age like that of Bertrand
Russell, who lived in good health until he was in his nineties, whereupon all
systems collapsed and fell apart at once, rather like Oliver Wendell Holmes’s
“One Hoss Shay.”

By contrast, René Dubos, in Mirage of Health, sets forth the proposition
that disease is in large part a natural outcome of man’s attempted adaptation
to changing social conditions. Herelates that plague was serious in the Middle
Ages because of the prevalence of the black rats who carried the flea which
transmitted it to humans. When the more dominant brown wander rats
emigrated across the Volga, carrying a different flea which did not transmit
the disease, the plague ceased to be aproblem. He states that in Europe leprosy
was prevalent in the fourteenth century, plague in the fifteenth, syphilis in the
sixteenth, smallpox in the seventeenth and eighteenth centuries, scarlet fever,
measles, and tuberculosis in the nineteenth century. He points out that no one
was prepared for the virulence of the 1919 influenza epidemic. Furthermore,
he predicted in 1959 that cancer, environmentally-generated diseases, and
mental illness would be among the major problems facing us in the late
twentieth century. And he predicted that new diseases would also emerge as
indeed they have with a vengeance.

Methods of dealing with disease are as much determined by the underlying
social arrangements as is the generation of new diseases. Dubos noted, for
example, that the village fool, who used to be anaccepted member of any rural
setting, the semi-senile oldster who was expected to spend his last years
rocking on the porch of the family homestead, and even the timid soul who
escaped competition by retiring into a sheltered home atmosphere are likely
now to become inmates of mental institutions or nursing homes (or more
contemporaneously the streets) because they cannot find a safe place in the
crowded high-pressure environment of modern life.
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A commonly-stated objective for health planners is to reduce mortality and
morbidity due to conditions such as diabetes, prematurity, head injury, and
heart disease. However, mortality and morbidity are not necessarily reduced
together. In fact, as several speakers have noted, when we reduce mortality,
we often increase morbidity, sometimes at high cost to society. The goal of
health systems in poor societies is to reduce mortality. In rich societies, with
increases in long-term chronic conditions, it will be necessary to find ways
to reduce the cost of maintaining people with some limitations in society.
With many early retirees expecting to spend nearly as much time in
retirement as they spent on the job, it should be clear that the long-term
productivity of the whole society will have to increase.

The Health Care Industry

Since the enactment of Medicare and Medicaid in 1965, revenues have
poured into the health care sector. Total health care sector expenditures in
1992 in the United States are estimated to exceed $800 billion annually,
nearly $3,000 per capita. This represents about 13 percent of GNP. Other
industrialized nations spend between 6 percent and 10 percent of GNP on
medical care even though they guarantee universal access to basic health
benefits. In Texas, in 1991, best estimates are that we will have spentroughly
$40 billion on medical care.

In spite of the increasing number of physicians, many Americans believe
they now have less access to primary physicians or to continuity in their care.
By 1991, the number of physicians in the United States had increased to more
than 600,000—an increase of 75 percent since 1970. There is now one
physician for every 420 Americans, while there was one for every 641 in
1970. Partly because of reimbursement incentives, the relative number of
physicians going into primary care has declined. Physicians’ incomes and
their relative incomes have also increased to the point where the median
physician income exceeds $160,000. Certain specialists, such as ophthal-
mologists, some orthopedists, and cardiac surgeons are paid as much as
$800,000 or more. By comparison, junior high science teachers earn about
$30,000-$35,000, although both ophthalmologists and teachers are paid
largely from tax revenues. One consequence of such high physician incomes
and high relative pay has been the attraction over the last 25 years of a
disproportionate share of the smartest and most able students into medicine.
Because of these artificially high relative incomes, society’s ability to attract
capable people into a variety of different professions has been attenuated.
Medicine, law, and perhaps investment banking have attracted highly
capable students to the detriment of many other professions in which we
desperately need very able persons if we expect to have a society that can
compete in the world.
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Hospitals’ expenditures have increased even more rapidly. Each hospital
seems to aspire to be a small medical school, with campuses, training
programs, and all conceivable technology, as well as CEOs, CFOs, and more
accountants than General Motors. The development of trauma care, ICU
units, and all sorts of diagnostics have led to new levels of cost. Although
much of this care is efficacious it is surely more than most citizens would
choose if they could reallocate some of the tax and insurance funds spent on
health care to other public uses. For instance, with the public school budget,
the school board has to raise taxes to everybody if it plans to increase
expenditures. Funds for health care are pulled out of many revenue sources
and payers if an eligible patient has a reimbursable condition, and if all of the
payers ante up insufficient funds, the provider can go after the patient for the
balance. This is not to say that the way we fund schools necessarily leads to
high quality. The way we allocate funds to medical care has created a system
which few politicians dare to touch and has led to some very unusual
arrangements, with tremendous waste and little or no local or consumer
control.

A related issue is whether we are not over-medicalizing what are essen-
tially social problems. The problems of infant mortality seem, in the United
States, not to be lack of access to high-tech medicine. Indeed, the United
States has the best infant mortality rate by birth weight in the world. The
problem is that too many of the babies born are low birth weight. This is partly
a function of our recording many very low birth-weight births as live births
whereas in some other nations, births below 750 grams may be defined as still
births. More important initiatives to combat low birth-weight births are the
reduction of teenage pregnancy, the provision of adequate prenatal care, and
incentives for adequate care. In arecent study, C. Arden Miller found that 10
European countries were achieving better results in infant survival than the
U.S. by establishing easily understood and readily available provider sys-
tems. These nations then “link prenatal care to comprehensive social and
financial benefits that enable pregnant women and new mothers to protect
their own well-being and to nurture their infants.”

Similarly, the care of the chronically mentally ill and the elderly unable to
care for themselves is often more a housing and social support problem rather
than a medical one. Fees for service reimbursement, which may occasion
good focused effort for some provider-oriented practice, have had the impact
of driving out those broader functions which are not reimbursed. This has
become true in social work and psychology as well as in medicine, with
perhaps even more unfortunate results. Even in the public sector, the Texas
Department of Human Services has gone from providing child welfare
services to providing child protective services, and it is only able to serve
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about half of the cases of proven child abuse. A fortunate consequence of
expanded funding for mental health services under Medicaid will be more
revenue. The downside may be more attention to billable events than to the
kinds of supportive services needed.

There was a brief period when health planning was mandated in the United
States, in which all interests were represented. There were physician
representatives, insurance companies, and consumers. But it did not work
very well. One of the biggest problems was that the professionals were
involved in this process not for their expertise, but really to represent their
economic interest. One of the greatest health policy problems in the United
States over the last 20 years is that physicians generally have let professional
societies represent them rather than coming forward with standards of care
and also priorities for care at the community level. Dr. Kitzhaber, who is the
leader of the Oregon Initiative and is also president of the Oregon Senate, is
a physician. It’s because he’s a physician and speaks with some knowledge
of clinical issues that citizens have had some comfort in being able to discuss
some of the issues related torationing. People in public policy have, inasense,
been shadowboxing. They have not had the technical expertise or legitimacy
to raise these issues. Professional groups and advocacy groups have re-
sponded to serious debate on priorities with the view that if one person dies,
that would be too many. In fact, in any conceivable state of the world, many
persons will die, either because they didn’t get treatment, due to rationing,
or because they didn’t have access.

In addition to setting priorities for care, we must develop efficient, high-
quality medical services. Lawrence Weed, in a classic article in the New
England Journal of Medicine, posed the question, “What is the best
combination of systems, tools, and people for solving any health care problem
in the context of the individual patient’s life?”” He concluded that physicians
and other health care professionals using computers, protocols, and feedback
loops should function as ateam along with the patient in facilitating his or her
own health care and treatment plan. Weed believes patients should receive
a copy of their medical record. Weed is the father of the problem-oriented
medical record in which the practitioner describes the medical problem and
sets forth the proposed treatment plan, identifying what the patient needs to
do and what the physicianneeds to do. That’s alevel of communication which
I think is often lacking between patients and physicians.

Weed concludes that under our present licensing and credentialing system,
which focuses on training rather than on performance through one’s profes-
sional life, there is too much reward for doing simple things or doing many
complex things poorly. He believes that in the selection of health providers,
natural skills and interpersonal relations, manual dexterity, dedication, and
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a sense of responsibility to others should far outweigh the present emphasis
on memorized knowledge and extensive backgrounds in formal education.
Medicine is the only one of the principal medieval professions which
appropriated the mantle of science. And the statutory constraints on the
practice of medicine continued to be delineated in nineteenth-century
medical practice acts. The medical systems of the future will have to take into
accountthe productivity and quality-enhancing possibilities that information
technology and new forms of practitioners can provide.

Providing Care for All

Finally, as a consequence of the rapidly escalating cost of the increased
medicalization of society’s problems, and of a financing and entitlement
system that allocates services based on age, place of employment, and family
income, most Americans believe that the U.S. health care system must be
reformed. The basis for this belief is concern for the increasing number of
uninsured, the rapid escalation of insurance costs, the lack of available
coverage from many employers, and the fear held by almost all Americans
of catastrophic expenses and loss of coverage, either due to illness or to the
loss of the job which provides coverage.

As Ron Carson reported, the uninsured have increased from roughly 26
million reported in 1977 to 31 to 38 million in 1987. In 1987, the National
Medical Expenditure Survey found that47.8 million people lacked insurance
for all or part of the year, of whom between 34 and 36 million were uninsured
on any given day, and 24 million were uninsured throughout the year. This
does not include persons with Medicaid or Medicare who are considered to
be insured. The small group health insurance market has eroded badly, and
many employers are unable to arrange affordable group insurance for their
employees without unacceptable exclusions and limitations.

Even with coverage, many persons are not able to earn enough to pay
premiums for their families and do not qualify for other coverage. With
increasing employment insecurity, there is concern that coverage will be not
available if jobs are lost. Troubling aspects of the current system include the
increasingly dual nature of care available to those who are not insured. Many
of those who are uninsured are covered by a public system in overcrowded
emergency rooms and clinics. This two-tier care may be expanding to
differentiate between those with public coverage under Medicaid and
perhaps Medicare, which increasingly limit reimbursement to physicians and
hospitals, and those with private coverage, which is developing other
methods of limiting access to and reimbursement for care.

The poor level of entitlements to young families and children is a
continuing problem not only for health care, but also in education, nutrition
programs, day-care, and job training. Without healthy and productive young
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families, the capacity of the society to prosper will surely be at risk. I am not
going to review the different health insurance proposals that have been
developed; many members of Congress since the Pennsylvania election have
submitted something. It does seem clear that a guarantee of basic health
services to all Americans is a necessity for us to have a society that works.
And if it is a guarantee that is combined with some sensible idea about the
reasonable constraints on treatment and payment of providers, there is no
reason why it should bankrupt the economy.

Robert Alford has characterized the American health care system as
“dynamics without change.” We go back and forth between an ideological
attachment to bureaucratic and market-based solutions without fixing on a
system of oversight or entitlements that work. I read an interview with a
Congressman last week who said that it may be true that 70 percent of the
American public wantchange, butalotof people are employed in the industry
and until it gets to 90 percent, he wasn’ttoo sanguine that change would come
about.

Ironically, the current Kennedy-Waxman Basic Health Benefits for All
Americans Act (1989) is very similar to Richard Nixon’s Employee Health
Care Insurance Plan proposed in 1974, which was dismissed by Congress. My
12-year-old son, who disapproves of the radio station I listen to when taking
himto school, asked me one day, “What do you get when you play a Country-
Westernrecord backwards?”” With some trepidation, I'said, “Well, what?” He
said, “Well you get your wife back, your job back, and you get sober.” Now,
I don’t think we could run the record back to 1974, nor do I think we want
to, but I think we really are going to have to do some very serious thinking
about where we go from here.

WiLLiam C. LEVIN, MODERATOR
THANK YOU, DAVE. GoveErNOR HOBBY.
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WiLLiaM P. HoBBY

I’D LIKE TO TAKE THE SECOND SPEAKER’S PRIVILEGE TO AMEND SLIGHTLY WHAT
Dave opened with about who was going to be provocative about what. The
arrangement was that he was going to make statements so provocative that
they would stir up enough comment to more than fill the time allotted to this
discussion. Well, the corollary of that is that if he hasn’t been provocative or
outrageous enough to do that, then I’ve got to be even more provocative and
outrageous.

Bill Levin was kind enough to mention in his introduction that I am the
Ratoslav A. Tsanoff Professor at Rice. The founder and funder of that chair
is a member of this Society, Walter Hall, who is here this morning. Rice
thanks you, Walter.

The policy research project that Dave and I are conducting on health care
cost and access came about because of a member of this Society, our boss,
Max Sherman, dean of the LBJ School. More than a year ago, Max asked
people from the Governor’s Office, Lieutenant Governor’s Office, and the
Speaker’s Office if there was a single public affairs project or subject that they
would like to see become the subject of a pretty thoroughgoing research by
the LBJ School. And the unanimous reply was health care and access. There
wasn’t anything else in second place. And this PRP was also planned to work
in conjunction with the Governor’s Commission or Interim Task Force on
Health Care, which held its first meeting earlier this week. The fact that Bill
Levin had the foresight to devote this program to this subject, the fact that a
major effort on the part of the LBJ School is being devoted to this subject, the
recent senatorial election in Pennsylvania, the governor’s naming a task
force, the many articles that Bill Levin referred to, the fact that you can’t go
to a newsstand and not see some magazine whose cover story relates in some
way or another to health care, is indicative of the concern that this issue now
raises.

It might be interesting to mention the specific charge that Governor
Richards has given to her Texas Health Policy Task Force. There are six
elements to the charge. They are: define a basic health care service package
for Texans emphasizing preventive and primary care; propose a health
insurance benefits package or other health care financing mechanism (and I
think that is very significant, health insurance package or other health care
financing mechanism) for Texas that is not necessarily tied to place of
employment, and includes recommendation for state regulation of health
insurance or other financial plan; third, provide a range of options for small
businesses to assist with health care benefits for their employees; fourth,
recommend cost containment and financing options for health services; fifth,



114 The Philosophical

recommend a coordinated health care delivery system with special emphasis
on rural health care and trauma health care; and sixth, delineate the
responsibilities and the commitments of consumers, providers, insurers,
employers, and government at local, state, and federal levels for high quality
and affordable health care.

Now as you can see from the specific charge from the governor to the Task
Force, and from the mission of the LBJ School research project, there is great
concern about cost of health care and access to health care costs.

And following a conversation that Ted Fehrenbach and I have had several
times, but most recently out in the hall just before this session started, in our
culture, particularly in this country, we commonly refer to certain things as
problems, the problem of access to health care, the problem of health care
costs, the problem of whatever. And referring to something as a problem,
rather than a situation, somehow carries with it the idea that somewhere out
there, if somebody is just smart enough, there is a solution that will make
everybody well and will reduce cost, and that is not the case. In fact, one of
the best surveys on the health care situation in Texas so far has been done by
the Texas Research League, specifically by a former student of Dave’s, an
LBJ graduate named Anne Dunkelberg, which shows that Texans who have
health care coverage of whatever sort, whether through Medicare or Medic-
aid, or through health care insurance arising from employment, make use of
the medical system 1.28 times as much as those without coverage, which is
exactly what you would expect. But the point is that under present arrange-
ments, the more that we increase access, which is agoal shared by us all, under
the present system, costs are going to increase very sharply with access.

Do we really have, as set out in the article Bill Levin referred to, a market-
driven health care system? I think we don’t, and that’s one of the problems
with the system (and also a source of difficulty with the system). We don’t
have a market-driven system in the same way that the market drives and sets
costs for the professional services—legal services, architectural services,
accounting services, and so forth—because a very high percentage of the
payments are through third-party payers. We don’t shop the market for
medical services as we do for other services because under the existing system
there is not the incentive to do so. So I would argue that one reason for our
very high cost (medical inflation runs now about 15 percent a year, twice that
of inflation in other parts of the economy) is that the current arrangements do
not give us an incentive to do the same kind of shopping that we do for other
services.

Both Bill and Dave referred to the very familiar fact that opens almost any
discussion of this kind, that we have in the last 20 years or so doubled the
proportion of GNP going to health care from 6 percent to 12 percent. The
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alternative system most widely discussed is the Canadian system. In Canada,
costs have increased too, but their GNP percentage devoted to health care is
8 percent.

But two things need to be put into perspective to make it clear that this gap
is even more striking than it first appears. We spend 12 percent of GNP on
health services, and yet we have about 38 million people in the country who
are outside the health care coverage system. Canada spends 8 percent of GNP,
and nobody is outside the basic system. Ralph Spence, I believe it was
yesterday, was asking have studies been done on the Canadian system? Yes,
there have been. I personally think that moving toward that system is the way
that we ought to move as a national policy basis, though it is certainly not
importable or reproducible immediately into this country.

The system is a source of immense pride and satisfaction within Canada.
Ron Tyler told me yesterday that he recently tried to recruit a potential
employee from Vancouver and was not able to do so because that person does
not want to leave to bring his family to the United States and take away the
benefits of the Canadian health care system. I personally know one other
person whose parents, who are American citizens, live in Canada for exactly
that reason. All the Canadian opinion polls show a high level of satisfaction.
Opinion polls in the United States show a very low level of satisfaction with
our system.

A criticism of the Canadian system is that it does not provide access to as
much or as high technology as the American system does. Some Canadians
who can afford to come across the border to Rochester, to various health care
facilities in Michigan, and so forth, to get access to high technology—CAT
scanners, MRIs, etc.—that are not yet as readily available in Canada as they
are in this country. There is inevitably flow both ways across the border.

Of course, in addition to the high physician income, one characteristic of
our system which Dave mentioned is its tremendously high administrative
costs. The administrative costs in Canada are substantially less because you
have the single-payer system. The government is the payer there.

The problem of new diseases has been referred to. New diseases means
generally, the first one that we all think of in this room is AIDS. There is
another one on the horizon and new disease is not the right word, but a
condition, new in the past decade, that is going to have implications I think
none of us can really grasp at this time, and that is the impact on society of
babies who were addicted to one substance or another, but, more particularly
and morerecently, to crack. Crack babies are about the size of yourhand when
they are bom. They are convulsive from the moment they are born. They are
not subject to comforting and nurturing in the way that ordinary babies are.
What I suspect all this means is that they are sociopaths from the minute they



116 The Philosophical

are born. They cost about $2,500 a day to keep alive. The first of these are
now about six or seven years old, just about normal age for entry into school.
I think there’s very little prospect that any substantial portion of these
unfortunate children can ever be integrated into society in any real way, and
I'suspect that we are seeing the beginning of a wave of problems, medical and
social as well, that are going to be with us for a very long time.

Have I been outrageous enough? Thank you very much.

Questions and Answers

William C. Levin: Thank you, Bill. Ladies and gentlemen, you’ve been
provided with a great deal of material to discuss. The floor’s open. Would you
please come to the microphone and give your name, because this is being
recorded and will be included in the proceedings. Dr. Mullins?

Dr. Charles Mullins: Charlie Mullins, University of Texas System. Let me
make a couple of comments about the cost of the health care delivery system.
It’s a very personnel-heavy industry. In 65 to as high as 80 percent of the
health care delivery system the cost is personnel driven, personnel salaries.
Over the last two decades, there’s been a progressive increase in the salaries
of the nursing staff and technical staff system that provides the medical care.
Health care workers, two decades ago, were notoriously underpaid in
comparison with other workers in the industry. That has now shifted, and
that’s part of the reason that the health care, you see the market, escalation
of health care expenditures, because of the drive for nursing personnel,
technical personnel, to have what we now consider probably appropriate
salaries. So, that’s one of the reasons that the GNP, perhaps, has increased
more rapidly in the last two decades than it has in the past.

Secondly, it is driven by technology, we’ve discussed that, but to give you
some insights into it, a cardiac catheterization lab costs about $3 million to
build now, that’s for the equipment and technology within the lab, not the
structure itself. An MRI unit cost a million to $3 million, depending upon
what type of unit you buy. CAT scans cost $1 million to $1 million and a half
just for the equipment, not including the housing of the equipment. It requires
high-technology technicians to operate that equipment. It’s a very expensive
operation and in five to seven years it’s outdated technologically and has to
be replaced. That'’s the drive for the health care industry. The second, in my
estimation at least, in terms of the cost.

I'd like to make another comment, and I'd like the panelists to address this
particular question, rather than just a comment, but how much does the
American public, how much is it willing to spend of its GNP on health care
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delivery? How much does it spend on entertainment? And I think we need
to put this in context. I don’t know what we can afford, I have no idea. But
maybe 12, 14, 16 percent of the GNP is not inappropriate. It’s an economic
drive. It provides jobs. Itis anindustry, just like General Motors is an industry.
I think we need to think of that in that context, to some degree.

Now I certainly agree with what Governor Hobby said about the third-party
payers being a market group in economy. In my estimation, health insurance
should have been a catastrophic insurance program rather than one that pays
for the first aspirin or the first bottle of nose drops that somebody has to have,
because then it’s an unthinking process, that somebody else is paying for that
type of medication. That may be enough to get things going, and I'll be glad
to discuss the Medicaid program in the state, too, if you’d like to get more
depth in the Medicaid program.

David Wamer: I think the concern is not relative to entertainment, I think it’s
relative to the fact that for really low-income workers right now, or even
medium-income workers, somewhere between 10 percent and 20 percent of
their payroll may be going to pay for health care for persons other than
themselves. They are paying, everybody’s paying 2.90 percent up to about
$110,000 for Part A of Medicare. They’re paying significant taxes for Part
B of Medicare. They're paying state and federal taxes for Medicaid, even if
they have no health insurance for themselves. They are paying for the health
portion of workers’ compensation and automobile insurance, and in their
local taxes for charity hospitals and medical education. Young persons are
generally subsidizing older coworkers who are using the system more
intensively. To a certain extent, what we're doing, partly through the way we
finance medical care and partly the way we allocate the resources, is we're
making it very difficult for young families to be viable. The comparison I
made between how much we pay a junior high school science teacher and an
ophthalmologist, I think, is very relevant. Although the junior high science
teacher is paid an order of magnitude less, he or she has more to do with
whether we’ll compete in the world over the next 30 years than the
ophthalmologist does. And actually, it would be a pretty nasty society in
which we spend significantly more on medical care when we are sick than
we do on entertainment over our whole lifetime, both sick and well.

William C. Levin: Governor Hobby, do you have a comment?

William P. Hobby: Yeah. Charlie had aquestion about the MRIand CAT scan
costs, which are always, of course, adduced as a driver in medical inflation.
But, Charlie, is there any way of getting at how much cost those non-invasive
things save in the way of surgery? Is there any way to make a stab? I have
no idea.
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Charles Mullins: I don’t have that information, but I do know that some of
the leading diagnostic devices that have come on board in the last couple of
decades have been very important to medicine, especially in the arena of head
trauma. It’s made a difference, it certainly has made a difference in terms of
surgery, because the surgeon can see, with great detail now, what he needs
to operate on now. Back surgery is a classic example. They can in almost
pictorial fashion outline where one might have a disk. They can see it in great
detail within a half a millimeter of where that disk has ruptured and what it’s
compressing. So it’s made, from a technical standpoint, it’s improved the
quality for surgery, and, I would guess, eliminated certain unnecessary
operations because of the lack of diagnostic techniques in the past. But Idon’t
have that in hand, the economics of it in hand.

I didn’t mean to make a comparison just with entertainment. I mean, that
is a major section of GNP, and how much do you pay football teams, for
instance, pro football teams, not college football teams? And how much is
it worth?

Ronya Kozmetsky: I'm Ronya Kozmetsky and I want to say that it’s awfully
important for us to realize that none of these things are going to happen unless
we pay for them. We’ve been dancing around that issue for the two days that
I’ve been here. And once we get to that point, we sort of veer off because it’s
so painful. Well, I don’t think we have a choice anymore in our society. We
must be our brother’s keeper or we’re going to lose it. We cannot keep our
society going the way we’re going without taking the responsibility. And
when we take this responsibility, thank you, Dr. Mullins, thank you for saying
that we must pay for it. But we must pay for it willingly. And that’s the point
that we're not at, and that’s where I think we’re making a . . . I think we’re
making a mistake because the first thing we have to do is change the attitude
of the community to their responsibility. Because until we do that, we are not
going to have good health care. And I’m saying we should start with our most
endangered species, as youmentioned, the children, the crack baby, the AIDS
baby—but, more than that, the ordinary baby, the ones from zero to five. In
our last legislative session, we didn’t have a...nobody argued about
spending $1 billion for jails to put these babies into when they grow up, but
not a dime for child care so that they wouldn’t go into prisons, and they
wouldn’t get rickets, they wouldn’t get all these diseases. We must change
the attitude of our community. We have not choice, or we are not going to
be a leading nation in anything but war.

William C. Levin: Any response?
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Ronya Kozmetsky: I want to commend Governor Hobby because he had the
courage to tell us how we were going to pay for it. | commend you because
you were one voice who said, yes, let’s raise our taxes for the good of the

people.

T. R. Fehrenbach: I'm T. R. Fehrenbach. And when we started this, the
comment was made it was supposed to be provocative, and I think some
provocative things were said, but one of the interesting things about this
whole conference was there’s very little really provocative—we’ve kind of
danced around it. But two things I just want to reemphasize that each of our
speakers have said. One, Dr. Warner brought out something, and the last
speaker here touched on this, there’s a big spectrum of opinion out there, not
among the elites, but among what we call the amorphous middle class, that
many of these so-called medical problems are social problems. Dr. Wamner
brought this up. A crack baby is not seen as a medical problem, it’s seen as
a social problem. The trauma, the tremendous problem, as someone men-
tioned yesterday, you know, the trauma center, shooting, stabbings, what-
ever, are seen as social problems, and many people in the community say,
why should I pay taxes, you see what I mean, to cover all of those things?
Agreed, we should spend money on solving those social problems. The
problem is nobody knows how to spend any money effectively to solve those,
at least at the moment.

The other thing I'd like to say is Bill Hobby, I think, should be emphasized,
yesterday, speaker after speaker after speaker talked about a market-driven
medical system. I'm not nearly as tactful as Governor Hobby. I say it’s
nonsense that we don’t . . . a market-driven system is like the market for
Lamborghinis or Cadillacs. In other words, you price people out of the market
and the market has so much. We had a market-driven medical system maybe
in 1930, but anybody who's on group insurance, or anybody who’s on any of
the government programs, which I imagine most of us are, this has nothing
to do with market. It combines the worst vices of the market with the vices
of the governmentally-supported program, which we’re discovering. But
cost is a problem, I'll say this, because, Governor Hobby, despite holding
three chairs, is also a businessman and understands markets.

Recently, in a business that I own, we have had to drop our small group
coverage, and this was with the consent of the employees. We made other
arrangements. Premiums, it’s an aging group, I mean our whole population
is aging, the employees are aging, with the premiums for our small group
coverage were pushing 50 percent of salaries. That’s not uncommon today.
And that’s why employees are just bailing out of this right and left. Now, is
thattoo high? We’re still not mentally adjusted, you know, to support this kind
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of thing. And I'm not alone. I know many other employers, probably
Governor Hobby knows that too, employers that are having this problem. I
don’t know what the solution is, but, yes, you're approaching a, on cost,
you’re approaching a pressure cooker-point in which private industry is no
longer going to play in the system. Somebody else is going to have to do it.
Thank you.

William C. Levin: Any comment?

Walter G. Hall: I want to commend you for having the guts to even touch on
this particular problem and to bring this Society into focus on it. You’re
touching on a thing, of course, that is of increasing importance to all of us.
As a small businessman with some 150 employees, the health care cost is
becoming, as the gentleman just before me outlined, a tremendous burden for
us to carry. And yet we have to carry it because we are concerned about the
welfare of our employees. It’s also important because it’s a competitive
matter that good folks will not stay with us or come to us if our benefits are
not, shall we say, competitive. It’s been dismaying to me what has happened
to the public feeling about doctors in the past 25 years. Now I have seen no
study anywhere about how much profit hospitals are really making. When a
person gets a bill, I swear they’re charged $1 or $2 or $3 for an aspirin. It’s
hard to defend that hospital. And yet I know of no study that’s been made to
show whether the great hospital firms, like Humana and so forth, are making
exorbitant profits. I have seen no study recently about what the average
income of the upper 10 percent of physicians make on down the line. The
publicis damning the doctors. Atone time, they were, as you know, they were
the highest regarded group in the whole society. I think now they’re afraid
tosubmittoa poll. Ithink they’d be almost as sorry as bankers. And that would
be very, very bad. But, you see, when the people read about a doctor being
sued, then they’ll read the detail. They’ll see that a good doctor has testified
one way on a lawsuit, a good doctor has testified in another way in a lawsuit.
Thattends, of course, to feel that they don’t know what the hell they 're talking
about, one or the other. Now, it’s important for us to have faith and
confidence, as well as respect, for our doctors. We put our lives in their hands,
the lives of our family and our employees. And we do things beyond
understanding at a very time when our society has become highly stratified.
We now have those with no collars, blue collars, solid white collars, on up
to starched collars. And the public doesn’t realize that, and they don’t see the
significance, generally, of our opening the gates and literally have millions
of folks coming in, immigrants, who the great majority of, in a matter of a few
years, become social charges. Now the doctors deserve a commendation,
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shall we say, of trying to take care of them at a fee, but they do not do much
in the way of informing people just what goes on. A friend of mine whose son
is adoctor at one of the big Harris County hospitals said that he knew that his
son as a doctor delivered a child, the fourth child, all fully on charity, for a
14-year-old girl. Now that brought on discussion among the group that I
happened to be in, and two of them were very able doctors. Would there be
an acceptable proposal for cases of that sort for medical care, if it’s available,
to limit the capacity of that 14-year-old girl to continue to have a baby every
year? Now that’s very, very unacceptable to most societies. Our people would
rather have no collars or whatever. They think that anybody in our country
is entitled to the most costly medical care that is available, and that is, as you
know, in some cases, very, very costly. Now, it’s a problem I don’t have any
answer to. I’m confused. I'm a damn sight more confused now than I was this
moming, but I'm not confused about the problem or the possibility, and
indeed the responsibility, of the medical profession finding out and telling to
the public, our hospital is making undue amounts of money. Are all doctors
getting rich? Is there any justification for charging what some hospitals
charge? And the whole thing, you see, if they do itemize it, that’s what causes
a lot of hell. But the point I'm making, sir, while you have been, your
profession has been providing outstanding services and improvements, the
pharmaceutical business and AIDS, everything, and I’m using the term
broadly, and treatment of our illnesses, we have not kept, you have not kept,
you have not made any effort to keep the public advised as to why you have
to charge so much to get the service, we’re too altruistic, our people. We're
too humanitarian. We want to see everybody have the best that’s available,
whether it’s a $150,000 hospital bill or whether it’s a $25 visit to a charity
ward. I say to you that if the medical profession will start paying one-tenth
as much attention and cost in advising the public, and to do it in a medical
pact, we'll be better off.

William C. Levin: For the record, that was Walter Hall. Governor Hobby.

William P. Hobby: Walter, you said one thing which every employer in this
room is very much aware of, that the cost of your health coverage, whatever
your arrangements are, and there are probably two—HMO and a conven-
tional insurance plan as well—are rising at a tremendously rapid pace, along
with workers’ comp costs, and are really putting an insupportable burden on
employers. I don’t want to lead the witnesses as they are the students in this
policy research project, but I believe that an employment-based health
coverage is very foolish for two reasons. First of all, employers can’t pay the
cost of all the health care in the country, and employers are paying a great deal
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more of it than is incurred by their employees, because hospitals, and
providers of all sorts, engage in cost-shifting, which they must, despite all the
efforts that are made to curb that practice. It certainly goes on. So employers
are paying a disproportionate share of the cost of the system. The other fault
of it is that it doesn 't cover everybody. The figure of 38 million is commonly
used for the number of people who don’t have coverage. Only about half of
those are unemployed. About half of them are employed by employers who
don’t have the coverage. I think it needs to be a universal system, not based
on employment, for just the reasons that you have mentioned.

Robert Krueger: Bob Krueger. Back in 1975 when evidently the health care
costmade up 8 percent, according to what I’'mtold, of GNP versus now, I think
Bill Levin said, perhaps 13 percent, I was in Congress. And I was one of those
who, atthat time, felt that we needed totry to bring the market into controlling
health care costs. I really think we should forget about that. I don’t think that
health care is governed by market circumstances. What is different, and Ted
Fehrenbach mentioned Lamborghini or the Cadillac, or we could mention the
Geo or the Chevrolet, we can go to those dealers, we can know the cost of the
product in advance, we can compare and we can make a judgment, we can
do that all in sort of rational terms, we think. But the relationship between a
health care provider, let’s take the extreme, the physician and the patient, is
not a relationship among equals. It is a relationship among one person who
is subservient and comes at a dependent moment and another person who is
in, by definition, a superior position. You go to a physician when you are ill,
when you are suffering, and you do not go as an equal. You go at a time of
great need. And this other person is to provide an answer to that need. You
are not even psychologically inclined to consider what the cost is, but if you
want to consider the cost, you have no basis for comparative cost. I don’t
suppose that anybody in this room has ever consulted three different
ophthalmologists to see which one would do, whatever, eye surgery, on a
comparative cost basis. Now, I was talking to one individual here who just
had five people bid on his house. But if he was going for health care, you’re
not going to go, Walter, to get bids on health care. It doesn’t work that way.
So I think we really need to set aside this marketplace notion. It is so
fundamental in America that we think of ourselves as amarketplace economy
that we tend to apply that paradigm to health care, and I think it doesn’t work.
I don’t know exactly what the answer is, but I don’t think it’s going to be
through the marketplace. Because this is not a place where the marketplace
works, not that there’s necessarily collusion among physicians or health care
providers to maintain, keep costs high, although there may be some, I don’t
know that there is, but there doesn’t have to be collusion, because there is no
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real comparison of costs. And it seems to me that to think in terms of
marketplace is to think in the wrong terms, and we have to think in something
else. What that is, I'll be glad to hear from the panel.

David Wamer: Well, I can testify. Milton Friedman wrote a very famous
article arguing that we shouldn’t license physicians at all. He believed we
should just let the market work and freeing up access to the profession is
maybe what you’d have to do to have the market work. In any case, another
fellow and I wrote an article to the New England Journal of Medicine 18 years
ago advocating giving patients copies of their medical records. I sent a copy
of it to Milton Friedman. He read it and wrote back. He said, “Thank you for
sending me your article on giving patients a copy of their medical records,
but surely that’s a matter of free choice between the physician and his
patient.” But it is such an unequal relationship in terms of knowledge and in
terms of everything else that I realized that pure market solutions would need
some very substantial structuring to say the least.

Dr. William Schwartz in the Washington Post several months ago said,
well, even if we pay doctors much less, even if we control hospital costs, even
if we get rid of all unnecessary procedures, we re still going to have to ration
care. And I think that speaks to what Dr. Mullins is speaking to, in that those
MRISs are expensive and those other things are expensive, but there is going
to have to be some rationing of care, and it’s going to be even care that is
efficacious. This really should not be surprising since we ration nearly all
other goods and services in society.

William C. Levin: Dr. James.

Dr. Thomas N. James: I'd like to return to the matter of market driving. I think
saying something is market-driven, the comments I hear, assuming that
market driving is an orange, and all market driving processes are oranges,
market driving’s oranges and apples and bananas and maybe fruitcakes. The
market driving that Bud Rellman is referring to is not the process of
competing to reduce costs, and that’s what Governor Hobby is referring to,
that is a form of market driving. What Dr. Rellman is referring to is market
driving to increase desire, to increase demand, and that’s a pemicious
process. Charlie Mullins referred to the value of MRI—there’s no question
about that. There are some things that could never have been done in the past
and others that have been done in the past can be done much better now
because of the precision that can be obtained with that new technology, very
expensive. But the manufacturers of that equipment, the hospitals that have
that equipment, and some less scrupulous physicians, perhaps, who engage
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inthe operation of that equipment, could use at some times much cheaper new
technology that would be just as adequate, maybe even superior. And a
specific example is regarding abdominal masses. MRIs are too often done to
assess to presence or nature of an abdominal mass when a simple sonar which
costs a fraction of an MRI procedure would be just as effective, oreven better.
For some years it was illegal for pharmaceutical companies to advertise
prescription medications. Now, today, you see pharmaceutical companies
advertising prescription medications and insisting that the patient go see their
doctor and get that medicine. The new antihistamines are a perfect example
of that. The level of competition between hospitals, which is marketing
process, has reached an egregious state inmany communities where youhave
to have certain prerequisites in order to have patients come to your hospital,
but who pays for those prerequisites. That drives costs up.

The ophthalmologists to whom reference has been made already send vans
to old people’s homes. They publish they pick up patients to have eyes tested
for presence of cataracts and the likelihood of correcting those. They publish
these pathetic photographs of what a grandmother could see of her grandchil-
dren before the cataract was removed and after the cataract was removed, not
making mention of the fact that a significant percentage of those removals
were for marginal indications, the grandmother wasn’t having that much
difficulty seeing. A technically present cataract wasn’t functionally impor-
tant. Inmy own field, there’s no question that we do far more coronary artery
bypass grafts than are necessary. We're the only country in the world that does
a percentage of those procedures in relation to patients who have coronary
disease compared to all the other countries in the world, including First World
countries. So, I would say that market driving is a pernicious force, and itisn’t
that for one form of it, we don’t have enough of it, that is competitive
reduction of prices. But for the other form of creating demand, by patients,
by physicians, by hospitals, it is a very bad influence on health care costs.

William C. Levin: Any comments from the panelists? Senator Krier.

Sen. Cyndi T. Krier: I'm Cyndi Krier from San Antonio, and after the role
John Howe played yesterday, you'll think we’re all incurable optimists there.
But I do think it’s important that we balance the provocative discussion with
a little focus on some of the limited good news that’s existed. And far be it
for me to defend a lot of what went on in the last legislative session, but one
of the things that was proposed was the billion-dollar bond package, and that
was submitted to Texas voters and overwhelmingly approved by them. And
while that was perhaps in the public carried as 25,000 more prison beds, in
reality 10,000 of those beds are to be set aside for MHMR, for substance abuse
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programs, trying to deal with what caused the people to commit the crimes
to be in prison in the first place. And that has moved Texas, that one bond
issue, from dead last in the country to first in the country in the amount of
resources that we have specifically targeted at the underlying causes of crime
and trying to wrestle with them. And while that’s not the children that we do
need to focus on, it’s 20-year-olds who are out there committing serious
crimes and who, if we don’t break that cycle of violence, are either going to
givebirthtothe crack babies or be around to harass us rather than to contribute
to society for the next 50 years of their lifetimes. And I think that’s an
important part so that you all don’t go home thinking, gosh, nobody in Austin
is aware of any of these problems or trying to do anything to make even
incremental progress to dealing with that.

But that’s the adults, and I wanted to turn it over to Stella because she’s
taken over where the legislature stopped in terms of also trying to do some
creative things to deal with the next generation in health care and in some
other ways. So I wanted her to get to share that because we ran out of time
yesterday.

Stella Mullins: I'm Stella Mullins. I'm with the Mental Health Association
inTexas. AndI dolive in Austin and have wonderful exposure to a lot of state
agencies. I know we do a lot of bureaucracy bashing, so I just want to tell you
one thing that has happened as it relates to nine state agencies coming together
benefiting children in all of Texas. By way of telling you that, I would like
to just quickly say that statistics tell us that in the state of Texas we have,
between birth and 18, upon any given day, 325,000 children and adolescents
who are considered seriously emotionally disturbed. Fortunately, about
250,000 of those childrendo get some kinds of services. And 100,000 of those
children who have no way of getting the services they need except through
the public sector—child welfare services, MHMR (mental-health mental-
retardation) services. As we began to look at what the state of Texas was
doing, we found that, in fact, we were spending upwards of $60 million a year
on mental health services for a number of children, but not nearly as many
children as we thought that, if the agencies coordinated and cooperated with
their services, that we could be serving. As it turned out, in 1989, the state of
Texas did, in fact, spend that $60 million on 3,500 children. The proposal that
for a period of a year the state agencies worked on was to develop a 10-year
plan, and I think that’s the important piece of it, that all of us who pay taxes
want to know that our money is being spent in a planned and organized way.
They did work very diligently for about 12 months to come up with this 10-
year plan, as I said. The price tag for that, for the first biennium, was $44
million. We did go to the legislature. In the very last hours of that final special
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session, they did, in fact, the legislature did, in fact, fund $22 million. At this
time, I'm happy to say that the RFP went out, the Request for Proposal went
out to 45 regions in the state of Texas, 43 regions submitted proposals, and
those are in. They're being read and by January 1, at least 16 sites in the state
of Texas will have money to have their children’s mental health services. And
thisis all in cooperation with the schools and other agencies at the local levels.
Andit’s the local levels who are making determinations about how they want
to spend that money. And I think all children in Texas need to say a special
thank you to Governor Hobby because he’s the one who supported us in this
whole process, to make sure that the legislative budget board staff would work
with the agencies who wanted to do this. Thank you.

William C. Levin: Stella, thank you for some good news. There’s been very
little of it this morning.

Bill Wright: I'm Bill Wright. I understand that in the state of Hawaii, they
have developed a state program that encompasses an integration of business,
public support, the federal programs, and, youknow, a lot of what we’ve been
talking about presumes a new federal act, or a convulsive change in the
system. They have apparently done something at the state level that has been
effective. Would you care to comment on that?

David Wamer: Yes, Hawaii developed their program before the federal
Employee Retirement and Income Security Act (ERISA) was enacted, so
they’re the only state in the country that has exemption from ERISA. An
employer with an ERISA-qualified pension plan can also self-insure for
health coverage, which preempts them from state regulation. In fact, in
Texas, most large and medium-sized employers have their own self-funded
plan under ERISA so they don’t have to provide all of the benefits that are
mandated by the state. They don’t have to pay the insurance tax to the
insurance board, and they aren’t subject to a number of regulations regarding
freedom of choice of provider or adequacy of reserves. Employers in Hawaii
are subject to pay-or-play schemes which mandate that employers provide
health insurance or contribute to a public fund which does. Hawaii has some
other more expansive add-ons to Medicaid to cover some other groups, so,
in effect, Hawaii covers all but 2 percent of the population, and the 2 percent
they don’t cover tend to be homeless or very difficult to cover for one reason
or another. One of the problems that many people have raised is that Hawaii
is anisland. It’s not quite the same as where people have traditionally moved
back and forth between Texas and Oklahoma, for instance, depending upon
the social services they require and employment opportunities. And there are
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many more large employers as a percentage in Hawaii than in, for instance,
Texas. Agriculture is quite corporate in Hawaii. In Texas, currently, esti-
mates are that there are between three to four million persons who are not
insured, and that includes Medicaid.

Basically, it’s a very difficult situation now. So I think in Texas, and we
will know more about this in a few months, but I think it will be very difficult
without federal assistance, certainly in getting rid of ERISA, but also, just in
terms of costs, to provide more than the very most basic benefits. I mean,
that’s the other piece of it: which benefits do you include? You obviously,
probably, can’tinclude the kinds of benefits that Medicare, oreven Medicaid,
cover. It would be probably too expensive to provide.

William P. Hobby: I think there’s another consideration on the Hawaii plan.
AsDavementioned, because Hawaiiis anisland, it’s not as easy tomove back
and forth as it is between Oklahoma and Texas, for example. But another
aspect of that is that companies, employers in Hawaii, are not subject to the
same cost competition that employers in Texas and Oklahoma are. You have
amuch higher-cost, employment-driven or employment-based system, let’s
say, in Texas than in Oklahoma. The bad results of that would be immediately
apparent, and those pressures are not quite as present in Hawaii because of
the geography.

William C. Levin: This morning, we’ve spoken a great deal about dollars and
about employers and about governmental, the role of government in pro-
viding access to health care. But I'd like to ask a question of Dr. Warner
and to Hobby or to anyone else. I have the impression that there are a
large number of sick folk or people who should stay well out there who do
not access health care because of certain, what I call, cultural blocks. It is my
impression, and [ have no hard data to support this, it is my impression that
in the cities of Galveston, Houston, San Antonio, Dallas, El Paso, Lubbock,
wherever there are medical schools or public hospitals which provide
excellent health care resources, that there is a significant number of people
who should be users of these resources who fail to take advantage of this
access for cultural reasons, or, I say cultural reasons for lack of a better term.
Dave, would you. ...

David Warner: Well, I think that’s certainly true. It’s partly that, and it’s
partly the way in which the services are available also. With prenatal care,
it still takes a month to six weeks for your first prenatal visit from the city
health clinic in Austin. Whereas everyone seems to agree that that’s the most
important visit, outreach is not what it should be, nor is the system of delivery
very flexible. I think the two groups that are most in need are, on one hand,
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the pregnant women and young children and, on the other, there is a large
group of persons in Texas, some of whom have coverage and some whodon't,
who are in their forties and fifties and already have a chronic disease, or are
at clear risk of developing a chronic disease. These persons really would be
able to keep working, and providing for themselves and their families, with
relatively inexpensive and efficacious ongoing treatment. Without the
treatment they are much more likely to become disabled early and to leave
the labor force at which time they become entitled to Medicaid and eventually
Medicare. However, they aren’tin the system, and it’s partly financial, partly
lack of a provider, and I think cultural as well. Mexican Americans, in
particular, are very low utilizers of medical care.

William P. Hobby: I trust that what Dave said of the cultural reasons that
Mexican Americans are low users is basically what you were referring to.
There are some other health care arrangements available in Texas which are
either completely or largely unused. I should recall these details better than
I do, but, Dave, I bet you do or, Cyndi, are you still here? What is a health
services district, Cyndi, as opposed to a hospital district? Dave, do you know
what kind of arrangement I'm referring to? Multi-county arrangement—
actually it was passed for South Texas.

David Warner: Right, but it has never been implemented. There are a couple
of joint health departments which are in that. I think Newton and Jasper
counties had got a joint arrangement. I think there are about five counties out
in West Texas that . . . I guess the idea was to provide funding for public
health services . . . .

William P. Hobby: It was a South Texas initiative, but nothing was
ever....

William C. Levin: Dr. Mullins?

Charles Mullins: Bill, I'd just like to comment that there is a tremendous
network in the state of Texas to support individuals who don’t have health
care insurance, indigent health patients, basically. The 11 teaching hospitals
in this state, and they’re in hospital districts, delivered more health care to
indigent patients this last year, and have for several years, than the direct care
budget of Department of Human Services through the Medicaid program. I
think that’s important for people to understand. There is atremendous conduit
of care through the medical schools and the teaching hospitals in the state.
The University of Texas System, with its three hospitals and four medical
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schools and two dental schools and seven nursing schools, delivered over a
half a billion dollars in charity care this last year. Medical schools are a
conduit for a lot of the charity care that the Medicaid program never picked
up. Now, fortunately, we're enhancing the Medicaid in this state, and,
eventually, we hope it’ll be a much better solution to the problem of indigent
health care than currently exists at the moment. But a lot of the burden for the
health care of the indigent in this state is carried by local hospital districts,
i.e., local counties like Harris County, Bexar County, Dallas County, the
counties that El Paso and Lubbock are in, and I think that’s an important
concept to understand. And so there’s a differential tax burden in many of the
metroplexes to help support the indigent health care in those communities.

William P. Hobby: Charlie, since you're on that issue and time is running out,
could you do, for the benefit of this audience, two or three minutes on
disproportionate share and what that means to the state?

Charles Mullins: You bet. There’s a new program that started with federal
legislationin HICKFA, and that’s Medicare/Medicaid program, roughly four
years ago, and Texas began to take advantage of it about two years ago, called
disproportionate share, a Medicaid program. The disproportionate share
terminology came from the fact that certain hospitals give a disproportionate
share of charity care and Medicaid care in which Medicaid patients are charity
patients that have the state/federal program, obviously that’s underfunded,
but still does give some support. That particular legislation brought in two
new programs called Disproportionate I and Disproportionate II to the state
of Texas, and we 're currently applying for another one called Disproportion-
ate Share III program. The Disproportionate Share I program was a combi-
nation of the major teaching hospitals in the state actually giving money back
to the state of Texas Department of Human Services, who then send it
forward, and it’s administered out of the Department of Human Services, to
the federal government for federal match. And that particular program, and
Idon’t, give me the license on the numbers, I think right about, somewhere
about $9 million the first year and, subsequently last year, about $18 million
of additional federal money back to the state via the Department of Human
Services to the hospitals that provide charity care and Medicaid in large
numbers to the citizens of the state. The University of Texas, throughits three
state hospitals, has a matching program called Disproportionate Share II
which has brought $160 million for the last two years back to the state, $42
million of that go to the three teaching hospitals, the remainder of it goes to
the Department of Human Services to fund the broad-based Medicare
program throughout the state. And the Disproportionate Share III programs
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approved by the federal government, it has the potential of bringing in
somewhere between $600 and $700 million of new federal money to support
the Medicaid program and will finally maybe get this state out of the 48th rank
from the bottom back up to hopefully mainstream in the nation, if we can
support that. Difficulty is, it’s a major raid on the federal budget. It’s not just
the state of Texas, there are 36 states now that are taking advantage of this
particular program, and it’s estimated to cost the federal government, when
fully implemented, at least $5.5 billion. That would put the federal budget
into deficit spending and trigger in sequestration, cost sequestration, which
could cause some major problems in federal budgeting, and that’s what Dr.
Brandon Weiss is going to discuss here I think. But currently, that’s been put
inabeyance, the current programs have been approved by Congress right now
until 1993. So the state of Texas certainly has major benefits from that
program and will have. And we hope it continues, but it is a major funding
problem in the federal budget.

William Gordon: Thank you, Bill. I'm Bill Gordon from Rice University. I'm
very pleased that I have the opportunity to make a choice as an individual
about the use of heroic means to prolong my life, should I get in a position
where the prognosis is sufficiently bleak, and I've made that choice, and I
appreciate the fact that society, and the legislature that underpins it, has given
me that permission.

It has a bearing both to me and my family, which perhaps is overriding, but
it seems to me it also has some bearing on the allocation of health care
resources. I’ve seen people suffer for almost endless times, maintained
essentially as a vegetable when those resources surely have better use. I think
society has progressed a great deal by giving me that permission, and the
question is, will society progress to the point—and considering health care
allocations, where others who have prognoses that are atleast as bleak as mine
might have been, for example, the case that’s been brought up of the crack
babies—will society get to the point where it’s prepared to make a decision
with regard to cases where the prognosis is just completely bleak?

William C. Levin: Dr. Carson, I think that’s yours.

Ron Carson: We have a very difficult time in this society saying no. And
especially in the face of great wealth really, I mean, comparatively in the
world. But we are learning how to say no, and I think the Patient Self-
Determination Act that was discussed yesterday at some length is a sign of
this. It’s reminding people, it’s really, if I may take issue with just one thing
you’ve said, it’s really not giving people rights, but reminding people of the
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rights that they have, encouraging them to exercise them, and providing
mechanisms for the exercise of choices which you and I so value. At the policy
level, it’s alot tougher. We have, for example, invested a great deal of money
in our society in rescuing, trying to rescue all of the perishing at both ends of
life as arelatively recent development. And while were not going toroll back
the commitments we have, I think we have become more sophisticated about
how to go about making policies that will allow us to say no. We are going
to have to raise, as a policy issue, the question whether it is desirable and
feasible, for example, to try to rescue all of the perishing at the beginning of
life—the low birth-weight babies, the crack babies. We are just beginning,
really, to do so-called clinical outcomes research which will give us some
data on which to base sound decisions about clinical decision making in these
very tough situations. But I think we’re on our way, and I think, just to enter
my own view in here, I think we must begin to say, look, on the basis of dire
prognosis, we, as a society, are simply going to have to come to some
consensus about the limits we put on providing resources for rescuing people
that don’t have a shot at a decent life, either at the beginning or at the end.
Now, notice that by doing that at the policy level, we’re not being ungenerous.
We 're being fair. And we're getting doctors off the hook. Doctors don’t want
to be in the position of having to make what boils down to judgments of social
merit at the bedside. Those judgments are misplaced at the bedside. They are
imperative at the policy level.

William C. Levin: Ladies and gentlemen, we’ve been at this for two hours.
Are there any other philosophers who wish to inject their opinion or
questions? Bill, do you have any closing comments?

William P. Hobby: No, I'd just like to observe, on the right-to-die legislation,
that legislation exists in Texas because the members—is Ray Farabee still
here?—Ray introduced the first such act in Texas and amended it a time or
two to make it even more effective, so we owe that debt to Ray.

William C. Levin: Dave, do you have anything?
David Warner: No, I just think I’ve learned a lot from various comments.
William C. Levin: Ladies and gentlemen, I think that about closes the meeting

of this Society for this year. I want to thank you for coming to Galveston and
for participating. I look forward to seeing you in Dallas next year.
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NECROLOGY

CLINTON STANLEY BANKS
1892-1990

CLINTON STANLEY BANKS, SON OF EDWIN GRAY BANKS AND LiLA EDWARDS, WAS
bom in Caldwell, Texas, on October 6, 1892. His father was a lawyer, county
judge, and Confederate veteran. His mother’s ancestors came to Texas with
Stephen F. Austin.

Banks attended schools in Caldwell and Lufkin, and in 1911 the Banks
family moved from Lufkin to San Antonio. Banks “read law” in the office of

_ his father and was licensed to practice law at the age of 20. During World War
I Banks served two years in the United States Army. On December 31, 1919,
he married Ann Eleanor Sutcliffe, and they were parents of four children.

Banks was identified with the practice of law in San Antonio for 72 years
and helped write the original city charter. He also was instrumental in the
establishment of the San Antonio Junior College District (now the Alamo
Community College District). In recognition of his many years of service to
San Antonio, he was selected in 1972 tobe honorary grand marshal of the 77th
Battle of Flowers Parade.

History, Banks once said, was his only hobby. As a lawyer specializing in
landtitles, he developed aninterest in Texas history and collected in his home
alibrary of more than 2,000 volumes. When he celebrated his 90th birthday
he said, “I’ll go to work, go home, and read my history books.” He was an
organizer and president of the San Antonio Historical Society, a longtime
member of the Texas State Historical Association, and gave the major address
at the golden anniversary dinner of the Association. For 17 years he served
as a member and chairman of the Texas State Library and Archives
Commission. Banks was a member of the Sons of the Republic (a Knight of
San Jacinto) and assisted the Daughters of the Republic as legal advisor for
many years. His Texas history books were placed in the library of the
Daughters of the Republic at the Alamo.

Banks was an active member of Laurel Heights Methodist Church and with
Pat Ireland Nixon wrote Laurel Heights Methodist Church, 1909-1949
(1949) and A Crowning Decade, 1949-1959: Laurel Heights Methodist
Church, 50th Anniversary (1959). With Grace Taylor McMillen he edited
The Texas Reader; An Anthology of Romantic History, Biography, Legends,
Folklore and Epic Stories of the Lone Star State (1947) and The New Texas
Reader (1960, 1961).
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Banks was elected amember of the Philosophical Society in 1947. He died
at his home in San Antonio on January 23, 1990, at the age of 97.
D.H. W.

GEORGE JoHN BETO
1916-1991

IN THE LOss OF GEORGE JOHN BETO oN DECEMBER 4, 1991, THIs SOCIETY AND
the people of Texas lost a friend of all of us and without doubt the leading light
in the entire criminal justice field in Texas and in the nation.

A member of this Society since 1973, George Beto was born in Hysham,
Montana, on January 19, 1916, the son of a Lutheran pastor. He grew in up
North Dakota and Lena, Illinois, and then attended Concordia Lutheran
Seminary for two years before enrolling at and graduating from Valparaiso
University in Indianain 1938. Inthe fall of that year, he returned to Concordia
Seminary and graduated in 1939, then coming to Austin as an instructor at
Concordia Lutheran College. He became president of the college in 1949, and
served in that position until 1959. He received both the Master’s degree in
history in 1944 and the Ph.D. degree in education in 1955 from the University
of Texas at Austin.

In 1952 he was appointed to the Texas Board of Corrections. Convinced
that what the inmates of the prison system most needed was the opportunity
for an education, he was instrumental in developing the Wyndham School
District as a vehicle for that instruction.

In 1959 he left Texas for Springfield, Illinois, to become president of
Concordia Theological Seminary. For the year 1961-1962 he served as a
member of the Illinois Parole Board. During the same period he served as
chairman of the Committee to Evaluate the Illinois Youth Commission. In
1960 he conducted a survey of prisons in Germany, France, England,
Denmark and Holland. Then in 1962 he came back to Texas to accept
appointment as director and chief of chaplains at the Texas Department of
Corrections.

His performance in this post for the next 10 years was not only outstanding;
it was nothing short of marvelous. He was educator, mentor and friend to
inmates and all with whom he came in contact. From his habit of strolling
through the prisons to observe conditions the inmates called him “Walking
George.” In 1964 he conducted a survey of prisons in Japan. He served from
1966 to 1969 as amember of the National Advisory Council on Correctional
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Manpower and Training, from 1971 to 1978 as a member of the American
Bar Association’s Commission on Correctional Facilities and Services, and
from 1972 to 1973 as a member of the National Advisory Commission of
Criminal Justice Standards and Goals and as acontributorto that organization’s
Manual of Correctional Standards. In 1970 he was the United States Delegate
to the Fourth United Nations Conference on Prevention of Crime and
Treatment of the Offender in Kyoto, Japan, to the Fifth such Conference in
1975 in Geneva, Switzerland, and to the Seventh Conference in 1985 in
Milan, Italy. In 1969-1970 he was President of the American Correctional
Association, of which he had been a member since 1953 and was a lifetime
member. In 1971 he was amember of the President’s Crime Commission and,
through the years, was a consultant in corrections to the National Governor’s
Conference and to numerous state governments.

One of Dr. Beto’s most significant achievements while he was director of
the Department of Corrections was to induce the Texas Legislature in 1963
to develop a program of excellence in criminal justice at Sam Houston State
University, specifically to develop undergraduate and graduate degree
programs in criminal justice, to develop continuing education programs for
criminal justice professionals, to conduct research on the problems of crime
and the administration of justice and to provide technical assistance to the
state’s criminal justice community. The George J. Beto Criminal Justice
Center and its outstanding reputation and programs are the result. Included
are a Police Academy, the state’s first Probation Training Academy, a
Correctional Training Academy, and an Alcohol and Drug Program. It is the
site of the College for New Judges and the certification program of the Texas
Association for Court Administration.

In 1972 he left the Department of Corrections to become Distinguished
Professor of Corrections at Sam Houston State University in Huntsville.
During his 19 years there, he served ontwo occasions as Dean of the Criminal
Justice Department pending the filling of vacancies in the deanship. At the
invitation of the United States Army in 1974, he conducted a survey of
military government correctional facilities in Germany and in 1976 he
evaluated rehabilitation facilities sponsored by the United Nations Depart-
mentof Health, Education and Welfare in Warsaw, Poland, and Cairo, Egypt.
At the same period he inspected law enforcement served in the Arab State of
Qatar. From 1975 to 1987 he was amember and Chairman of the Texas Youth
Commission Board. At the time of his death he was Chief of Chaplains and
Board Member Emeritus.

From 1973 to 1974 he was a member of the Texas Constitutional Revision
Commission. In 1976 he was appointed by United States District Judge Frank
M. Johnson and served for a year as one of two monitors of the court-ordered
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dramatic changes in the Alabama Prison system. He also served as a
consultant to the Human Rights Committee appointed by the judge. Later, in
1983 he again was one of two representatives on a court-approved committee
which oversaw prison improvements through 1988. He was named a
Distinguished Alumnus of the University of Texas in 1971 and later as a
Distinguished Alumnus of Valparaiso University. In 1989, he was awarded
an honorary Doctor of Divinity degree by Concordia Lutheran Seminary in
St. Louis, Missouri. In 1990 he was named a Takeuchi Fellow in Japan.

Active in the Lutheran Church throughout his life, from 1980 to 1983, he
served as a member of the Board of Managers for Pension Funds in the
Missouri Synod of the church and from 1984 to 1987 as a member of the
Synod’s Board of Social Ministry. He retired as Distinguished Professor of
Criminal Justice in September, 1991, and returned to live in Austin. His death
of a heart attack occurred in December of that year and his body was buried
in the State Cemetery.

Butaman like George Beto will not die until those who knew and respected
him and his accomplishments are also gone. His influence in Texas criminal
justice and in the lives of those who were privileged to know him will be life
long.

Only someevidence of this respect and regard is in the fact that the Criminal
Justice Center at Sam Houston State University bears his name as do two
separate units of the Texas Prison System, a building on the campus of
Concordia College in Austin and a youth facility operated by the Texas Youth
Commission. The Justice Center houses the College of Criminal Justice and
the Institute of Criminal Justice, and the building itself is constructed of
materials made by the inmates of the prison system during Dr. Beto’s tenure
asdirector. Only 10institutions in the United States, of which this is one, offer
the doctoral degree in criminal justice.

George Beto left surviving his wife, the former Marilynn Knippa, his sons,
DanR. Beto of Bryan and Huntsville, and Lieutenant Colonel Mark D. Beto
of Berlin, Germany, and his daughter, Beth O’'Donnell of Austin. Another
daughter, Lynn Vann, died in 1978. He was also survived by a brother, Dr.
Louis Beto of Danville, Kentucky, a sister, Dorcas Lobell of Lena, Illinois,
and 5 grandchildren.

J.C.D.
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Howarp TANEY BoyD
1909-1992

Howarb TANEY BoYD, A PROMINENT HOUSTON LAWYER AND BUSINESSMAN, DIED
in Houston on February 10, 1992, and is buried at Forest Park Westheimer
Cemetery. He was born on June 5, 1909, in Woodside, Maryland, one of four
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children of Howard Boyd and Mary Violet Stewart. For several generations
this family has produced a number of important lawyers and jurists in
Washington, D.C. In 1935 Howard married his only sweetheart, Lucille
Belhumeur, who survives him, along with two children, Dennis Boyd and
Sharon Boyd Rodriques, and five grandchildren. A daughter, Deborah Boyd
Fitch, is deceased.

Howard was educated at Georgetown University in Washington, graduat-
ing from the Preparatory School in 1938; the College in 1932, Magna Cum
Laude; the Law School in 1935 at the head of his class; and finally receiving
an honorary LL.D. degree in 1971. Howard was inspired to be a lawyer by
his father, who was a Georgetown law graduate and professor. Howard was
sitting in the front row of a class being lectured by his father, who suddenly
fell dead at the lectern. This was a shock to Howard who admired his father
greatly.

Howard’s first employment was with the Department of Justice as an
assistant attomey. Several years later he resigned to join a private law firm.
In 1952 he won a landmark case against the secretary of interior who wanted
to block amajor pipeline to California. This success led to an invitation to join
the El Paso Company, where Howard eventually became chairman and chief
executive officer from 1965 to 1979. Here he made several major innova-
tions, some well ahead of their time, including taking a directorship in the
U.S.-USSR Trade and Economy Council in an effort to bring then-much-
needed gas to Europe and America. As a world leader in the liquefied natural
gas industry, he was for years president of the Groupe International Des
Importanteurs de Gas Natural Liquefie.

After retirement from the El Paso Company, Howard became a partner in
a leading Houston law firm for several years.

Howard served as director of several major corporations. He was a trustee
or other officer for Georgetown University, the University of Southemn
California, and Texas A&M University. He was an officer in numerous
professional and charitable organizations.

Among his many honors Howard was commissioned a Chevalier of the
FrenchLegion of Honor. As adevout Catholic he was made a Knight of Malta.

More important to Howard than publicized honors was a life filled with
many quiet and unsolicited acts of personal kindness and charity. Howard was
a gentleman in every sense. He was noted for his courtesy, his eloquence, his
patriotism, and his intense devotion to his family and friends.

M.P.K.
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Joe EWING EsTES
1903-1989

SENIOR JUDGE JoE EWING ESTES DIED ON OCTOBER 24, 1989, OF PNEUMONIA ON
his 86th birthday. He was born in Commerce, Texas. He received his LL.B.
from The University of Texas Law School. At law school he was president
of his class, and in recognition of his scholastic attainments he was selected
as a chancellor and member of the Order of the Coif. He received an LL.D.
from East Texas State University School of Law in 1974.

He was admitted to the Texas Bar in 1927 and practiced law for 28 years
thereafter, except for service as a lieutenant commander in World War II.
President Eisenhower appointed him U.S. district judge in Dallas in 1955. He
later became chief judge of the U.S. District Court, Northern District of
Texas, where he served for 13 years, and thereafter became a senior judge and
judge of the Temporary Emergency Court of Appeals of the U.S., where he
served for 15 years ending in 1987.

Judge Estes was a pioneer in the field of pretrial procedure. Early in his
judicial career he became interested in improving judicial administration in
that trials could be abbreviated, and justice better served, if the lawyers
carefully prepared and fully disclosed claims, defenses, and evidence prior
to trial. With this as his thesis he instituted the pretrial order, now fully
embedded in the federal courts and the Federal Rules of Civil Procedure.

Survivors include his wife, Carroll Virginia Cox Estes, Dallas; son,
attorney Carl Lewis Estes II and wife Gay Gooch of Houston; daughter, Dr.
Carroll Lynn Estes and husband Dr. Philip R. Lee of San Francisco,
California; sister-in-law, Margaret Estes Davis; and three grandchildren.

R.T.

e —

JoHN HoLMEs JENKINS II1
1940-1989

ON ArrIL 16, 1989, TEXAS LOST ONE OF HER OUTSTANDING SONS. JOHN HOLMES
Jenkins III's body was found floating in the Colorado River, the needless
victim of a homicide as maintained by his friends or the subject of a suicide
as stubbornly maintained by the Bastrop County Sheriff’s Department. The
cause of his death is not as important as the tragic loss of one of the more gifted
Texans of our time. He was Texas’s best rare book dealer, and his life was
truly a provocative, entertaining, and unfinished firstedition. There isa Texas
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tale in his birth and death. He was born on March 22, 1940, a good month for
Texas and Texans. It is the month of Sam Houston's birthday and Texas
Independence Day. He died near the site where his great-great-grandfather
had been killed in 1890.

John’s forefathers came to Texas six generations ago. What they planted
over the years in sweat, blood, and sacrifice bloomed in 1940 into one of the
state’s most talented and complex figures—book dealer, book publisher,
author, gambler, and, most importantly to us and to him, Texas historian.

It is hard to put navigational instruments on what lay ahead in John's life.
With an impish grin at the consequence, he too often went down the least
traveledroad. There is a strong sense that in his contribution to Texas history,
the best was ahead, not behind him. He accomplished enough, however, in
the 49 years he shared with us to serve several lifetimes of achievement. He
published 300 books with the Pemberton Press and the Jenkins Company,
mostly related to the history of Texas and the Southwest. He developed a
small, insipid book and coin company at 912 Congress Avenue in Austin into
one of the largest rare-book businesses in the United States and made himself
the Alcalde of Texana. Under his own authorship, he issued over 30 titles.
Each of his books was better in form and substance than the last. His most
recent publication, Basic Texas Books, was abrilliant success that served both
acommercial and personal purpose. Its publication and subsequent recogni-
tion as a valuable research book made each of the books mentioned in it
immediately collectible—a good result for a dealer with a large inventory of
such books. It also answered years of creditable criticism that John gave
disdainful attention to scholarly detail. Basic Texas Books was rigorously
researched by Johnny with an uncommon religious fervor.

Christmas brought a special literary greeting from Johnny, usually an
episode in John’s career presented as a historical vignette, which said more
about John’s unusual spirit than the spirit of Christmas. Someday those items
will be the elusive treasures for future generations of Texas collectors.

There is no arguing with the statement that John Jenkins was a genius. He
got an early start on that distinction. He was the youngest published author
in the history of the United States. Upon graduation from high school, he
publishedthe recollections of his great-grandfather, John Holmes Jenkins. He
was an Eagle Scout, president of his senior class, and valedictorian of his high
school. How he chose to apply his genius was his only failing; not a failing
interms of his personal enjoyment but a failure to use his indefatigable energy
and talent to further our selfish interest as Texas historians and Texana
collectors.
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John shared his genius with many organizations. He was a member of the
executive council of the Texas State Historical Association from 1976 to
1980 and a fellow of the Association since 1967. He resigned from the
executive council in 1980 to serve on the board of the American Antiquarian
Bookmen’s Association and later as its president.

John was also a servant to many other audiences, but he was not play-acting
in his role as a Texan. Although small in stature, when he stood on his
knowledge and love of Texas, he became a man of immense proportions. His
indiscretions and character contradictions are part of the tabloid that has
distinguished generations of notable Texans. As his critics, we observe the
tapestry of John's life and pay homage to how he wove excitement into the
commonplace. For many of us he truly made Texas history and Texana
collecting sources of high adventure.

Much is known of his purchase of the famous Eberstadt Collection and
subsequent sale of a substantial part of it to The University of Texas. Less may
be understood of his lifelong talents as a trader that made such a transaction
possible. John could bargain with all the talents of the best West Texas horse
trader. He would have been the perfect subject for a Ben K. Green book
entitled Rare Book Trading. His sense of value and the recognition of the
limits of his clients’ lust made him as formidable a trader as has ever come
on the Texas scene. He could see value where others saw only verse. What
others achieved in their imaginations, he accomplished through his industry
and energy. When he exercised all components of his trader’s talents, he had
no equal. For 30 years I traded and bought books, coins, and artifacts from
John Jenkins. His death has assured me that I will never best him in such a
transaction. I suspect that it was that talent more than any other that was the
source of his problems, his poverty, and his prosperity. It caused jealousy and
consternation among his competitors and complaints from his clients, but it
made him, without challenge, Texas’s best Texana salesman and spokesman.

We have been left one last product of John H. Jenkins III'’s talent. Two days
before his death, he completed The Life of Edward Burleson. He had worked
on this project for most of his adult life. This book fills a dry socket in Texas
history as there is no decent work on this early Texas warrior and leader of
the Second Regiment of Volunteers at San Jacinto. Also, we will be favored
with a final look at John Jenkins, the author. I still enjoy his first book, The
Recollections of John H. Jenkins, but I revere my recollections of John H.
Jenkins III, Texas book trader, Texas historian, and Texan.

JAP=B.
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MARY MoobYy NORTHEN
1892-1986

MARY MooDY NORTHEN, A LONGTIME MEMBER OF THE TEXAS PHILOSOPHICAL
Society, holds a special place in the hearts of the Society and all Texans. Her
activities and interests gave her a special status that will continue for
generations to come. Her philanthropic interests, combined with her love of
history and culture, led her to make her own unique mark on the Texas
experience.

A lifelong resident of Galveston, she was a daughter of one of the families
that gave direction to modern Texas, the Moodys of Galveston. Although
involved in business, like her father and grandfather, she found her special
fulfillment in the support she gave to Texas cultures.

As the eldest child of W. L. Moody, Jr., she gave direction to the activities
of the Moody Foundation, which he had established in 1943, focusing its
support in the fields of education, preservation, and history. From college
campuses across the state, to the schoolchildren who benefited from her
interest in the Junior Historians, to the museums that serve both Texans and
visitors, her influence was to be found.

Galveston, her home, was special to her, and it benefited from her interest
in many ways. The Rosenberg Library, Ashton Villa, the Samuel May
Williams House, the Moody Memorial Medical Library, the Tall Ship Elissa,
the Center for Transportation, and the Galveston Historical Foundation are
just a few of the institutions that benefited from her interest and insight.

She served her community and her state in many ways, participating in and
directing such agencies as the Texas Historical Commission, the Texas
Historical Foundation, and the Texas Committee on the Arts.

Her vision led her to establish Mary Moody Northen, Inc., a private
foundation that supports her own projects in Texas and Virginia. In addition
to grants supporting historic and educational projects, the foundation has
restored the Moody home at 2618 Broadway, making it into a nationally-
recognized historic house museum offering special insights into the cultural
life and business history of twentieth-century Texas.

Mary Moody Northen, in her own quiet way, enjoyed Texas and the Texas
experience. To share her special joy, she found new ways to bring the meaning
of Texas to all its peoples and gave us a legacy that will long survive.

E:P.
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WiLLIAM A. OWENS
1905-1990

WiLLIAM A. OWENS, SON OF CHARLES AND JESSIE ANN (CHANNAULT) OWENS WAS
born in Blossom, Texas, on November 2, 190S. He rose from a poverty-
stricken childhood to become an educator and an important Texas writer. His
early education was continually interrupted because he had to help his family
eam a living. His autobiography, This Stubborn Soil (1966), describes his
passion for obtaining an education and the harshness of life on a farm as a
cotton picker.

Owens never completed high school but entered Southern Methodist
University after passing a special entrance examination. He took the B.A.
degree in 1932 and the M.A. in 1933. He did postgraduate work at The
University of Texas at Austin in 1936 and earned a Ph.D. at Iowa State
University in 1941. During World War I1(1942-1945) he was in the army and
was awarded the Legion of Merit. On December 23, 1946, Owens married
Ann Slater Wood, and they were parents of two children, Jessie Ann and
David Edward.

Owens joined the faculty at Columbia University (1945), where he taught
for 28 years. He became full professor in 1966. He was director of the summer
session from 1959 to 1969. He retired in 1974 with the titles of dean and
professor emeritus.

Owens taught in the public schools of Texas and was writer-in-residence
at Texas A&M University (1976) and visiting professor at The University of
Texas at Austin (1978). Author of 16 books on subjects dealing with folklore,
slavery, the oil industry, the Big Thicket, history, and fiction, Owens was
made a fellow of the Texas Institute of Letters in 1982. He died in Suffern,
New York, on December 9, 1990.

D.H. W.

e

EpMunp LLoyp PINCOFFs
1919-1991

WHEN EpMUND PINCOFFs DIED IN NOVEMBER 1991 AT THE AGE OF 72, THE
Society lost not only an internationally-recognized philosopher but also a
stalwart defender of human rights. Courtly in manner and gracious in speech,
Dr. Pincoffs did not reveal to the casual observer the intensity of his
convictions about what constitutes the just society. To those who knew him,
however, he embodied the classical concept of civic virtue: concern with the
community twinned to the highest ideals.
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To understand Edmund Pincoffs, it helps to realize how he became a
philosopher. Born in Chicago and schooled in Houston and Pennsylvania, he
entered the Coast Guard immediately after graduating from the University of
North Carolina in 1941, serving as an officer in the Caribbean and Western
Pacific on anti-submarine and assault landing-vessels. He returned tocivilian
life as a partner in his family’s export-import firm, Maurice Pincoffs Co., in
Houston. After four years with the firm, the young businessman made a
remarkable careerchange. At 31, already married to the talented painter Mary
Elizabeth Zimmerman and a father, he entered the doctoral program in
philosophy at Comnell, receiving his Ph.D. in 1957.

The academic career of Dr. Pincoffs began in the mid-1950s at the
University of Houston, where he rose to be chairman of the philosophy
department from 1959 to 1965. His first book, The Rationale of Legal
Punishment, appeared in 1966, a year after he had joined The University of
Texas at Austin as associate professor. When he became full professor in
1967, it was already apparent that Pincoffs was no ivory-tower philosopher.
A UT colleague, Paul Woodruff, explained: “Dr. Pincoffs was concerned to
bring philosophy out of the classroom and into a public arena where it could
affect peoples’ lives. He pursued this goal in teaching, in his writing, and also
inadevotion to public service rare among academics.” In 1976, Pincoffs was
quoted as saying that “no one in his right mind craves academic administra-
tion these days . . . . [However] I regard departmental chairmanships as civic
duties. . ..”

By the time Pincoffs became chairman of The University of Texas
Philosophy Department (1976-1980), he was known as a key exponent of
“virtue ethics”—calling for a return to the ancient conceptions of virtue and
human excellence. A few months after his retirement in 1989, a conference
at The University of Texas honored Pincoffs’s distinguished career. The two-
day session, “The Future of Virtue Ethics: Its Political Relevance,” drew
colleagues from within the university as well as participants from around the
country and abroad. Shortly before his death, he was elected vice president
of the American Philosophical Association (Central Division), scheduled to
be president in 1992. The journal Social Theory and Practice devoted an
entire 1991 issue to Dr. Pincoffs’s contributions to ethical theory. The
recipient of many awards, fellowships, visiting professorships, and grants—
and an admirable teacher of both undergraduates and graduates—he was
nonetheless always accessible to students and colleagues, and patient and
gentle with those outside his discipline.

This was, in sum, an unusually creative and significant human being. At
atime when somuch discussion about ethics focuses on quandaries and moral
dilemmas, how refreshing it was to have a scholar instead emphasize the need
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to return to an expanded view of the field. His major work, Quandaries and
Virtues: Against Reductionism in Ethics, (1986) summed up his convictions
persuasively. Pincoffs was also a significant contributor to the philosophy of
law. (See his Philosophy of Law: A Brief Introduction [1991], or his
thoughtful editing of The Concept of Academic Freedom [1975].) Many will
remember Pincoffs’s reasoned defense of due process in 1974 after Society
member Stephen Spurr was dismissed by the regents from the presidency of
The University of Texas at Austin. Unable to remain passive when he
believed that correct procedure had been violated, Pincoffs headed a faculty
inquiry into the murky details of the Spurr firing.

Not your run-of-the-mill philosopher, Ed Pincoffs. Devoted to his country
and insistent on its capacity for self-improvements, he could be equally at
home speaking at an international gathering or reading to children in the
library in Castine, Maine, where the Pincoffs spent their summers. Devoted
to his family—three children and eight grandchildren—he listed his hobbies
as tennis, travel, swimming, and farming. Violently attacked by youths when
walking near his home in Austin toward the end of his life, he never gave up
his faith in the educability and potential for virtue in human beings.

Edmund Pincoffs was, in short, that rare individual—a moral man who
lived his life in accordance with (or, if you prefer, in the pursuit of) virtue.
The Philosophical Society of Texas, created “for the Collection and Diffusion
of Knowledge,” haslosta prime “Collector” and skilled “Diffuser.” Although
a member of the Society for a bare three years, we are fortunate that at last
he came our way.

E.R.

KATHARINE RISHER RANDALL
1901-1989

KATHARINE RISHER RANDALL, A LONGTIME RESIDENT OF GALVESTON, DIED ON
April 14, 1989, after a lengthy illness. Born in Waco, Texas, the daughter of
Harry Cooke and Agnes Peel Risher, she was a graduate of Waco High School
and The University of Texas where her long association with the Pi Beta Phi
Sorority began. She moved to Galveston in 1926 as the bride of Dr. Edward
Randall, Jr., the two having met earlier at a Mardi Gras function in the Grand
1894 Opera House. Over the years she was active in the National Society of
the Colonial Dames of America, Gunston Hall, Daughters of the Republic of
Texas, Ashton Villa, Galveston Historical Foundation, Galveston Orphan’s



Society of Texas 145

Home, Grand 1894 Opera House, Rosenberg Library, Trinity Episcopal
Church, Trinity Episcopal School, William Temple Foundation, Philosophi-
cal Society of Texas, University of Texas Chancellor’s Council, UT College
of Arts and Sciences, UTMB Development Board, and UTMB President’s
Club.

Katharine Randall was known for her vivacious personality and love of life
and laughter. She was devoted to her family, the Galveston community, and
her many friends there. She was preceded in death by her husband, Dr.
Edward Randall, Jr., president of the Philosophical Society of Texas in 1965;
her daughter, Laura Randall Schweppe; and her granddaughter, Katherine
Randall Schweppe; and is survived by her son Edward Randall III and his wife
Ellen; her son Risher Randall and his wife Fairfax, all of Houston; and 10
grandchildren: Martha Randall Galbraith, Laura Randall Bacon, Helen
Wicks Randall, Edward Randall IV, Risher Randall, Jr., Hally Randall
Carver, David Crow Randall, and William Edward Randall, all of Houston,
and Anne Schweppe Ashmun and Mary Jane Schweppe of Austin; and five
great-grandchildren.

She was an enthusiastic and vigorous supporter of public education and
higher education. She served as a role model in a variety of leadership
positions, and greatly influenced these activities at both local and state levels.

W. L.

Wo0oDROW BRADLEY SEALS
1917-1990

JupGE W0ODROW BRADLEY SEALS’S DEATH ON OCTOBER 27, 1990, AT THE AGE
of 72, cut short a life of continuing exceptional deeds and accomplishments
in three separate fields: in the law and its judicial improvement; in dedicated
religious work in his church; and in active political leadership up until he
became a judge, and in wise governmental counsel to people in high places
later in his judicial career.

Judge Seals, senior United States district judge for the Southern District of
Texas at the time of his death, was born on Christmas Eve 1917, at Bogalusa,
Louisiana, the son of Charles B. and Ruby Hughey Seals. The date of his birth
might later have been thought to be prophetic of Woodrow Seals’s concern
for the welfare of people during the most active and influential years of his
life.
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To present this sketch of Judge Seals’s active life, I will quote verbatim the
next seven paragraphs extracted from the biography printed in the Houston
papers, and condensed, printed, and distributed to those attending the
memorial service on November 3, 1990, in St. Stephen’s United Methodist
Church in Houston.

Judge Seals served as a pilot in Europe during World
War II, and he retired as a lieutenant colonel in the Air
Force Reserve. In 1942, he married the former Daisy
Newman of Yazoo County, Mississippi. He is survived by
his wife, their son Bradley, an attorney in Austin, a brother
Charles Seals of Bogalusa, Louisiana, a sister Geraldine
Underwood, also of Bogalusa, anid a brother Robert Seals
of Lake Charles, Louisiana.

Judge Seals is loved and known not only for his coura-
geous rulings, but for his efforts for his fellow man in the
United Methodist Church and in the many civic organiza-
tions he worked in or actually founded.

Judge Seals held most of the offices of his local congre-
gation, St. Stephen’s United Methodist Church, and taught
an adult church school class for over 30 years. In the mid-
sixties, he founded the Society of St. Stephen, an organi-
zation to help the needy, which is now established in
Methodist congregations across the country. He also
founded a Peace Advocate program in the United Method-
ist Church in 1984.

Judge Seals’s awards and honors include the Papal
Medal ‘Benerementi’ presented to him by Pope John Paul
I in 1979, the Medal of Honor from the Daughters of the
American Revolutionin 1985, and the Jefferson Award for
community service in 1986. In 1987, the World Methodist
Council presented him with its Peace Award, the second
time it has been given to an American, the first being to
former President Carter. In 1984 he received an Honorary
Doctorate of Humanities Degree from Wiley College in
Marshall, Texas.

Judge Seals’s current civic affiliations included being a
Community Associate of Hanszen College at Rice Univer-
sity; chairman of the Committee to Celebrate the Bicen-
tennial of the United States Constitution for the Southern
District of Texas; the Houston Philosophical Society; and
the Philosophical Society of Texas.
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He was founder and past president of the Juvenile Court
Volunteer Services of Harris County; past president of Big
Brothers/Big Sisters of Houston; a founder of the now-
defunct Community Service Option Program for offend-
ers on probation. He served on the Board of Directors of
the Star of Hope Mission, the Volunteer City, the Houston
Chapter of the United Nations Association, and the Hous-
ton Chapter of Planned Parenthood, and as chairman of the
local Boy Scouts Council Division of Scouting for the
Handicapped.

Other civic and charitable boards include the Houston
Public Library, the United Way, the Community Council,
the Council on Human Relations, the Mental Health
Association, the United Services Organization, the South
Central YMCA, Volunteers in Technical Assistance,
Houston Metropolitan Ministries, The Shoulder (halfway
house for ex-prisoners), the Chinquapin School (for de-
prived and disadvantaged children), the Alley Theatre,
and the Candidate Advisory Service of the Air Force
Academy.

While Judge Seals had lived a sizeable segment of his life in Mississippi,
he received his juris doctorate degree from The University of Texas Law
School in Austin in 1949 and moved to Houston to practice law. The law
degree from UT Austin seemed to be the catalyst that catapulted him into a
dedicated service to humanity.

During the fifties, he became Harris County Democratic chairman, and was
sodynamic that he was selected as John H. Kennedy’s campaign manager for
Harris County in 1960. He was active in the State Bar of Texas, and served
as chairman of the Committee on Criminal Law and Procedure and as a
member of the Grievance Committee and the Committee on Professional
Ethics.

In 1961 Senator Ralph W. Yarborough nominated and President Kennedy
appointed him as United States attorney for the Southern District of Texas.
As United States attorney he hired the first black secretary ina U.S. attorney’s
office in Texas, as well as hiring the first black assistant U.S. attorney in the
South, Carl Walker, now a state district judge. In 1966, Senator Yarborough
nominated and President Johnson appointed Judge Seals to the federal bench
as United States district judge.

His eminent service as judge included the writing of at least three of the
greatest U.S. district court judicial opinions in Texas written during his years
of service.
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Certain school districts in Texas sought to deny children of persons who
were not citizens of the United States, or were not legally admitted aliens,
admission to the public schools. One districteven levied a one thousand dollar
tuition per year on children of illegal aliens in the district.

In his landmark opinion in /n Re Alien Children Education Litigation, 501
F. Supp. 544 (S.D. Tex. 1980), a statewide class action suit, Judge Seals held
that the state statute could not prohibit the use of state funds to educate
children whose parents were not citizens of the United States or legally
admitted aliens, and that such a statute was unconstitutional. The court
permanently enjoined the Texas Commission of Education from implement-
ing this statute, and from then on children of illegal aliens in this state were
able to sit in the public schools of Texas and receive the essence of American
democracy, which would be one of their greatest influences in life.

In the case of Medrano v A. Y. Allee, 347 F. Supp. 605 (S.D. Tex. 1972),
the United Farmworkers Union was striving to unionize the Mexican
American farm laborers in the Lower Rio Grande Valley and brought a class
action suit to enjoin the Texas Rangers and state officials from interfering;
for the first and only time, the Texas Rangers were placed under a permanent
injunction. Judge Seals held unconstitutional the several state statutes that the
Rangers and state officials were using as a basis for the action against these
labor organizers.

In two related cases, Cisneros v. Corpus Christi Independent School
District,324 F. Supp. 599 (S.D. Tex. 1970) and 330F. Supp. 1377 (S.D. Tex.
1971), actions on school desegregation cases, Judge Seals held that Mexican
Americans were entitled to be treated as any other school children, and not
segregated and discriminated against in the schools, as they had been for a
long time.

Woodrow Seals was one of the judicial pioneers forhumanrights in Texas,
and particularly in South Texas where Hispanics had been denied those
human rights.

In addition to the personal services that Judge Woodrow Seals rendered to
his church as outlined above, he rendered a greater personal service to his
religious belief and faith. On Saturdays and Sundays, he would go alone to
areas of Houston where he knew there was a large percentage of people who
did not attend church. He would knock on door after door, and when they
answered, he would explain that he believed in his church and his faith, and
he would ask them if they belonged to or attended any church. If their answer
was that they had once belonged to a certain church or denomination, he
would urge them to go back there. If they answered that they had no church
membership or affiliation or leaning, he would urge them to look at the
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churches near their home, pick one that appealed to them most, and start
attending, assuring them that they would probably find life more pleasant and
rewarding.

In my 89 years of life, I have never heard of any other judge or non-
professional religious person who sacrificed his time and his life on Saturday
and Sunday, week after week, in such an unselfish service to his fellow man
for their spiritual benefit.

On another score, I knew of an extremely valuable service that Judge
Woodrow Seals rendered to the Democratic Party, the people, and the nation.
It was in the 1960 presidential campaign. Woodrow Seals, not then a public
officer but John F. Kennedy’s campaign manager for Harris County, came
to Washington to urge me to do something. He said that Kennedy’s Catholic
Church membership was doing him in and that he would be defeated if
something dramatic wasn’t done. Kennedy was coming to Texas for a three-
day campaign rally in September, and Woodrow Seals had an idea to have
him invite the Protestant ministers of Houston to a meeting to answer their
suspicions and to allay their fears. I thought it risky, but he said that if it wasn’t
done Kennedy would lose Texas and probably other southern states.

I'then agreed with him, told him to go see Bobby Kennedy, whom he knew
and who was his friend, and get approval and proceed. Woodrow Seals told
him there was a Presbyterian minister in Houston, the president of a Protestant
ministers’ group in Houston, who was for Kennedy and would cooperate with
him.

Woodrow saw Bobby Kennedy, got his approval, and went back to
Houston to plan for the confrontation between John F. Kennedy and the
Protestant ministers. It occurred in the Rice Hotel ballroom. Under the agreed
ground rules, Kennedy was entitled to have only one aide present, no other
staffers or supporters. The large ballroom was packed by the ministers. Not
admitted to attendance, I walked along the hotel hall outside the ballroom,
and to my good fortune, one person in the ballroom, I think a member of the
press, lefthurriedly leaving the front doors slightly ajar. Through the resulting
crack, standing in the hall, I could see Kennedy at the podium, answering the
inquisitions. I marvelled at his calm mastery, and his great knowledge of
theology. He wonthe confrontation, and after it was over Woodrow Sealstold
me that the overwhelming majority of the Protestant ministers were satisfied
and that he believed that John F. Kennedy could carry Texas. He did, and was
elected to the presidency. The role of Woodrow Seals in that turning of the
presidential campaign from defeat to victory is little noted, but it was a
landmark in American presidential history.
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Had Woodrow Seals lived in the days of the Republic, his brilliance would
have placed him in the original founding circle of Texas history. As it is, the
Society honored him by making him a member (he did not solicit it; I was one
of the numerous nominators), but he honored the Society greatly with his
membership.

I personally know of some of his private, unpublished benefactions, some
of them over $400 a month, made over and over, and made without
solicitation. Charity and kindness were only two elements of this great
person.

Faithful to every duty, Judge Woodrow Seals was a thinker and a doer. He
created the St. Stephen’s Society in the Methodist Church for aid to the poor,
against difficulties and the Peace Society of the Methodist Church, advocat-
ing bringing the war in Viet Nam to a settled conclusion.

When he was made amember of the Philosophical Society of Texas, he said
that it was the greatest honor of his life, next to his two presidential
appointments. And, when we examine his record in life, we members of the
Society will be compelled to admit that he honored us when he accepted
membership with us.

Judge Woodrow Seals was one of the best of men. Let us properly mark his
passage; our words are not too many to mark our book.

His life is worthy of a biography. Truly, he is one of God’s Noblemen.

R W.Y.

HyMAN JUDAH SCHACHTEL
1907-1990

IT WAS ON A LONG-AGO FRIDAY NIGHT THAT I FIRsT MET HY SCHACHTEL. MY
father, himself a distinguished minister, apparently had decided that my
religious education needed broadening. I couldn’t have been more than 10
years old as Dad drove us across Houston in his Chevy coupe and parked
before animposing building on Holman Street. The building was embellished
with a strange star and candelabra. We walked up the steps and entered (me
for the first time) a Jewish synagogue. I don’t remember the service, but I do
remember the dignity of the night and the warmth of the man they called
Rabbi. In a real sense I do not remember not knowing Rabbi Schachtel. For
almost 50 years his and his family’s lives have been entwined with ours. His
life and ministry brought blessings to hundreds of thousands of people, but
we feel particularly blessed in having known him and Barbara in such a
special way, and for so long a time.
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Dr. Schachtel was born in London, England, on May 24, 1907. He died in
Houston on January 11, 1990. When he was 11 years old his family moved
to the United States, crossing on RMS Lusitania. His father was a renowned
cantor and operatic singer who enjoyed a long and distinguished career.

From his early years Hy felt drawn to the ministry, and after finishing the
Lafayette High School in Buffalo, he matriculated in the University of
Cincinnati. Taking courses for his bachelor’s degree in the morning and
studying for the rabbinate in the afternoon, he achieved both his degree from
the University of Cincinnati and ordination from the Hebrew Union College
in May of 1931. Upon graduation he became the assistant rabbi at the
venerable West End Synagogue in New York City. There, he served
successive posts and was eventually elevated to chief rabbi of the congrega-
tion. While serving the West End congregation, he found himself in Lake
Placid, New York, for an appointment with a colleague. This brief visit
proved pivotal in his life, for while there he met and began dating Barbara
Levin. They were married in 1941, and their union was blessed with two
children: Bernard, himself a rabbi, and Ann, a communications consultant.
The Schachtels have one grandson who just this year entered the University
of Denver.

In 1943 Rabbi Schachtel was called as chief rabbi to Congregation Beth
Israel in Houston. From the outset of his rabbinate, his became a major voice
in the affairs of the city. After World War II, while Houston was entering its
greatness as a city, Hy helped shape its modernity through his prophetic
preaching, penetrating writing, and thoughtful teaching. He was arguably one
of Houston’s five or six most influential clergymen who tirelessly worked
with the lay leadership of the city to grapple with the city’s “coming of age.”
This was so particularly in the ministries to the poor and mentally ill of
Houston and Harris County and in race relations. His strict moral code,
coupled with a sense of humor that never allowed him to take himself too
seriously, soon led to his involvement in affairs of the state and the nation.
He became the good friend of several presidents and particularly of two. At
this point a wonderful story emerges.

Hy was a Democrat, although he was careful not to broadcast it so as not
to offend his friends and parishioners who were otherwise persuaded. When
President Johnson was inaugurated in 1965 Hy was asked by the president to
be one of the reverend clergy to bless the proceedings. He did so with his
customary grace and dignity. Another dear friend of his, and our colleague
in the Society, was elected president in 1988. Rabbi Schachtel and Mr. Bush
had known one another since shortly after the time the Bushes moved to
Houston in the 1950s. Their correspondence contains “Dear Hy” and “Dear
George” letters. The admiration each had for the other is evident in even a
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casual perusal of such. Hy knew (and even remarked to a close friend or two)
that it was likely that he would be asked to deliver the blessing for the Bush
inaugural just as he had forthe Johnson ceremony. The invitation never came.
As inaugural day 1989 approached, he commented to Barbara Schachtel
about the apparent oversight. Dr. Barbara, in her quick fashion, retorted, “Oh
for heaven’s sake, Hy, you're a Democrat!”. . . and that was that.

His ministry was a living testament to amodern ecumenical spirit, broadly
defined, which made generous room around the Throne of Grace for all of
God's children. Heregularly preached in Protestant pulpits and often lectured
in and was honored by Protestant and Roman Catholic universities. Until the
time of his death he was a permanent lecturer at Saint Luke’s United
Methodist Church in Houston. His only qualifier for inclusion in a such a
fellowship was that one love and honor God. In so doing, he believed, we
could not escape loving and honoring one another. It logically followed, in
his relentlessly logical mind, that in this was the only real hope for the radical
improvement of life on earth. When I was a boy, I once asked him if he was
a Christian. His response, which seemed perfectly normal to a 12-year-old
Methodist: “You bet I am.” I suppose what he was trying to say, with that
snappy answer, was that, “we all belong in our Father’s house, the one filled
with many mansions, each in our own way and each for our own reasons.”
He never asked me the reverse question, “Are you a Jew?” If he had,
particularly later, I would have responded in kind to him.

His life was a kaleidoscope of activity and honors; the latter were heaped
upon him by a grateful community, state, and nation for his tireless and
selfless service to other people.

Aside from his earned doctorate taken with the faculty of the University of
Houston, he was honored with a doctorate of divinity from Hebrew Union
College and adoctorate of humanities from Southwestern University. He was
the recipient of the Coronet Medal from Saint Edward’s University—a
Roman Catholic institution.

He was a member of Phi Delta Kappa, a national educational honorary
fraternity. His board memberships included the Houston Grand Opera
Association, the National Foundation for Ileitis and Colitis, the Prisoner
Services Committee of the Houston Metropolitan Ministries, and the execu-
tive board of the Central Conference of American Rabbis. He was a past
president of the Houston Rabbinical Association as well as the Mental Health
Association of Houston and Harris County. In 1982 the Rabbi was named by
the College of Education of the University of Houston as Outstanding
Alumnus. In May of 1987 the Mental Health Association of Houston and
Harris County chose Dr. Schachtel to receive the Ima Hogg Award for
distinguished service in the cause of mental health.
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He was the author of several thoughtful books, the last of which, How to
Meet the Challenge of Life and Death, was published in 1980. He was a
published composer of liturgical music, including two Sabbath services and
five hymns. In 1928 he composed the Alma Mater of Hebrew Union College.

He loved the Philosophical Society of Texas. He and Barbara were faithful
attenders of its affairs and meetings. This should come as no surprise to his
colleagues and friends, for he had a lifelong love affair with things of the
mind. He was not only a formal philosopher, in the sense that most of us are
not, buthe was a natural one as well. He was equally “athome” with his friends
Alfred North Whitehead and Frank Dobie. Again, that should come as no
surprise, for he loved knowledge and the good that knowledge and wisdom,
regardless of their idiom and dialect, could work in the world.

The Rabbi’s own words appropriately end this. They come from the last
paragraphs of his book, The Real Enjoyment of Living (New York: E. P.
Dutton & Co., Inc., 1954), and are as alive today as they were in 1954 when
first put to paper. Remember, they were written by a Jewish rabbi who once
told a little boy that he was a Christian.

Lift up your head and be proud that you are a human
being. No matter what happens, don’t lose faith in the
human race, nor in yourself. The jungles tried to destroy
us and we survived. The tyranny of thousands of years tried
to crush our faith and love and yearning for freedom, but
all these violent attempts have been in vain. Slowly,
painfully, sacrificially, proudly, the human race has come
up from the jungle, from slavery, from feudalism, into
wars and out of wars—sometimes slipping back, but notall
the way back—onward and upward, fighting and strug-
gling to be free.

For what is there to fear when we believe in the eternal
power of God, the eternal truth of love, and the everlasting
presence of idealism and self-sacrifice within the human
mind and heart!

You can’t have everything in this life, but you can,
through believing in God and in yourself and in mankind
and in freedom, come into a world of the mind and the spirit
which is satisfying, which despite the storms and troubles
of life can provide you with a fortress within, a mental
world in which you do have everything that really counts
for the real enjoyment of living—your faith, your courage,
your undying love, your wisdom, your appreciation of
beauty, your inner peace (pp. 191-192).

JHF.&D.F.
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PRESTON SHIRLEY
1912-1990

PRESTON SHIRLEY, 77, BORN ON NOVEMBER 14, 1912, IN ForT WoRTH, TEXAS,
died in Galveston, Texas, on October 18, 1990. Educated at Texas Christian
University and The University of Texas, he was an associate professor of law
at The University of Texas School of Law, Austin, 1940-1941, and served in
World War II 28 months overseas in the CBI Theater. Following that, Mr.
Shirley was a practicing attorney with a long and distinguished career. A
partner of Mills, Shirley, Eckel & Bassett, he was a Fellow of the American
College of Trial Lawyers; Fellow, American Bar Foundation; Fellow,
American College of Probate Counsel; past president, Texas Association of
Defense Counsel; past president, Galveston County Bar Association; mem-
ber, Committee on Administration of Justice, State Bar of Texas, 1952-1972;
member, Philosophical Society of Texas; distinguished alumnus, University
of Texas, 1982; Outstanding Fifty-Year Lawyer, Texas Bar Foundation,
1983; Outstanding Alumnus of The University of Texas Law School
Association, 1985; and recipient of The University of Texas School of Law
Faculty Award, 1986. He was a member of the American Bar Association;
State Bar of Texas; Galveston County Bar Association; International Asso-
ciation of Defense Counsel; Association of Defense Trial Attorneys; Texas
Association of Defense Counsel; Order of the Coif (Law School); Chancel-
lors (Law School); Phi Delta Phi (Law School); and Phi Kappa Psi (Social).

Mr. Shirley was active in community and business affairs, having served
as chairman of the Board and chairman of the Executive Committee of First
Hutchings-Sealy National Bank of Galveston, 1981-1982, and senior chair-
man of the Board and chairman of the Executive Committee of Inter-First
Bank Galveston, N.A., 1982-1987; director, American Indemnity Financial
Corporation, Galveston; director, American Indemnity Company; director,
American Fire & Indemnity Company; director, Texas General Indemnity
Company. He was also directorand executive vice president of Sealy & Smith
Foundation for the John Sealy Hospital, Galveston; member and twice
chairman, The University of Texas Development Board, Austin; member of
the Board and past president of The University of Texas Foundations Nos. 1
and 2, Austin; member of the Development Board of The University of Texas
Medical Branch, Galveston; and chairman of Life Trustees, The University
of Texas Law School Foundation, Austin.

He is survived by his wife, Elizabeth Hodgson Shirley, his three daughters,
and their children.

L E.
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JosepH ROYALL SMILEY
1910-1990

A PROFESSOR OF FRENCH, A CHEVALIER OF THE FRENCH LEGION OF HONOR, AND
an authority on Denis Diderot, the eighteenth-century French materialist
philosopher, encyclopedist, satirist, and dramatist, Joseph Royall Smiley’s
career was divided between his love for the language and literature of France
and his talents for administration in higher education.

A native of Dallas, Smiley earned his B.A. degree in French and German
and his M. A. in French literature at Southern Methodist University, and his
Ph.D. in French at Columbia University. He taught at Arkansas A&M
College, North Texas State College, Columbia, and the University of Illinois,
at the latter institution rising in the period 1951-1958 to the rank of professor
of French, chairman of the French Department, and dean of the College of
Liberal Arts and Sciences.

Smiley’s administrative work included the presidencies of The University
of Texas at Austin (1961-1963) and the University of Colorado (1963-1969).
(During his presidency at Colorado, his work with UNESCO and his
contributions to the study of French language and literature earned him the
French Legion of Honor.) And he had the distinction of serving twice as
president of the University of Texas at El Paso (1958-1960, when the
institution was known as Texas Western College, and 1969-1972).

Upon his retirement as president of UTEP in 1972, he was appointed H. Y.
Benedict Professor of French and president emeritus.

Known for his urbanity, wisdom, and keen sense of humor, Smiley left
significant marks on UTEP in his two presidencies there, including the
establishment of the first endowed professorship, significant increases in
library holdings and in private gifts, and the launching of a full-scale nursing
degree program.

Smiley was married to the former Mary Fincher, who predeceased him, and
is survived by his daughter Anne, son Steve, and five grandchildren.

Joseph Royall Smiley died at age 80 on May 25, 1990, in El Paso.

D. N.

i et

HARLAN SMITH
1924-1991

Dr. HARLAN SMITH, ONE OF THE COUNTRY'S LEADING ASTRONOMERS AND A
longtime director of The University of Texas at Austin’s McDonald Obser-
vatory, died on October 17, 1991, at Seton Medical Center in Austin. He was
67.
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Smith, who had been undergoing treatment for cancer, retired as McDonald
director in August of 1989 after 26 years. He was born in 1924 in Wheeling,
West Virginia.

In July, Smith received the NASA Distinguished Public Service Medal at
a ceremony in Austin. The citation for that award reads: “For a lifetime of
service to the astronomy and space communities, students, and public
through teaching, research, public speaking, and leadership of advisory and
oversight groups.”

Smithearned B.A.,M.A., and Ph.D. degrees from Harvard University, and
honorary doctoral degrees from N. Copernicus University in Torun, Poland,
and Denison University in Ohio.

Dr. Carl Sagan said that Smith was one of the pioneers of planetary radio
astronomy, and would be missed from the astronomical community.

“Harlan Smith was an extraordinary scientist, notable in his intellectual
breadth, organizational ability, and humane perspective,” Sagan said. “He
offered me advice and encouragement from the beginning of my scientific
career.

“Knowing full well the nature of his illness, he was courageous and
optimistic to the end. His last words to me, in a letter written just a few weeks
ago, were ‘Here'’s to the future.’ I personally feel his loss very deeply.”

Smith was appointed to the Yale University faculty in 1953. He joined The
University of Texas at Austin faculty in 1963, when he left Yale to become
director of the McDonald Observatory in West Texas.

As director of the McDonald Observatory and chairman of the Department
of Astronomy, Smith was responsible for the development of an internation-
ally-recognized astronomy program. While at UT Austin, he expanded the
astronomy department from four faculty members to its current faculty of 23.
The department now supervises 50 graduate students and teaches 6,000
undergraduates a year.

He directed the construction of the McDonald Observatory’s 107-inch
telescope and The University of Texas Radioastronomy Observatory in
Marfa, and developed the plans for the 8.5-meter Spectroscopic Survey
Telescope to be built at the McDonald Observatory.

Smith had a zeal for bringing the message of astronomy to the public. He
was legendary for his enthusiastic lectures to any group that invited him. He
also developed the StarDate radio program that is now heard worldwide. He
strongly believed in the destiny of mankind to explore space and supported
that goal in any way he could.

As a researcher, Smith was credited with discovering the variability of
quasars, the influence of solar wind on radio emissions from Jupiter, and the
existence of a class of variable stars known as dwarf Cepheids (also known
as Delta Scuti stars).
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His later research interests included analysis of planetary atmospheres,
quasars, variable stars, photometry, and instrumentation. In addition to his
research, he served on many national scientific committees of NASA, the
National Science Foundation, and the National Research Council, and was
chairman of the Board of the Association of Universities for Research in
Astronomy.

Smith was among the first astronomers torealize the importance of ground-
based observations in the planning and support of space missions. In the
1960s, he convinced NASA to fund the McDonald Observatory 107-inch
telescope for that purpose, and NASA still supports planetary research on the
107-inch telescope today. It also opened the door for other NASA-funded
telescopes, such as the 88-inch telescope, the 3-meter infrared telescope, and
the future second 10-meter Keck telescope, all at Mauna Kea Observatory in
Hawaii.

He was involved in the early promotion of space telescopes in the late
1960s, a project that eventually resulted in the Hubble Space Telescope. As
chairman of the NASA Space Science Board Committee on Space As-
tronomy and Astrophysics, he was responsible for proposing the Great
Observatories series of orbital telescopes, which includes the Advanced X-
ray Astronomy Facility (AXAF), the Gamma Ray Observatory (GRO), and
the Space Infrared Telescope Facility (SIRTF), as well as the Hubble Space
Telescope.

Smith was also chairman of a national committee that recommended that
NASA support the Search for Extra-Terrestrial Intelligence (SETT) program.

As Harlan Smith said in his acceptance speech for the NASA Distinguished
Public Service Medal, “I suddenly realized what the medal almost certainly
really is for—and that’s for figuring out more ways, perhaps than any other
scientist has, to help NASA spend money.”

He was author of numerous articles for astronomical and physics journals,
and was also the developer of the Story of the Universe educational film
series, which eamed first-place awards in 1959 and 1961 at the New York
Film Festival.

His interests in international scientific cooperation and world peace were
reflected by the many scholars from around the world whom he hosted at The
University of Texas McDonald Observatory, and at his home.

Increasingly, international cooperation in space and on Earth was the focus
of his research. At the time of his death, he was working on the return of
humans to the moon and the establishment of lunar astronomical observato-
ries. It was Smith’s dream that the coming decades would see increasing
numbers of telescopes on the surface of the moon, probing the universe from
the ideal conditions the lunar environment affords.
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Smith was always an active man, filled with energy and vitality. He
founded the “Walk-up Club,” always taking the stairs to his fifteenth-floor
office and encouraging others to join him. His other activities included
windsurfing, swimming, and beekeeping.

He is survived by his wife, Joan Greene Smith; children, Nathaniel, Julie,
Theodore, and Hannah; three grandchildren; and his brother, Kenneth.

The family asks that contributions be sent to the McDonald Observatory,
The University of Texas, Austin, Texas 78712, in order to establish an

endowment in his name at the observatory.
W. H.

e SR

ZoLLE C. STEAKLEY
1908-1992

ForMER TExAs SUPREME COURT JUsTICE ZOLLIE C. STEAKLEY DIED IN AUSTIN
onMarch24, 1992, atage 83. He was secretary of state for Texas from January
15,1957,toJanuary 3, 1961. He was then appointed by Governor Price Daniel
to the Supreme Court in 1961. He resigned after 20 years of service on the
Court on December 31, 1980.

He was born in Rotan, Texas, on August 29, 1908. He was named for his
father, who was named for a former Tennessee congressman and Civil War
general, Felix Zollicoffer. The name Zollicoffer became Zollie Coffer
Steakley.

Zollie was an excellent baseball player at Hardin Simmons, from which he
received his bachelor’s degree, and later an honorary Doctorate of Laws. He
was alsonamed one of its distinguished alumni. He also had to decide whether
or not to accept a professional baseball contract.

His choice was for the law school at The University of Texas. There he was
student editor of the Law Review. He was a member of the Order of the Coif,
and he graduated with his law degree in 1932.

He practiced law in Sweetwater from 1932to 1939. He was married to Ruth
Butler of Sweetwater; she survives him.

Judge Steakley was an assistant attorney general under both Gerald Mann
and Grover Sellers.

After Pearl Harbor, Zollie went on active duty in Naval intelligence, from
which he was discharged a lieutenant commander in 1945. He began practice
in Austin in 1946, which continued until January 1957 when he became
secretary of state.
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Zollie was a man of many talents. He was a fine athlete and a good golfer.
His playing partners, outside of the members of the Court, included Tom Kite,
Sr., and his famous golfer son. He was an outstanding churchman. He taught
the large Men’s Downtown Bible Class of the Austin First Baptist Church.
Zollie’s message was carried each week by radio to a large area of Texas. In
civic affairs, he was a very large Lion, president of the Austin Downtown
Lions’ Club and district governor. He was a trustee of Hardin Simmons
University and on the Executive Board, Capitol Area, Boy Scouts of
America.

After retirement, he served as special assistant attorney general to Mark
White and Jim Mattox, particularly on opinions of the attorney general. He
continued to be of such assistance to the present attorney general, Dan
Morales, until shortly before his death. Governor Mark White used Judge
Steakley as his legal counsel.

Zollie and I worked together on the Supreme Court for 20 years. He was
acareful and studious scholar. He wrote well and was always prepared. When
former Governor Price Daniel was proposed for appointment by Governor
Preston Smith, there was some opposition that this would create a “Daniel
wing” on the Court. Zollie and I were close to Price, and he appointed both
of us. The opponents did not know Price, and they did not know Zollie or me.
Each was independent. The three of us served on the Court together eight
years. Zollie was a pleasure to work with, a fine and honorable man. He
deserves to be remembered as a distinguished member of the Philosophical
Society.

J.R.G.

JouN G. Tower
1925-1991

STATESMAN, MEMBER OF THE PHILOSOPHICAL SOCIETY OF TEXAS, AND FORMER
United States Senator from Texas, John G. Tower died on April 5, 1991, in
a commuter airline crash near Brunswick, Georgia. Tower, whose daughter
Marian also was killed in the crash, was en route to an event promoting his
book, Consequences: A Political Memoir.

The son and grandson of Methodist preachers, Tower was born in Houston
and grew up inanumber of East Texas communities. He served with the U.S.
Navy in World War II, received a bachelor’s degree in political science and
history at Southwestern University in Georgetown, completed a master’s
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degree in political science at Southern Methodist University, and pursued
graduate studies at the London School of Economics and Political Science.
From 1951 to 1961, Tower taught political science at Midwestern University
in Wichita Falls.

Tower was credited with changing the political landscape of Texas in 1961
when he became the first Republican elected to statewide office in 84 years.
By winning Lyndon Baines Johnson’s former U.S. Senate seat, Tower forged
apath that would make Texas a two-party state. Reelected in 1966, 1972, and
1978, he eventually chaired the Senate Armed Services Committee and the
Republican Policy Committee, also serving on the Banking, Housing, Urban
Affairs, and Budget committees. Tower retired from the Senate in January
1985. He was then appointed by President Ronald Reagan to serve as U.S.
negotiator on strategic nuclear arms, with rank of ambassador, at the
negotiations on nuclear and space arms with the former Soviet Union in
Geneva. He resigned that post one year later to enter private business and
teach at Southern Methodist University.

In 1987, President Reagan appointed Tower to chair the President’s Special
Review Board to study the role of the National Security Advisor and the
National Security Council and its staff in the Iran-contra affair. The board and
its subsequent report became known as the Tower Commission. In addition,
Tower served as a member and chair of the President’s Foreign Intelligence
Advisory Board from 1987 until his death.

Tower served as chair of the boards for Brassey’s, Inc. (U.S.) and the Armed
Forces Journal International. He was a director of British Aerospace, Inc.,
and Macmillan, Inc. He had served as a member of the Southwestern
University Board of Trustees since 1968, and the Tower-Hester Chair in
Political Science is named for him. Tower was chair of the board of John
Tower & Associates, Inc., an international consulting firm. Tower was a 33rd
Degree Mason and Shriner and was a member of the American Legion, the
Texas State Historical Association, and the United Methodist Church.

In 1982, Tower designated Southwestern University as the repository of his
papers. The collection is housed in the John Goodwin Tower Library of the
A. Frank Smith, Jr., Library Center on Southwestern’s Georgetown campus.

Tower is survived by two daughters in Dallas, Penny Cook and Jeanne Cox.

R.S.
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PeTER BoYD WELLS, JR.
1915-1991

PETER BoYD WELLS, JR., A “LAWYER’S LAWYER,” DIED ON SEPTEMBER 16, 1991,
at Beaumont, his home for 45 years, where he volunteered and served as
principal officer in a wide variety of civic and community organizations. He
lectured and wrote widely in law but additionally pursued biblical and
historical studies. He was survived by his wife, Betty, two married children,
and six grandchildren.

Peter was born and reared in Austin. His ancestors came to Texas in 1828
as members of Stephen F. Austin’s second colony. His grandfather was a
chairman of the Board of Regents of The University of Texas. He was
distinguished for his opposition to the Ku Klux Klan. Peter graduated from
the university in 1936 where he had been named to Phi Beta Kappa. His law
degree was granted by Harvard in 1940.

During World War II Peter served four years in the army, saw action in the
Battle of the Bulge, was awarded four battle stars and the Bronze Star, and
was discharged in 1945 with the rank of major.

After beginning his law practice in Beaumont, specializing in taxation,
estate, and trust law, Peter began his own firm in 1958 with the late George
Duncan and Charles Beard. The firm had 18 lawyers at the time of his death.

Time Peter dedicated to his community included service on the Beaumont
Port Commission and on the boards of the Beaumont Chamber of Commerce,
Beaumont Community Foundation, Lamar University Foundation, and the
Texas Gulf Historical Society. Peter was a past president of the Beaumont
Rotary Club and the Neches River Festival, of which he was chosen King in
1988.

In search of archaeological evidence, Peter travelled widely in the Middle
East, studying Old Testament sites. Dr. Harland Merriman, Peter’s pastor and
one who had collaborated on occasion with him in his biblical studies, spoke
in his funeral eulogy of Peter’s dedication to veritas (truth), Harvard’s motto,
as the guiding principle in all his endeavors, vocational or avocational.

Long active in the Sons of the Republic of Texas, Peter was named by them
a Knight of San Jacinto. He donated the Texana that he had carefully
accumulated over many decades to the John Gray Library at Lamar Univer-
sity. This donation became the cornerstone of a special collection for which
he underwrote the cataloguing and, with wife Betty, endowed to provide for
future purchases.

The life of Lorenzo de Zavala was a special focus of Peter’s Texas studies.
By happy coincidence a description of the admired de Zavala, written by his
contemporary, Mirabeau Lamar, neatly fit Peter himself: he “was a little less
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than average height, well formed, a full face, handsome features, and an open
countenance. He was dignified in carriage, courteous in manner and temper-
ate in his habits. Ina single sentence: he was all that a gentleman ought to be.”

G.D.

EVERETT DONALD WALKER
1922-1991

LAST YEAR THE PHILOSOPHICAL SOCIETY LOST A MOST VALUED AND VALUABLE
member. He had been in good health except for a troublesome knee, and his
death unexpectedly resulted from a circulatory complication following knee
surgery.

E. Don Walker, the name he most often used, was born on April 27, 1922,
lived his early years in Livingston, Texas, and, except for military service,
remained in Texas until his death on May 1, 1991.

He served in the United States Air Force from 1942 to 1947 with primary
duties as a test pilot, but served also in the China-Burma-India and Alaska
theaters of operation. He was discharged with the rank of major. In 1943 he
married Kathryn Marie Keneaster, and their only child, Don, Jr., was born in
1946.

After military service, he completed his education at Sam Houston State
University, with a bachelor of science degree in business administration in
1948, and at The University of Texas in Austin with a master of business
administration degree in 1949. Southwestern University in Georgetown
awarded him an honorary doctor of laws degree in 1976.

Afterserving as auditor at both Sam Houston State University (1950-1951)
and Texas Tech University (1951-1955) he joined The University of Texas
System for a distinguished career, which is summarized as follows: The
University of Texas Medical Branch at Galveston, business manager, 1955-
1959; business manager and comptroller of hospitals, 1959-1964; and
associate director, 1964-1965; The University of Texas System, director of
facilities planning and construction, 1965-1966; vice-chancellor for business
affairs, 1966-1968; executive vice-chancellor for business affairs, 1968-
1970; deputy chancellor for administration, 1970-1975; deputy chancellor,
1975-1977; president and chief operating officer, 1977-1978; chancellor,
1978-1984.

It was in the System Office of The University of Texas that he made his
mark on the entire system. He was the right man at the right time, for he held
the right positions serially during an unprecedented expansion of the
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University System. New components were added, enrollment in all units
increased, and it was necessary to mount a truly monumental building
program to house this expansion. At one point in time, over six hundred
million dollars of construction was under way. Don Walker was at first in
charge of planning and building these new facilities and then, as chancellor,
was the chief operating officer of the university. His great strengths for this
task were his outstanding financial talents, his political expertise, and his
extraordinary ability to choose and work with people. A colleague who
worked closely with him stated that his financial acumen was almost beyond
belief and that he had few peers in working with the legislature and the
Govemor’s Office.

For his achievements, he received many honors and awards. He was a
distinguished alumnus of Sam Houston State University (1978) and was also
listed in the Hall of Honor there for his outstanding basketball career, which
included being named an All-Conference player. He was a member of many
governing boards, including that of the Lyndon Baines Johnson Foundation,
and a member and officer of many civic and community organizations.

Following his career with The University of Texas, he became president
of the Hermann Hospital Estate, 1984-1988. In that capacity he continued
working with the several University of Texas components in Houston.

In recent years he has served on the Alumni Board of Directors of Sam
Houston State University and was chairman of the Distinguished Alumni
Committee the last three years.

His beloved wife Katy predeceased him in October 1990. He is survived
by his son, Don, Jr., his daughter-in-law, Denise, and two granddaughters,
Kelly and Casey.

Don will be remembered as a man of integrity, of outstanding ability and
endeavor, and as a warm and true friend. We will miss him.

F. H.
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Rice Millers Association Beaumont
Durr, KATHARYN, communication consultant, author Abilene
DuGGER, RONNIE E. (PATRICIA BLAKE), publisher, The Texas

Observer; author Wellfleet, MA
DuNAGAN, J. CoNrAD (KATHLYN), president, Dunagan Foundation, Inc.; chairman,

Permian Honor Scholarship Foundation, Inc. . Monahans
Duncan, A. Baker (Sally), president, Duncan-Smith Company ..........ccccevuucee. San Antonio

DuNCAN, CHARLES WILLIAM, JR. (ANNE), chairman, Duncan, Cook & Co.; former
secretary of U.S. Energy Department, deputy secretary of U.S. Defense Department;
president of The Coca-Cola Company, and chairman of Rotan Mosle

Financial Corp. Houston
DuncaN, JouN House (BRENDA), businessman; chairman, Board of Trustees,
Southwestern University Houston

ELkINS, JAMES A., JR., chairman, First City Bancorporation of Texas, Inc.; trustee,

Baylor College of Medicine Houston
ERricksoN, JouN R. (KRISTINE), author, lecturer; owner of Maverick Books

publishing company Perryton
Evans, STErRLING C., ranching and investments Castroville

FARABEE, KENNETH RAY (MARY MARGARET), vice chancellor and general counsel,
University of Texas System; former member, Texas State Senate.......................... Austin

FeHRENBACH, T. R. (LILLIAN), author, historian; chairman, Texas Historical
Commission; chairman, Texas Antiquities Committee; member, Texas

Capitol Centennial Celebration Committee San Ant
FincH, WiLLiaM CARRINGTON, retired dean, Vanderbilt Divinity School; former
president, Southwestern University Nashville, TN

FisHER, JoOE J. (KATHLEEN), chief judge emeritus of the U.S. District Court for the
Eastern District of Texas, former district attorney and state district judge for
the First Judicial District of Texas

FLAWN, PeTER T. (PrisciLLA), president emeritus, University of Texas at Austin ........ Austin

FLEMING, DurwooD (LURLYN), former president and chancellor,

Southwestern University Dallas

FLEMING, JoN HuGH (ANN), educator, consultant, businessman; former president,

Texas Wesleyan College; former member, Governor’s Select Committee

on Public Education Dallas
FonkeN, GERHARD JoserH (CAROLYN), executive vice-president and provost,
University of Texas at Austin Austin

FranTz, JoE B., Tumbull professor of history, Corpus Christi State University;
former director, Texas State Historical Association; former president,

Texas Institute of Letters Corpus Christi
FRIEND, LLERENA BEAUFORT, professor emeritus of history,

University of Texas Wichita Falls
FrosT, Tom C. (PAT), chairman of the board, Cullen/Frost

LT T N e O e T e R SR T S sl San Antonio

GALVIN, CHARLES O’NEILL (MARGARET), professor, School of Law,
Vanderbilt University Nashville, TN
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GARRETT, JENKINS (VIRGINIA), lawyer; member, Governor's Committee on
Education Beyond High School; newspaper publisher ...........cccccoeeuverrvrrennne Fort Worth

Garwoob, WiLLIAM L. (MErLE), judge, U.S. Court of Appeals, Fifth Circuit Austin

GorpoN, WiLLiAM EpwiN (ELva), distinguished professor emeritus, Rice
University; foreign secretary, National Academy of Sciences .............co.cevereenees Houston

GRANT, JosepH M., banker, former chairman and C.E.O., Texas American
Bank/Fort Worth Houston

GRray, JouN E. (MarY), president emeritus, Lamar University; chairman
emeritus, First City National Bank—Beaumont; former chairman, Coordinating
Board, Texas College and University System Be. t

GREENHILL, JOE R. (MARTHA), lawyer, former chief justice, Supreme

Court of Texas Austin
GresHAM, NEWTON, lawyer; former president, State Bar; former chairman regents,

State Teachers Colleges; trustee, St. Luke’s Episcopal Hospital; member,

Coordinating Board, Texas College and University System .............cccveverunrunen Houston

GuesT, WiLLiaM F. (Amy), attorney; chairman, American Capitol
Insurance Company Houston

HAckerMAN, NORMAN (JEAN), former president, Rice University; former president
and vice chancellor, University of Texas Austin

HaLL, WALTER GARDNER, chairman of the board, Citizens State Bank, Dickinson;
former president, San Jacinto River Authority Dickinson

HARBACH, FRANKLIN ISRAEL, consultant; Ripley Foundation, Houston
FOUDNBRUON  coicitesissoronsnonsinsessinssiveiorions hetseestensobsonds dosas s Shoisst s ioh auseisssassinesohsins Houston

HARDESTY, ROBERT L. (MARY), former president, Southwest Texas State
University; former assistant to the president of the United States; former
chairman of the Board of Governors, United States
Postal Service Washington, D.C.

HARGROVE, JAMES W. (MARION), investment counselor; former United States
ambassador to Australia Houston

HARrRIsoN, FRANK, physician; former president, University of Texas Health
Science Center at San Antonio; former president, University of
Texas at Arlington Dallas

HARTE, CHRISTOPHER M., president and publisher, Centre Daily Times ....... State College, PA

HARrTE, EbwARD HOLMEAD (JANET), publisher, Corpus Christi Caller;
director, Winrock International; director, Inter-American
Press Association Corpus Christi

HARTGRAVES, RUTH, practicing gynecologist; recipient, 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, Jess (BETTY JO), chairman and chief executive officer, Lomas and
Nettleton Financial Corporation; member, Board of Regents of
University of Texas System Dallas

Haves, PaTriCIA A, president, St. Edward’s University Austin

HEeINeN, 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

HiL, Joun L. (BrTsy), attorney, former chief justice, Supreme Court of
Texas; former attorney general of Texas and former secretary
of state of Texas Houston
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HiLr, Lypa Hunr, president, Hill Development Company and Seven

Falls Company Dallas
HiL, JosepH MACGLASHAN, physician; director, Wadley Research Institute;
past president, International Society of Hematology Dallas

Hines, JouN ELBRIDGE, (retired) presiding bishop of the Protestant Episcopal
Church; trustee, Episcopal Seminary of the Southwest; former member State

Board of Hospitals and Special Schools Highlands, NC
Hossy, Overa CuLp, former chairman of the board and editor, Houston
Post; former secretary of Health, Education and Welfare ............cccoovcervervucuennne Houston

Hossy, WiLLiAM PeTTUS (DIANA), licutenant governor of Texas, 1973-1991; past
president, Philosophical Society of Texas; Radoslav A. Tsanoff Professor
at Rice University; Sid Richardson Professor, LBJ School of Public

Affairs, University of Texas at Austin Houston
HorrMAN, PHILIP GUTHRIE (MARY), president emeritus, University of Houston; president,

Texas Medical Center, Inc. Houston
HoLtzmAN, WAYNE H. (JoaN), professor of psychology and education; president,

Hogg Foundation for Mental Health, University of Texas .........ccccocvvererereeirinenns Austin
Hook, HArROLD SwANsON (JOANNE), chairman and chief executive, American

General Corporation; trustee, Baylor College of Medicine ............cccoovuevueurennnnes Houston

HorGaN, PauL, professor emeritus, author in residence, Wesleyan University; former
president, American Catholic Historical Association; member, American Academy
and Institute of Arts and Letters; member, American Academy of Arts
and Sciences; Pulitzer Prize for History ..........cccceuuu.... Roswell, NM, and Middleton, CT

Howke, Jonn P. 11l (JiL), physician; president, University of Texas Health Science
Center at San Antonio San Antonio

HuserT, FRANK W. R. (MARY JuLIA), chancellor emeritus, Texas A&M
University System Bryan

Huey, MarY EVELYN (GRIFFIN), former president, Texas Woman'’s University ....... Denton

INMAN, BoBBY RAY (NANCY), admiral, U.S. Navy (retired); chairman, Westmark
Systems Inc. Austin

James, THoMmas N. (GLEAVES), cardiologist; president, University of Texas Medical
Branch at Galveston Galveston

*JonNnsoN, CLaupiA TAYLOR (MRs. Lynpon B.) Stonewall
JonnsoN, RICHARD J. V. (BELLE), president and publisher, Houston Chronicle ....... Houston
Jones, EvErert HoLLAND (HELEN), bishop of West Texas, Protestant Episcopal

Church (retired) San Antonio
JonEs, JouN TILFORD, JR., chairman, Rusk Corporation Houston
JonssoN, JouN Erik, honorary director, Texas Instruments; president, Excellence in

Education Foundation; trustee many institutions; former mayor of Dallas ........... Dallas
JorDAN, BRYCE (JONELLE), president, Pennsylvania State University ........ State College, PA
Josey, Jack S. (GRETCHEN), president, Josey Oil Company; member, board of

governors, Rice University; former regent, University of Texas .........c.cccceuunen. Houston

KEeeTON, PAGE (MADGE), former dean of the School of Law, University of Texas ..... Austin

KELSEY, MAvis PARROTT (MARY), retired physician, founder and former chief,
Kelsey-Seybold Clinic Houston

KEeLsoN, ELMER (ANNA), fiction writer, livestock journalist .............coeveiveieneenenes San Angelo

KEeMPNER, HARRIS L., JR., trustee, H. Kempner; president of Kempner Capital
Management, Inc.; member Texas Governor’s Task Force on State Trust &
Asset Management Galveston
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KempNER, RuTH L., member, Kempner Foundation Galveston
Kicorg, DaNIEL E. (CaroL), certified public accountant; former president,
Texas State Historical Association Corpus Christi

K1L.Gore, WiLLIAM JAcksoN (BARBARA), Rayzor distinguished professor and
chairman, Philosophy Department, Baylor University; past president (1981-1985)

of the Inter-American Society of Philosophy; author Waco
KING, JoHN Q. TAYLOR, Sr. (MARCET), former president, Huston-Tillotson College;
major general, AUS (retired) Austin

KING, MAY DoUGHERTY (MRs. JOHN ALLEN), investor, oil exploration and development;
founder, Dougherty Carr Arts Foundation; Equestrian Order of the

Holy Sepulchre Corpus Christi
KNEPPER, DOROTHY WARDELL (MRs. Davip W.), retired director, San Jacinto

Museum of History Houston
KozmeTsky, GEORGE (RONYA), professor and administrator, University of

Texas at Austin Austin
KRrier, CYNDI TAYLOR (JOsEPH), member, Texas State Senate; partner,

Vallejo Ranch San Antonio

KRUEGER, ROBERT (BoB) CHARLES (KATHLEEN), investments; former vice-provost
and dean of Arts and Sciences, Duke University; former
ambassador-at-large and coordinator for Mexican affairs, and
: former U.S. congressman New Braunfels

uscH, POLYKARP, professor of physics, University of Texas at Dallas, formerly at
Universities of lllinois, Minnesota, and Columbia; Nobel Laureate 1955 ... Richardson

LANCASTER, SALLY RHODUS (OLIN), executive vice-president and grants administrator,
The Meadows Foundation; regent, East Texas State University ...........c.ccececeuee. Dallas

Law, THomas HART (Jo ANN), lawyer; former member, Board of Regents,
University of Texas System; former president, Fort Worth Area

Chamber of Commerce Fort Worth
LAwRreNce, F. LEE (ANN), lawyer; trustee, Texas Christian University; former

president, Texas State Historical Association Tyler
Lee, AMy FREEMAN, chairman, board of trustees, Incarnate Word College,

San Antonio; artist, critic, lecturer San Antonio
LeMaIsTRE, CHARLES A. (Joyce), president, University of Texas System Cancer

Center M. D. Anderson Hospital and Tumor Institute Houston
Levin, WiLLiam C. (EpNa), physician; former president and Ashbel Smith

professor, University of Texas Medical Branch at Galveston ............cccccvunuee Galveston
LiepTkE, J. HUGH, president, chief executive officer, chairman of board, Pennzoil

United; trustee, Rice University Houston
Linpsey, Joun H., businessman, art collector, civic leader, former member, board

of directors, Museum of Fine Arts; director, Alley Theatre ...........ccccovverviriuennnnns Houston
Linpzey, GARDNER, former vice president for academic affairs, University of Texas;

psychologist; author Palo Alto, CA
LiviNGgsTON, WiLLIAMS S. (LANA), professor of government; vice-president and dean of

graduate studies, University of Texas at Austin Austin
Locke, Joun PaTrick (RAMONA), president, Lynch-Locke Corporation ...................... Dallas
Lorp, GroGAN, chairman, First Texas Bancorp; member, Texas Securities Board;

trustee, Southwestern University Georgetown
Lovert, HENRY MALcoLM (MARTHA), lawyer; former chairman of the trustees,

Rice University Houston

MAGGREGOR, GEORGE LESCHER, retired president and chairman, Texas Utilities
Company Dallas




Society of Texas 173

MapDEeN, WaALEs H., Jr. (ABBIE), attorney; former member, University of Texas
Board of Regents Amarillo

MAGUIRE, JAck R. (ANN), former executive director, Institute of Texan Cultures;
author and syndicated newspaper columnist Fredericksburg

MARcus, STANLEY, chairman emeritus of the board of Neiman Marcus and
Marketing Consultant Dallas

MARGRAVE, JouN L. (MArY Lou), E. D. Butcher Professor of Chemistry, Rice; Chlcf
Scientific Officer, HARC; National Academy of Sciences

Mark, Hans (MarIoN), chancellor, University of Texas System ...........coocoeeveeereenens Au.m'n

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

Knights of Malta Houston
MATTHEWS, JuDY JONES, president, Dodge Jones Foundation .............cccecvvevvircrcnnns Abilene
MATTHEWS, WATT R., rancher Albany
McCALL, ABNER VERNON (MARY), president emeritus, Baylor University; former

associate justice, Supreme Court of Texas Waco
McCoLLum, LEONARD FRANKLIN, president, Continental Oil Co. ..........ccovvvreerereunnes Houston
McDERMOTT, MARGARET (MRs. EUGENE) Dallas
McGhek, GeorGe Crews, former U.S. ambassador to West Germany ........ Middleburg, VA
McGinnis, RoerT C. (ETHEL), lawyer Austin
McKnNiGHT, JosepH WEBB (Mimi), professor, Southern Methodist School of Law; legal

historian, law reformer Dallas
MippLETON, HARRY J. (MIR1AM), director, Lyndon B. Johnson Presidential

Library and Museum Austin

MILLER, JARVIs E. (ALMA), president, Careerbank, Inc. Bryan

\M.n.u. BALLINGER, JR., lawyer Galveston
MosLey, WiLLiaM HoDGEs (JAYNE), president, Texas A&M University ....... College Station
Mooby, DaN, Jr. (ANN), attorney Austin
Moore, BErNICE MILBURN (MRs. HArRY E.), sociologist; staff, Hogg Foundation for

Mental Health; author, lecturer and consultant Austin
MosEeLEY, JoHN DEAN (SARA BERNICE), president emeritus, Austin College; former

director, Texas Legislative Council; consultant Sherman
Mouby, JaMes MATTOX (LUCILLE), chancellor emeritus, Texas

Christian University Fort Worth
MuLLins, CHARLES B. (STELLA), executive vice chancellor for health affairs,

University of Texas System Austin

NaTtaLicio, DiANA S., president, University of Texas at El Paso; member, Texas

Women'’s Hall of Fame; author El Paso
NEwTON, Jon P., lawyer Austin
O'CoNNoR, DENNIs, rancher Refugio
Pare, GLoriA HiLL (JAMES), historical restoration Fredericksburg

"S- PARTEN, JUBAL RICHARD, 0il and mineral investments; ranching .............ccccevevverenns Houston
Prrzer, KENNETH SANBORN, professor of chemistry, University of California; former

president, Stanford and Rice universities Berkeley, CA

Porpe, JAck (ALLENE), former chief justice, Supreme Court of Texas ...........ccvucrrenens Austin

PORTER, JENNY LIND, MRs. LAWRENCE E. ScorT, poet and educator; former poet
laureate of Texas Austin and Los Angeles, CA
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PressLERr, H. PauL III (NANcY), justice, Court of Appeals of Texas, Fourteenth Supreme
Judicial District Houston
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 ............cccceurrennne Houston
ProtHRO, CHARLES N., president, Perkins-Prothro Company; trustee,

Southwestern University Wichita Falls
ProVENCE, HARRY, retired editor-in-chief, Newspapers, Inc.; retired chairman,

Coordinating Board, Texas College and University System ............cccocveuveeruereennne Waco

RAMIREZ, MARIO E. (SARAR), physician; member, Board of Regents, University of

Texas System Rio Grande City
RANDALL, EDWARD 111, chairman of the board and president, Rotan Mosle

Financial Corp. Houston
RANDALL, RisHER (FAIRFAX), senior vice-president and director for the

American General Investment Houston
RANDEL, Jo STEWART, historian, author; founder, Carson County Square House

Museum Panhandl,
REAVLEY, THoMAs M. (FLORENCE), judge, U.S. Court of Appeals, Fifth Circuit .......... Austin

RevNoLps, HerBerT H. (Jov), president, Baylor University; biomedical scientist;
retired Air Force officer; trustee, Baylor College of Medicine and Baylor

College of Dentistry Waco
RHopes, CHARLOTTE W. (ALEC), patron, Shakespeare at Winedale; former

instructor in English, University of Texas at Austin ...........cccccceuveuenne. Dripping Springs
Rostow, ELsPETH (WALT), former dean, Lyndon B. Johnson School of

Public Affairs Austin
Rupp, GEORGE ERIK (NANCY KATHERINE), president, Rice Unviersity; former dean

of divinity school, Harvard University; author Houston

SevBoLD, WiLLIAM D. (ADELE), retired surgeon; former director, University of
St. Thomas; former chief of surgery and chairman of the executive board,

Kelsey-Seybold Clinic Dallas
SHERMAN Max RAY (GENE ALIce), dean, Lyndon B. Johnson School of Public

Affairs; former president, West Texas State University Austin
SHILLING, Roy B., JR. (MARGARET), president, Southwestern ............cccceeerrvennen Georgetown
SHUFFLER, RALPH HENDERSON 11, Episcopal priest-psychotherapist .................... San Antonio
SMmrTH, A. FRANK, JR., lawyer Houston
SmrTH, FrRaNk C., Jr. (KATHERINE), electrical engineer; specialist in data

processing and geosciences Houston

SPARKMAN, ROBERT S. (WILLIE), M.D., chief emeritus, Department of
Surgery, Baylor University Medical Center; clinical professor of surgery,
University of Texas Southwestern Medical School; former president,”
Texas Surgical Society Dallas

SPENCE, RALPH (MARY JOHN), chairman, LYTM Company, Inc.; former member,
Coordinating Board of the Texas College and University System; former
chairman, University of Texas Chancellor’s Council (acquisition of
Gutenberg Bible) Tyler
SPRAGUE, CHARLES CAMERON, president emeritus, University of Texas Health
Science Center at Dallas; former dean and professor, Tulane University School
of Medicine Dallas
STOREY, CHARLES PORTER (HELEN), lawyer; director, Storey Armstrong Steger &
Martin; former chairman, International Committee of YMCAS ........cc.covvevreerernnnns Dallas
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STRONG, Louise CoNNALLY (BEEMAN), associate professor of medical genetics, University
of Texas System Cancer Center; Phi Beta Kappa Houston

SutToN, JouN F. (NaNcY), A. W. Walker Centennial Chair in Law, University of Texas
at Austin; former dean, UT Law School, and formerly practicing attorney,
San Antonio and San Angelo Austin

*SYMONDS, MARGARET CLOVER, former vice-president, Garden Club of America;
past trustee, Child Welfare League of America; trustee, Pacific Tropical
Botanical Garden; past trustee, Northwestern University ...........cococvvveucienenennnns Houston

TEeAGUE, JaMEs U. (MARrGoT), former chairman of the board and chief executive

officer, Columbia Drilling Company Sugar Land
TempLE, ELLEN C. (ARTHUR [BupDY] 11I), member, Board of Regents, University of
Texas System; publisher, Ellen Temple Press Lufkin

Torazio, VirciL W. (JuwiL), Favrot Professor of French, Rice University; writer
and editor of numerous books and articles for professional
publications The Woodlands

Trrrico, FRANK EDWARD, educator and historian; former chairman, San Jacinto
Battleground Historical Advisory Board; former president, Sons of the

Republic of Texas Houston
TrotT1, ROBERT S. (EDNA GRACE), attorney Dallas
Tucker, WiLLIAM E. (JEAN), chancellor, Texas Christian University ................... Fort Worth
TurNER, DECHERD H. (MARGARET ANN), former director, Humanities Research

Center, University of Texas at Austin Austin
TyLer, RoN(NIE) C. (PAuLA), director, Texas State Historical Association; professor

of history, University of Texas at Austin Austin

VANDIVER, FRANK EVERsON (RENEE), director, Mosher Institute for Defense Studies, and
former president, Texas A&M University; former professor of history, Rice University;
former Harmsworth professor of American History, Oxford .................. College Station

WAINERDI, RICHARD E. (ANGELA), president and CEO, Texas Medical Center ......... Houston

WALKER, RUEL CARLILE (VIRGINIA), retired justice, Supreme Court of Texas .............. Austin
WARREN, Davip B., associate director, The Museum of Fine Arts; senior curator,

The Bayou Bend Collection Houston
WATKINS, EDWARD T. (HAZEL) Mission

WEINBERG, STEVEN (Louise), Josey Regental professor of science, University of
Texas at Austin; Nobel Prize in physics; research and publications

_ in physics and astronomy Austin
\Wau.s. Peter B. (BETTY), lawyer eaumon
. JOHN ARCHIBALD . T i ;
former director, Center of Theoretical Physics, University
of Texas at Austin Hightstown, NJ

Whitcoms, GAIL (GERALDINE), lawyer; former board chairman, Federal Home
Loan Bank; former president, American Brahman Breeders Association and

Houston Chamber of Commerce Houston
WiLLiaMs, DAN C. (CAROLYN), chairman of the board, Southland Financial Corporation;
former member, Board of Regents of the University of Texas System ................. Dallas

WILSON, IsABEL BROWN (WALLACE), member, President’s Committee for the Arts
and Humanities; Board of Trustees, Museum of Fine Arts, Houston; trustee,
The Brown Foundation Houston

WiLsoN, RosINE MCFADDIN, historian and author; trustee, San Jacinto Museum of
History; Phi Beta Kappa Be. it
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*WINFREY, DORMAN HAYWARD (RuTH CAROLYN), secretary, Philosophical Society of

Texas; former director, Texas State Library Austin
WINTERS, J. SAM (DoroTHY), lawyer Austin
WiTTLIFF, WILLIAM DALE (SALLY), typographer and publisher, president,

Encino Press; movie script writer and film producer; councillor, Texas

Institute of Letters Austin
WoLF, STEWART, professor of medicine, Temple University ..........ccocceveerrennnnes Bangor, PA

WoobsoN, BENJAMIN N, retired chairman and chief executive officer,
American General Insurance Corporation; former special assistant to the
secretary of war Houston

WozeNCRAFT, FRANK MCREYNOLDSs (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 Chair 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
WRIGHT, WiLLIAM P. (B1LL), JR., (ALICE), chairman, Western Marketing, Inc.;

member, National Council on the Humanities Abilene

Y ARBOROUGH, RALPH WEBSTER (OpAL), lawyer; former United States senator;
former member, Texas State Library and Archives Commission; former
member of the Board of Directors of Gallaudet College; member of the Active
Board of Trustees of the United States Capitol Historical Society;

Knight of San Jacinto Austin
Yupor, MArk G. (Jupy), dean, University of Texas at Austin Law
School; author Austin

*Life Member



IN MEMORIAM

SAMUEL HANNA ACHESON
NATHAN ADAMS

CLAUDE CARROLL ALBRITTON, JR.
JAMES PATTERSON ALEXANDER
AUGUSTUS C. ALLEN

WINNIE ALLEN

DILLON ANDERSON

ROBERT BERNERD ANDERSON
JESSE ANDREWS

THOMAS REEVES ARMSTRONG
JAMES WILLIAM ASTON
WILLIAM HAWLEY ATWELL
KENNETH HAZEN AYNESWORTH
BURKE BAKER

HINES HOLT BAKER

JAMES ADDISON BAKER

JOSEPH BAKER

KARLE WILSON BAKER

WALTER BROWNE BAKER
CLINTON STANLEY BANKS
EDWARD CHRISTIAN HENRY BANTEL
EUGENE CAMPBELL BARKER
MAGGIE WILKINS BARRY
WILLIAM BARTHOLOMEW BATES
WILLIAM JAMES BATTLE
WILLIAM BENNETT BEAN
GEORGE JOHN BETO

WARREN SYLVANUS BELLOWS
HARRY YANDELL BENEDICT
JOHN HAMILTON BICKETT, JR.
WILLIAM CAMPBELL BINKLEY
JOHN BIRDSALL

CHARLES MCTYEIRE BISHOP
WILLIAM BENNETT BIZZELL
JAMES HARVEY BLACK

ROBERT LEE BLAFFER

TRUMAN G. BLOCKER, JR.
ROBERT LEE BOBBITT

MEYER BODANSKY

HERBERT EUGENE BOLTON
CHARLES PAUL BONER

GEORGE W. BONNELL

JOHN GUTZON DE LA MOTHE BORGLUM
PAUL LEWIS BOYNTON

EDWARD T. BRANCH

LEO BREWSTER

GEORGE WAVERLEY BRIGGS
ALBERT PERLEY BROGAN
GEORGE RUFUS BROWN

ANDREW DAVIS BRUCE
JAMES PERRY BRYAN

LEWIS RANDOLPH BRYAN, JR.
JOHN W. BUNTON

RICHARD FENNER BURGES
WILLIAM HENRY BURGES
EMMA KYLE BURLESON

JOHN HILL BURLESON

DAVID G. BURNET

L. W. BURTON

GEORGE A. BUTLER

JACK L. BUTLER

CHARLES PEARRE CABELL
CLIFTON M. CALDWELL

JOHN WILLIAM CARPENTER
EVELYN M. CARRINGTON
PAUL CARRINGTON

H. BAILEY CARROLL

EDWARD HENRY CARY
CARLOS EDUARDO CASTANEDA
THOMAS JEFFERSON CHAMBERS
ASA CRAWFORD CHANDLER
MARION NELSON CHRESTMAN
JOSEPH LYNN CLARK

TOM C. CLARK

WILLIAM LOCKHART CLAYTON
THOMAS STONE CLYCE
CLAUDE CARR CODY, JR.
HENRY COHEN

HENRY CORNICK COKE, JR.
MARVIN KEY COLLIE

JAMES COLLINSWORTH

TOM CONNALLY

ARTHUR BENJAMIN CONNOR
MILLARD COPE

CLARENCE COTTAM

MARTIN MCNULTY CRANE
CAREY CRONEIS

JOSEPH STEPHEN CULLINAN
NINA CULLINAN

ROBERT B. CULLOM

MINNIE FISHER CUNNINGHAM
THOMAS WHITE CURRIE
PRICE DANIEL

HARBERT DAVENPORT
MORGAN JONES DAVIS
GEORGE BANNERMAN DEALEY
JAMES QUAYLE DEALEY
EVERETT LEE DE GOLYER




IN MEMORIAM

EDGAR A. DE WITT

ROSCOE PLIMPTON DE WITT
ADINA DEZAVALA

FAGAN DICKSON

CHARLES SANFORD DIEHL
FRANK CLIFFORD DILLARD

J. FRANK DOBIE

HENRY PATRICK DROUGHT
FREDERICA GROSS DUDLEY
CLYDE EAGLETON

DWIGHT DAVID EISENHOWER
EDWIN A. ELLIOTT
ALEXANDER CASWELL ELLIS
JOE EWING ESTES

HYMAN JOSEPH ETTLINGER
LUTHER HARRIS EVANS
WILLIAM MAURICE EWING
WILLIAM STAMPS FARISH
SARAH ROACH FARNSWORTH
CHARLES W. FERGUSON
STERLING WESLEY FISHER
LAMAR FLEMING, JR.
RICHARD TUDOR FLEMING
FRED FARRELL FLORENCE
JAMES LAWRENCE FLY

PAUL JOSEPH FOIK
LITTLETON FOWLER
CHARLES INGE FRANCIS
JESSE NEWMAN GALLAGHER
HERBERT PICKENS GAMBRELL
VIRGINIA LEDDY GAMBRELL
WILMER ST. JOHN GARWOOD
MARY EDNA GEARING
SAMUEL WOOD GEISER
EUGENE BENJAMIN GERMANY
ROBERT RANDLE GILBERT
GIBB GILCHRIST

JOHN WILLIAM GORMLEY
MALCOLM KINTNER GRAHAM
IRELAND GRAVES

MARVIN LEE GRAVES
WILLIAM FAIRFAX GRAY
LEON GREEN

DAVID GUION

CHARLES WILSON HACKETT
RALPH HANNA

HARRY CLAY HANSZEN
THORNTON HARDIE

HELEN HARGRAVE

HENRY WINSTON HARPER
MARION THOMAS HARRINGTON
GUY BRYAN HARRISON, JR.
TINSLEY RANDOLPH HARRISON
JAMES PINCKNEY HART
HOUSTON HARTE

FRANK LEE HAWKINS

WILLIAM WOMACK HEATH

J. CARL HERTZOG

JOHN EDWARD HICKMAN
GEORGE ALFRED HILL, JR.
GEORGE ALFRED HILL III
GEORGE W. HILL

MARY VAN DEN BERGE HILL
ROBERT THOMAS HILL
WILLIAM PETTUS HOBBY

ELA HOCKADAY

WILLIAM RANSOM HOGAN

IMA HOGG

THOMAS STEELE HOLDEN
EUGENE HOLMAN

JAMES LEMUEL HOLLOWAY, JR.
A.C.HORTON

EDWARD MANDELL HOUSE
ANDREW JACKSON HOUSTON
SAM HOUSTON

WILLIAM VERMILLION HOUSTON
WILLIAM EAGER HOWARD
LOUIS HERMAN HUBBARD
JOHN AUGUSTUS HULEN
WILMER BRADY HUNT

FRANK GRANGER HUNTRESS
PETER HURD

HOBART HUSON

JOSEPH CHAPPELL HUTCHESON, JR.
JUNE HYER

JULIA BEDFORD IDESON
FRANK N. IKARD

R. A. IRION

WATROUS HENRY IRONS
PATRICK C.JACK

HERMAN GERLACH JAMES
LEON JAWORSKI

LEROY JEFFERS

JOHN HOLMES JENKINS III
HERBERT SPENCER JENNINGS
LYNDON BAINES JOHNSON
WILLIAM PARKS JOHNSON
ANSON JONES




IN MEMORIAM

CLIFFORD BARTLETT JONES
ERIN BAIN JONES

HOWARD MUMFORD JONES
JESSE HOLMAN JONES
MARVIN JONES

MRS. PERCY JONES

DAVID S. KAUFMAN

HERBERT ANTHONY KELLAR
ROBERT MARVIN KELLY
LOUIS WILTZ KEMP

HARRIS LEON KEMPNER
THOMAS MARTIN KENNERLY
EDWARD KILMAN

FRANK HAVILAND KING
WILLIAM ALEXANDER KIRKLAND
ROBERT JUSTUS KLEBERG, JR.
JOHN FRANCIS KNOTT

LAURA LETTIE SMITH KREY
ERNEST LYNN KURTH

LUCIUS MIRABEAU LAMAR 111
MIRABEAU B. LAMAR
FRANCIS MARION LAW
CHAUNCEY LEAKE

UMPHREY LEE

DAVID LEFKOWITZ

MARK LEMMON

JEWEL PRESTON LIGHTFOOT
DENTON RAY LINDLEY
EUGENE PERRY LOCKE

JOHN AVERY LOMAX

WALTER EWING LONG

JOHN TIPTON LONSDALE
EDGAR ODELL LOVETT
ROBERT EMMET LUCEY
WILLIAM WRIGHT LYNCH
LEWIS WINSLOW MAC NAUGHTON
JOHN LAWTON MC CARTY
JAMES WOOTEN MC CLENDON
CHARLES TILFORD MC CORMICK
IRELINE DEWITT MC CORMICK
MALCOLM MC CORQUODALE
JOHN W. MC CULLOUGH

TOM LEE MC CULLOUGH
EUGENE MC DERMOTT

JOHN HATHAWAY MC GINNIS
STUART MALOLM MC GREGOR
ALAN DUGALD MC KILLOP
BUKNER ABERNATHY MC KINNEY
HUGH MC LEOD

AYLMER GREEN MC NEESE, JR.
ANGUS MC NEILL

JOHN OLIVER MC REYNOLDS
HENRY NEIL MALLON

GERALD C. MANN

FRANK BURR MARSH

MAURY MAVERICK
BALLINGER MILLS, SR.
MERTON MELROSE MINTER
PETER MOLYNEAUX

JAMES TALIAFERRO MONTGOMERY
DAN MOODY

FRED HOLMSLEY MOORE
MAURICE THOMPSON MOORE
TEMPLE HOUSTON MORROW
WILLIAM OWEN MURRAY
FRED MERRIAM NELSON
CHESTER WILLIAM NIMITZ
PAT IRELAND NIXON

MARY MOODY NORTHEN
JAMES RANKIN NORVELL
CHILTON O'BRIEN

CHARLES FRANCIS O'DONNELL
JOSEPH GRUNDY O'DONOHUE
LEVIOLAN

TRUEMAN O'QUINN

JOHN ELZY OWENS

WILLIAM A. OWENS

LOUIS C. PAGE

ADLAI MCMILLAN PATE, JR.
ANNA J. HARDWICK PENNYBACKER
HALLY BRYAN PERRY
NELSON PHILLIPS

GEORGE WASHINGTON PIERCE
EDMUND P. PINCOFFS
BENJAMIN FLOYD PITTINGER
GEORGE FRED POOL

CHARLES SHIRLEY POTTS
MAURICE EUGENE PURNELL
CHARLES PURYEAR

CLINTON SIMON QUIN

COOPER KIRBY RAGAN
HOMER PRICE RAINEY
CHARLES WILLIAM RAMSDELL
EDWARD RANDALL

EDWARD RANDALL, JR.
KATHARINE RISHER RANDALL
LAURA BALLINGER RANDALL
HARRY HUNTT RANSOM




IN MEMORIAM

EMIL C. RASSMAN

FANNIE ELIZABETH RATCHFORD
SAM RAYBURN

JOHN SAYRES REDDITT
LAWRENCE JOSEPH RHEA
WILLIAM ALEXANDER RHEA
JAMES OTTO RICHARDSON
RUPERT NORVAL RICHARDSON
JAMES FRED RIPPY
SUMMERFIELD G. ROBERTS
FRENCH MARTEL ROBERTSON
CURTICE ROSSER

JOHN ELUAH ROSSER

JOSEPH ROWE

JAMES EARL RUDDER
THOMAS J. RUSK

MC GRUDER ELLIS SADLER
JEFFERSON DAVIS SANDEFER
MARLIN ELUAH SANDLIN
HYMAN JUDAH SCHACHTEL
EDWARD MUEGE SCHIWETZ
VICTOR HUMBERT SCHOFFELMAYER
ARTHUR CARROLL SCOTT
ELMER SCOTT

JOHN THADDEUS SCOTT
WOODROW SEALS

TOM SEALEY

GEORGE DUBOSE SEARS
WILLIAM G. SEARS

ELIAS HOWARD SELLARDS
DUDLEY CRAWFORD SHARP
ESTELLE BOUGHTON SHARP
JAMES LEFTWICH SHEPHERD, JR.
MORRIS SHEPPARD

JOHN BEN SHEPPERD

STUART SHERAR

PRESTON SHIRLEY

ALLAN SHIVERS

RALPH HENDERSON SHUFFLER
JOHN DAVID SIMPSON, JR.
ALBERT OLIN SINGLETON
JOSEPH ROYALL SMILEY
A.FRANK SMITH, SR.

ASHBEL SMITH

FRANK CHESLEY SMITH, SR.
HARLAN J. SMITH

HENRY SMITH

HENRY NASH SMITH

THOMAS VERNON SMITH

HARRIET WINGFIELD SMITHER
JOHN WILLIAM SPIES

TOM DOUGLAS SPIES
STEPHEN H. SPURR

ROBERT WELDON STAYTON
ZOLLIE C. STEAKLEY

RALPH WRIGHT STEEN

IRA KENDRICK STEPHENS
ROBERT GERALD STOREY
GEORGE WILFORD STUMBERG
HATTON WILLIAM SUMNERS
ROBERT LEE SUTHERLAND
GARDINER SYMONDS

WILLIS M. TATE

ROBERT EWING THOMASON

J. CLEO THOMPSON

BASCOM N. TIMMONS

LON TINKLE

CHARLES RUDOLPH TIPS
MARGARET BATTS TOBIN
JOHN TOWER

HENRY TRANTHAM

GEORGE WASHINGTON TRUETT
RADOSLAV ANDREA TSANOFF
EDWARD BLOUNT TUCKER
WILLIAM BUCKHOUT TUTTLE
THOMAS WAYLAND VAUGHAN
ROBERT ERNEST VINSON
LESLIE WAGGENER
AGESILAUS WILSON WALKER, JR.
EVERITT DONALD WALKER
THOMAS OTTO WALTON
FRANK H. WARDLAW
ALONZO WASSON

WILLIAM WARD WATKIN
ROYALL RICHARD WATKINS
WALTER PRESCOTT WEBB
HARRY BOYER WEISER
ELIZABETH HOWARD WEST
CLARENCE RAY WHARTON
JOHN A. WHARTON

WILLIAM H. WHARTON
WILLIAM MORTON WHEELER
JAMES LEE WHITCOMB
WILLIAM RICHARDSON WHITE
WILLIAM MARVIN WHYBURN
HARRY CAROTHERS WIESS
DOSSIE MARION WIGGINS
PLATT K. WIGGINS




IN MEMORIAM

JACK KENNY WILLIAMS

ROGER JOHN WILLIAMS

LOGAN WILSON

JAMES BUCHANAN WINN, JR.
JAMES RALPH WOOD

DUDLEY KEZER WOODWARD, JR.
WILLIS RAYMOND WOOLRICH
BENJAMIN HARRISON WOOTEN
SAM PAUL WORDEN

GUS SESSIONS WORTHAM

LYNDALL FINLEY WORTHAM
FRANK WILSON WOZENCRAFT
WILLIAM EMBRY WRATHER
ANDREW JACKSON WRAY
RAMSEY YELVINGTON

HUGH HAMPTON YOUNG
SAMUEL DOAK YOUNG

STARK YOUNG

HENRY B. ZACHRY




