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J.O. Chapin Doctor’s Heritage 1944

The last of seven images from the series The Seven Ages of a Physician. The series depicts the life progression of a
doctor from birth to first encounter with suffering, through medical training, professional experience, service to
country during war, and research to further knowledge. In this final painting in the series, the doctor’s heritage is
that of passing along to the next generation his knowledge and vision regarding how to best be a physician. That
involves not just understanding the basics of medicine, as depicted in the right half of the painting, but also under-
standing medicine in a more complete context, which is symbolized in the left side of the painting with the globe, the
skull, and the book. The wisdom that he passes on includes understanding how doctors make decisions regarding
patients—the very essence of being a complete physician—and the focus of this chapter.

Art: Courtesy of Novartis Pharmaceuticals.
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INTRODUCTION

With characteristic elegance, Aristotle once said
that ethics is “about what to do.”1(1103b.28–31) If ethics
is truly as broad as that, then many sorts of ethical
questions will inevitably arise, even if one limits
the sphere of inquiry to biomedical ethics. A phi-
losopher might be inclined to ask, “How does a phy-
sician ever know the right thing to do in any given
situation?” A physician might be more inclined to
ask simply, “What ought I to do with this patient
now?” A government agency or a disinterested so-
cial scientist might be inclined to ask, “What do
physicians usually do in that situation?” And phy-
sicians might ask a health services researcher,
“What data can you give me to help me to decide
what I ought to do?”

The latter two questions are empirical questions.
And because contemporary Western medicine is based
upon empirical science, it was inevitable that physi-
cians should begin to engage in empirical research
in bioethics. In fact, empirical studies now constitute
the most prevalent form of articles on bioethics pub-
lished in the medical literature. But many readers re-
main puzzled by empirical research in bioethics.

This chapter addresses some of these questions.
The chapter begins by distinguishing empirical

ethics from other sorts of ethical inquiry, then pro-
vides an overview of the kinds of empirical studies
that count as empirical research in bioethics. The
chapter discusses criteria for quality in evaluating
empirical research in bioethics, and describes the
proper relationship between empirical bioethics and
philosophical bioethics.

The range of studies falling under the broad
canopy of “empirical bioethics” is truly astound-
ing. The disciplines of sociology, anthropology, so-
cial psychology, economics, epidemiology, and
health services research (to name just a few) all have
scholars who “do” bioethics, and all these disci-
plines have made enriching contributions to the
field. These types of research begin with empirical
observations, and take empirical observation as
their standard of validity. It is not always immedi-
ately clear, however, that these types of research
should have anything whatsoever to do with ethics.
And so it is necessary, at the outset, to understand the
nature of empirical research in ethics broadly.

TYPES OF ETHICAL INQUIRY

There are three basic types of ethical inquiry—
normative ethics, metaethics, and descriptive ethics.2

Normative ethics is the type of ethical study that
is most familiar. Normative ethics is the branch of
philosophical or theological study that sets out to
give answers to the questions, “What ought to be
done? What ought not to be done? What kinds of
persons ought we strive to become?” Normative
ethics sets out to answer these questions in a sys-
tematic, critical fashion, and to justify the answers
that are offered. In bioethics, normative ethics is
concerned with arguments about such topics as the
morality of physician-assisted suicide and whether
so-called partial birth abortions are ever morally
permissible. Normative ethics constitutes the core
of all ethical inquiry. It is because of the normative
questions at stake that other types of ethical inquiry
have their point.

Metaethics is the branch of philosophical or theo-
logical inquiry that investigates the meaning of
moral terms, the logic and linguistics of moral rea-
soning, and the fundamental questions of the na-
ture of good and evil, how one knows what is right
or wrong, and what sorts of arguments can be used

to justify one’s moral positions. It is the most ab-
stract type of ethical inquiry, but it is vital to nor-
mative investigations. Whether or not it is explic-
itly acknowledged, all normative inquiry requires
some sort of a stand regarding metaethical ques-
tions. Metaethics asks, “What does ‘right’ mean?
What does ‘ought’ mean? What is implied by say-
ing ‘I ought to do X’? Is morality objective or sub-
jective? Are there any moral truths that transcend
particular cultures? If so, how does one know what
these truths are?” Stands regarding all of these ques-
tions lurk below the surface of most normative ethi-
cal discussions, whether in general normative eth-
ics, bioethics, or military bioethics. Sometimes it is
only possible to understand the grounds upon
which people disagree by investigating questions
at this level of abstraction. In most cases, however,
there is enough general agreement that normative
inquiry can proceed without explicitly engaging
metaethical questions.

The concern of this chapter, however, is the third
type of ethical inquiry, descriptive ethics. Descriptive
ethics does not directly engage the questions of
what one ought to do or of how people use ethical
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terms. Descriptive ethics asks empirical questions
such as, “How do people think they ought to act in
this particular area of normative concern? What
facts are relevant to this normative ethical inquiry?
How do people actually behave in this particular
circumstance of ethical concern?” In bioethics, the
literature is replete with descriptive ethics’ studies
such as surveys asking what patients and physicians
think about the morality of euthanasia and assisted
suicide, or about how much money might be saved

through the widespread use of advance directives,
or about what percentage of unwed women who
become pregnant choose to undergo elective abortion.

No descriptive ethics study ever answers a nor-
mative question about what should be done. That
is a matter for normative ethics. Yet, descriptive eth-
ics can be very helpful to normative inquiry, and
normative inquiry can be helpful to descriptive eth-
ics as well. I will return to these themes in more
detail later in this chapter.

TYPES OF STUDIES IN DESCRIPTIVE ETHICS

Because good ethics always depends upon good
facts, almost any empirical field might be able to
make a contribution to descriptive ethics. Nonethe-
less, there are certain techniques and certain disci-
plines that are especially well-suited to descriptive
research in bioethics. A comprehensive survey of
all empirical studies that have contributed to bio-
ethics would be well beyond what could be accom-
plished in a single chapter. This chapter will instead
briefly discuss those empirical fields most often
used. Readers interested in exploring this subject
further are encouraged to read Methods in Medical
Ethics.3

Anthropology

Perhaps the first empirical field to have made
contributions to descriptive ethics is anthropology.
Anthropology has made, and continues to make,
many significant scholarly contributions to bioeth-
ics. Questions about cultural variations in ap-
proaches to matters of moral concern have been of
interest since at least the time of Aristotle,1(1148b.20–24)

challenging assumptions about the relationship
between morality and culture. Classical investigations
have included studies of child rearing in various
cultures by such preeminent figures as Margaret
Mead.4 Studies in multiple cultures of the treatment
of infants born with various deformities have also
had an influence on contemporary bioethics, chal-
lenging contemporary Western prohibitions on
practices such as infanticide.5 Contemporary eth-
nographic techniques have been used to study, for
instance, the difficulties involved in implementing
the federal government’s Patient Self-Determination
Act on Navajo Indian reservations.6 Other studies
have attempted to use ethnographic analysis to
study differences in the role of the family vs au-
tonomous individuals in bioethical decision mak-
ing among Chinese and Latino cancer patients in

California.7 Anthropological studies have explored
the distinctive culture of surgeons as well, examin-
ing how that culture affects selection, training, and
professional demeanor of surgeons.8 Still other in-
vestigators have used conversational analysis of
transcripts of audiotapes of physician–patient in-
teractions to describe certain styles of physician
verbal behavior and how these relate to patient sat-
isfaction and malpractice risk.9 All of these sorts of
studies help to broaden our understanding of mul-
tiple issues in contemporary bioethics. Anthropo-
logical studies have also raised troubling norma-
tive questions about such issues as the meaning of
the Western notion of informed consent in other
cultural settings. For example, anthropologists have
looked at the question of the meaning of informed
consent in vaccine trials in Africa in which individu-
als defer decision making to their tribal chief.10

Anthropology provides fascinating insights into
the status quo of the physician–patient relationship
in the West as well, raising questions about whether
reform might be called for. Anthropologists will
continue to make contributions to bioethics as the
field enters the 21st century.

Sociology

Sociology has also played an important role in
descriptive bioethics. Renee Fox was among the
pioneers in the field, lending her expertise as a so-
ciologist to such questions as the Hopkins Baby
case,11 dialysis, and organ transplants.12 Sociologists
have also studied the training of physicians, with a
keen eye towards the ways in which the training
influences the style and the content of ethical deci-
sion making by physicians.13 Still others have stud-
ied such phenomena as partial codes (ie, “chemical
code only,” or “CPR [cardiopulmonary resuscita-
tion] but no intubation”), noting how these often
arise in the setting of disputes between staff and
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family members.14 In another important example,
the President’s Commission sponsored a sociologi-
cal study of informed consent in clinical practice.15

The chief techniques employed by sociologists have
included both detailed interviews and participant-
observer studies. In participant-observer studies,
the investigator inserts himself or herself into the
routine of clinical practice, developing enough trust,
and blending well enough into the routine to mini-
mize the impact of his or her presence, while pre-
serving enough objectivity as an outside observer
to describe effectively and comment upon the pro-
cesses under observation.16 These studies hold up
a mirror in which members of the healthcare pro-
fession can gain insight into their behaviors regard-
ing matters of bioethical concern.

Epidemiology

Another discipline that has made important con-
tributions in the field of descriptive bioethics has
been epidemiology, a branch of medical research
that counts the incidence and distribution of health
problems in a population. Beginning in the late
1970s, physician researchers trained in epidemiol-
ogy began to conduct empirical studies regarding
bioethics. As people who count, epidemiologists
began to sound a more quantitative note that had
not been evident in the bioethics studies of sociolo-
gists and anthropologists. Early studies were liter-
ally studies that counted the frequency of certain
clinical events of bioethics interest, such as the fre-
quency of ethical dilemmas on an internal medi-
cine service or the frequency with which DNR (do
not resuscitate) orders were written.17 These stud-
ies began to appear in leading journals of clinical
medicine. Moral dilemmas had been encountered
for centuries in medical practice, and DNR orders
had been around for a long time, but these studies
brought new attention to bioethics by bringing these
issues to the attention of clinicians. Moreover, they
made irrefutable what had been argued by more
philosophically minded bioethicists before—the
practice of medicine is laced through and through
with bioethical decision making.

Health Services Research

Epidemiology, along with several other fields,
has contributed to the burgeoning field of health
services research. Many bioethical issues have been
addressed by studies in the field of health services
research. Investigators in this field use opinion sur-

veys, validated instruments regarding quality of
life, decision analysis, technology assessment, enor-
mous insurance claims’ data sets, chart reviews, and
even randomized controlled trials to study the de-
livery of healthcare services. These studies have
looked at questions of ethical concern such as the
care of the dying,18 factors associated with the writ-
ing of orders not to resuscitate,19 the implementa-
tion of euthanasia in the Netherlands,20 the quality
of care delivered by managed care organizations,21

patient perceptions of informed consent,22 and
many other areas. The standards with which such
research is conducted have become quite high.

Psychology

Finally, the field of psychology deserves special
mention as a discipline that has made, and contin-
ues to make, important contributions to the field of
descriptive bioethics. Kohlberg’s theories of moral
development have been used to conduct studies
charting the moral development of medical stu-
dents23 and even of bioethicists.24 Carol Gilligan and
other critics have charged that Kohlberg’s schema
is biased by the fact that he exclusively studied boys
and therefore overemphasizes the themes of justice
and autonomy in his theory of moral development.
They have launched a whole new school of thought
in philosophical and theological bioethics known
as care based ethics.25 This school has had an espe-
cially strong influence on nursing ethics. Still oth-
ers have used Bandura’s social learning theory to
look at the impact of ethics education on the knowl-
edge, attitudes, and perceived self-efficacy (confi-
dence) of medical house officers and faculty.26

Besides moral development and education, psy-
chological theories and techniques have been used
to look at morally important questions such as the
anxiety associated with genetic testing27 and ways
to change sexual behavior among men at risk for
HIV (human immunodeficiency virus) infection.28

Still others have looked at such interesting ques-
tions as the ability of surrogate decision makers to
predict what sorts of treatments their terminally ill
loved ones would want in the event that they were
to become unable to speak for themselves.29

While by no means exhaustive, this brief survey
of empirical studies in bioethics from the fields of
anthropology, sociology, epidemiology, health ser-
vices research, and psychology serves to demon-
strate the incredible breadth and variety of disci-
plines and techniques that contribute to descriptive
bioethics. All are fascinating. All hold a definite
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place in the bioethics of the future. The list could
be expanded by adding other disciplines such as
history, economics, education, public policy, gov-
ernment, decision science, and others. In addition,
fields that are less clearly empirical, such as law and

literature, could be added. But as I noted above,
none of these studies directly addresses the norma-
tive question that is at the heart of bioethics—what
ought to be done. What then is the place of empiri-
cal research in bioethics?

THE RELATIONSHIP BETWEEN DESCRIPTIVE AND NORMATIVE BIOETHICS

Ethics and Opinion Surveys

Surveys do not give normative answers to moral
questions. In a pluralistic and increasingly multi-
cultural democratic republic like the United States,
in which the rule of law is predicated upon major-
ity rule, this can sometimes be forgotten. As a tol-
erant society, we try to leave many questions unan-
swered by the law. And those questions that require
an answer are settled by referenda or the votes of
freely elected representatives. These democratic
procedures settle the legal question.

But not everything that is legal is moral, and not
everything that is moral is legal. Laws can be im-
moral. Segregation in the United States and apart-
heid in South Africa were legal in the recent past,
but this does not mean that they were moral once,
and then became immoral when the law changed.
Majority rule, even by free election, can commit
moral error. Adolph Hitler, after all, was made
Chancellor of Germany by the vote of freely elected
representatives in a democratic republic. In the end,
ethics judges laws as morally good or morally bad.

And so, the opinion survey, a commonly used
empirical technique in bioethics, should never be
construed to give “the answer.” Rather, these sur-
veys should be viewed as tools to examine whether
one or another question is particularly vexing and
divisive, or whether almost everyone agrees about
the proper approach to the question. This may serve
the purpose of helping to decide whether the ques-
tion is worth discussing. If no one disagrees, there
may be little to discuss. On the other hand, it might
still be very interesting to develop good philosophi-
cal arguments about why, for example, patients
ought to be afforded the opportunity to give in-
formed consent before participating in clinical re-
search. The reality is, however, that such a paper
would be unlikely to wind up as the lead article in
a popular clinical journal.

Surveys can also be used to say what other fac-
tors might be associated with particular opinions
about moral issues, pointing out, for instance, sig-
nificant cultural divides. Surveys can demonstrate
racial differences such as the fact that African-
Americans are less likely to support euthanasia than

are white Americans.30 But it is critical to understand
the limitations of such survey research in ethics.

The Fact/Value Distinction

The limitations of survey research probably il-
lustrate one aspect of a more general principle in
ethics known as the fact/value distinction.31 There
is probably no single principle in ethics that is more
important to discuss with respect to the relation-
ship between descriptive and normative studies in
bioethics. Most (but not all) ethicists subscribe to
this fact/value distinction, which has also been
called “the naturalistic fallacy.” It was originally
proposed by David Hume in his Treatise of Human
Nature in which he noted that many ethical argu-
ments, particularly in scholastic philosophy, con-
sisted of a series of factual statements using the verb
‘is,’ leading to a conclusion using the verb ‘ought.’32

This struck Hume as peculiar. He wondered whether
any set of facts ever added up, by itself, to entail a
normative conclusion.

Over the ensuing centuries there have been many
discussions of this principle. Some who have attacked
the fact/value distinction have noted that certain “so-
cial facts” do appear to entail normative conclusions.
John Searle points out that the fact that I made a prom-
ise to do something does seem to imply a normative
conclusion, namely that I ought to do it.33 Others have
argued that certain facts about the role and purpose
of something or someone also seem to entail norma-
tive conclusions. Alasdair MacIntyre34 points out that
the fact that something is a knife does entitle one to
draw certain conclusions about what makes a knife
“good” (eg, sharpness, sturdiness, and so forth). Like-
wise, he argues the fact that someone occupies a role
as the practitioner of certain human practices does
entitle one to draw certain conclusions about what
makes that individual a good practitioner of that role
(eg, the fact that someone is a soldier implies that if
that person is a “good” soldier, one can expect cour-
age, loyalty, dependability, and so forth). Similarly,
one might say that the fact that someone is a physi-
cian entitles one to draw certain conclusions about
what makes that person a “good” physician (eg, com-
petence, compassion, respectfulness, and so forth).
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Illicit Inferences

So, it does seem that there are at least a few
uncontroversial ways in which certain kinds of facts
can entail normative conclusions, as well as some
sense in which knowing the purpose or function of
an object or enterprise says something regarding
what is good or bad about it relative to its purpose
or function. Nonetheless, there are also some
uncontroversial ways in which Hume’s warning
about the fact/value distinction seems correct. Even
defenders of the possibility of drawing normative
conclusions from certain special sorts of facts tend
to agree that the fact/value distinction holds true
over a variety of other important sets of facts. The
fact/value distinction holds true over the follow-
ing five sets of facts that are important in empirical
ethics research:

1. Historical facts do not entail normative con-
clusions. One might call this the historicist
version of the naturalistic fallacy. For ex-
ample, the mere fact that infanticide was
practiced in the early Mediterranean world
does not entitle one to conclude that there
is nothing morally problematic about the
practice. Likewise, knowing that payment
for healthcare has never before been orga-
nized with financial incentives for physi-
cians to provide fewer services does not
entitle one to conclude that such payment
structures are immoral. Whether some-
thing has or has not been done in the past
does not mean that it is moral or immoral.

2. Majority opinions and behaviors do not entail
normative conclusions. This has been dis-
cussed above regarding opinion surveys in
bioethics. A survey demonstrating that
75% of people polled might approve of the
use of surrogate mothers in certain circum-
stances would not entail that it is morally
appropriate. Likewise, the fact that many
physicians say that they are willing to fal-
sify medical insurance claims in order to
obtain better benefits for their patients
does not imply that such practices are mor-
ally appropriate.35 The fact that everyone
says that something is proper, or that ev-
eryone acts in a certain way, does not make
it proper to act that way. The appeal to
popular opinion can sometimes amount to
an example of the informal logical fallacy
of the argumentum ad populum.

3. The simple fact that something is legal or ille-

gal does not make it moral or immoral. This
was also discussed above. In general, the
moral goodness of a just society will be
reflected in its laws, but even Thomas
Aquinas thought it unwise for a govern-
ment to pass laws regarding all aspects of
the moral life.36 Such an effort would prob-
ably be impossible. And so, questions
about the proper relationship between law
and morality will be operative even in
morally homogeneous societies. Nor does
the fact that one might be sued constitute
a moral argument. The threat of a lawsuit
does not render a proposed course of ac-
tion moral or immoral. Legal consequences
are consequences to be weighed in mak-
ing a decision with the same moral weight
one generally gives to other types of con-
sequences in making moral decisions. For
example, if one is a strict deontologist, bas-
ing decisions solely upon doing one’s duty,
legal consequences will have no bearing on
the decision whatsoever. For others, the
threshold might vary for taking a moral
stand depending upon practical concerns
about consequences. Under threat of law-
suit, one might not want to make a moral
weighed daily, even though one might be-
neficently think this, from a moral point
of view, in the patient’s best interest. None-
theless, fidelity to patients and profes-
sional integrity does sometimes demand
that one do what one thinks to be morally
correct even under threat of lawsuit. In the
end, law does not give the answer. To il-
lustrate this, there are even cases in which
one can be sued no matter which course of
action one pursues. Consider a patient who
clearly expresses her wishes not to be
placed on a ventilator and then goes into a
coma. Suppose her husband the lawyer
then demands that she be intubated when
she develops respiratory distress. In such
a case one could be sued no matter what
course one were to pursue. Successfully re-
suscitating the patient could invite her to
sue for battery. Failure to attempt resusci-
tation could invite her husband to sue for
negligence. The law never settles the moral
matter. One must rely on moral analysis
and do what one determines to be morally
right.

4. The opinions of experts do not necessarily en-
tail moral conclusions. For example, the
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simple fact that a clinical ethics consultant
has recommended a course of action does
not mean that this is the morally correct
course of action. Expert advice can and
should be obtained in morally troubling
cases. The opinions of experts should be
taken quite seriously. But experts often dis-
agree, and experts can be wrong. “Exper-
tise” among ethics consultants, as is true
of any group of experts, is limited by their
training, knowledge, practical wisdom,
and potential biases. Appeal to expert
opinion represents the informal logical fal-
lacy of the argumentum ad verecundiam.

5. The fact that something is biologically true does
not entail automatic moral conclusions. One
can give multiple illustrative cases to dem-
onstrate the absurdity of such reasoning.
The fact that human beings do not have
wings does not imply that it is immoral for
human beings to fly. Likewise, the simple
fact that the human fetus initiates brain
wave activity at a certain stage of devel-
opment does not, in itself, imply anything
about the morality of abortion at one stage
of development or another. An often mis-
understood moral theory relevant to this
issue is known as natural law. It is some-
times thought that natural law means that
biology itself is normative. Illustrative of
this type of misunderstanding is the man-
ner in which some would hold that natu-
ral law theory concludes that certain sexual
behaviors are immoral because they are
“unnatural” in a biological sense. How-
ever, this is a misconstrual of natural law
theory. Natural law theory is based on the
supposition that there is such a thing as
human nature, but that human nature is
not merely understood biologically. Natu-
ral law holds that human nature includes
biological, rational, affective, aesthetic, and
spiritual dimensions, and that certain acts
contribute to the flourishing of human be-
ings as human, while some do not, in ac-
cord with this broad understanding of hu-
man nature.37 Natural law does not argue
that brute biological acts imply immedi-
ately clear moral truths.

Empirical Studies and Normative Ethics

How, then, do empirical studies contribute to
medical ethics? Empirical studies elucidate facts.

But the fact/value distinction precludes moral in-
ference from brute facts. This might appear to make
empirical studies irrelevant. Such a conclusion
would be premature. There are at least seven ways
in which empirical studies can be important in ethics.

Purely Descriptive Studies

Purely descriptive studies of what human beings
believe about morality, how they change with time,
and how they behave in situations of moral con-
cern can be of enormous intellectual interest in and
of themselves. Anthropological studies of how hu-
man societies differ with respect to the treatment
of elderly people, for instance, can be fascinating.
Differences in sexual morality can be interesting.
Differences in the ways in which cultures pay for
medical care, whether by government insurance,
private for-profit managed care organizations, or
the payment of chickens to the local shaman can be
very stimulating to learn about. Such studies need
have no normative purpose.

Yet descriptive ethics studies are interesting pre-
cisely because they illuminate human responses to
normative questions. To study how different cul-
tures grow rice would be of interest to an anthro-
pologist, but not necessarily to an ethicist. When
anthropologists or other social scientists apply their
techniques to the study of normatively interesting
questions, they are “doing” descriptive ethics. In
many cases, the relationship between normative
ethics and descriptive ethics is only that normative
ethics has raised the questions of interest for em-
pirical study.

It is of interest to know why certain persons have
the opinions they do about certain disputed nor-
mative questions even if the answers one gathers
through survey research are acknowledged to have
no normative implications. If Southerners, for ex-
ample, were to be less concerned about the ethics
of using animals in trauma research, and this were
to be found independent of race and religion, this
would be an interesting empirical fact. It might lead
one to ask further empirical questions or further
normative questions. It deals with an interesting
normative issue about research ethics, but has no
normative implications in itself.

A good deal of empirical research in ethics is of
this nature—carefully describing anthropological,
sociological, psychological, and epidemiological
facts that are of interest. They are of interest because
the subject is normative. But the techniques are de-
scriptive and the conclusions have no immediate
normative implications.
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Testing Compliance With Established or New Norms

Another way in which descriptive studies can be
related to normative ethics is through studies that
describe compliance with existing moral norms.
Again, such studies do not answer the normative
question. But provided there is widespread accep-
tance of a moral norm, it is of interest to see how fre-
quently the moral norm is actually adhered to by
study subjects. In these studies, there is no question
about the norm itself. What is of interest is the ex-
tent to which human beings live up to it, or the ex-
tent to which it is legally or socially enforced. For
instance, almost everyone thinks that if patients do
not wish to be connected to a ventilator, they should
not receive ventilator therapy. Yet, a multicenter study
of critically ill patients has shown that in many cases
patients’ preferences are overlooked and they fre-
quently receive therapy they did not want.18

In other cases, new policies or procedures, de-
signed to “operationalize” certain moral norms, are
introduced into clinical settings. Descriptive stud-
ies can help to decide whether or not the plan for
operationalizing the norm has been successful. Il-
lustratively, studies have shown that the Patient Self-
Determination Act, designed to facilitate communi-
cation between clinicians and patients about the
patients’ wishes for end-of-life care, has fallen far
short of expectations.38 This not mean that the norm
is morally right or morally wrong. It only means
that the implementation of the normative rule may
need to be re-thought from a practical point of view.
Such studies represent an important contribution
of empirical research to bioethics.

Descriptions of Facts Relevant to Normative Arguments

Good ethics depends upon good facts. Failure to
thoroughly understand the facts of a situation will
clearly make moral decision making a perilous ac-
tivity. Further, many normative arguments depend
upon factual information, even though these facts
themselves do not confer normative status upon the
arguments. For example, one might argue that liver
transplantation should be withheld from alcohol-
ics, because the chances of relapse of alcoholism are
so high that the prognosis will be poor. In fact, it
turns out that the survival of alcoholic patients with
liver transplants is equivalent to that of patients
transplanted for other conditions.39 The moral ar-
gument against transplants for alcoholics, based on
a presumption of poor prognosis, is thus falsified
by the facts disclosed in a descriptive study.

The reliance upon facts in these sorts of arguments

does not violate the fact/value distinction. The pre-
mises in these arguments are both moral and factual,
not simply factual. Such arguments are not only
permissible, but are essential to moral reasoning.

Ethics is concerned with the world. Ethics is, in
this sense, the most practical of all branches of phi-
losophy. Moral premises relate facts to duties and
virtues. Moral arguments often take forms such as,

1. Whenever situation X occurs, it is permis-
sible to do Y.

2. If Z is true, then I am in situation X.
3. Therefore, if Z is true, it is permissible to

do Y.

Proposition 1 is a moral premise. Proposition 2
is empirical. Empirical studies can make important
contributions to ethics if they can show whether a
proposition in the form of proposition 2 is always
true, or under what conditions Z obtains. Knowing
this empirical information is critical to determin-
ing whether one is bound by the obligation in
proposition 3.

For example, proposition 1 might be the moral
rule known in medical ethics as “therapeutic privi-
lege.”40 This states that it is morally permissible to
(Y) withhold information from patients if (X) dis-
closing that information would cause the patient very
grave harm. The key to applying this moral rule will
be to determine under what conditions situation X is
true. Someone might argue (as generations of physi-
cians up until the 1970s did) that whenever patients
had cancer, informing them would cause the patients
great harm.41 Physicians were constructing a moral
argument based upon a proposition of the form of
proposition 2—If the patient has cancer (Z), this is
a situation in which disclosing the facts will cause
them great harm (X). This is precisely the sort of
situation in which descriptive ethics can play an
enormously important role in bioethics. In the 1960s,
empirical studies were undertaken to show that pa-
tients with cancer overwhelmingly wanted to be
told of their diagnosis and felt that they had the
coping skills to handle it.42 Further studies were
then performed to demonstrate that patients, by and
large, felt much better when they were informed of
their diagnoses, and perhaps even evidenced better
cooperation with treatment and better outcomes.
Descriptive ethics studies showed that proposition 2
was false when Z was cancer. Therefore, the moral
conclusion, proposition 3, could not be inferred.
Physicians’ practices changed. By the 1980s, 90% of
American physicians reported that they routinely in-
formed their patients with cancer of their diagnoses.43
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Slippery Slope Arguments

Another way in which empirical studies can un-
cover facts that are relevant to normative arguments
is when so-called “slippery slope” arguments are
invoked in moral debates. Slippery slope arguments
are those that suggest that if a certain moral rule is
changed, other, untoward moral consequences will
follow. For instance, some have argued that if phy-
sician assisted suicide (PAS) were made legal for
competent adults in the United States, several types
of slippery slopes would ensue.

Down a legal slippery slope, a right to PAS for
competent adults with full motor capacity would
seem to be prejudicial towards those who are handi-
capped and incapable of taking lethal doses of pre-
scription medicines themselves.44 Following the
principle of equal protection, this would lead to an
extension from assisted suicide (for those capable
of taking pills) to active euthanasia (for those inca-
pable of taking pills themselves). Further, limiting
PAS and euthanasia to competent patients might be
seen as prejudicial towards those who are mentally
incapacitated, and a violation of equal protection.
Some might argue that the same right should ex-
tend to those mentally incapacitated individuals
who might have specified a preference for eutha-
nasia through an advance directive, as well as to
others who might reasonably be construed to have
such a preference, even if they had never been fully
mentally capable or if they had never specified their
preferences. This would lead from voluntary eutha-
nasia to nonvoluntary (ie, not specifically re-
quested) euthanasia.

Down a psychological slippery slope, it might be
argued that there is a psychological tendency to be
desensitized to the practice of killing, and that once
physicians have crossed this barrier, they will natu-
rally be freer to extend the circumstances under
which they would be willing to provide such inter-
ventions.45 In corroboration of this slippery slope
concern, Dr. Herbert Hendin has quoted a Dutch
physician as saying, “The first time you do it, eu-
thanasia is difficult, like climbing a mountain.”46

These sorts of moral arguments have an empiri-
cal form. The facts to which they refer, however, are
facts about a possible future that has not yet been
realized. Therefore, empirical studies cannot answer
the question directly about whether or not a slip-
pery slope will occur, but they can contribute to an
understanding of the likelihood that the slippery
slope will occur in a given set of circumstances.
Descriptive studies, which can contribute to our

understanding of the likelihood of slippery slopes,
include: (a) historical studies of similar situations,
(b) studies of other settings in which the change in
moral norms has already taken place, (c) psycho-
logical studies of those likely to be affected by the
slippery slope concerns, and (d) legal studies of stat-
utes and case law precedents that might be relevant.

So, to continue using the example of PAS, slippery
slope arguments have been bolstered or attacked by
studies that indirectly bear upon predictions regard-
ing PAS in the United States: (a) historical studies of
pre-Nazi German programs for the mentally re-
tarded and psychiatrically ill,47 (b) contemporary
health services studies of the practice of euthana-
sia in the Netherlands,48 (c) psychological studies
of the relationship between cost-containing atti-
tudes of physicians and their willingness to prescribe
assisted suicide,49 and (d) legal studies comparing
the evolution of laws and policies regarding the
withholding and withdrawing of life-sustaining
treatments to what might be expected for PAS.50 All
of these sorts of empirical studies contribute indi-
rectly to the slippery slope argument. To repeat, a
slippery slope argument cannot be directly sup-
ported by any empirical study. The slippery slope
argument envisages a likely future so fraught with
moral danger that one ought not engage in the so-
cial experiment of finding out whether the predicted
slippery slope will come to pass. The argument is
that the social experiment would be too risky to
take. Such arguments can be bolstered or attacked,
however, by indirect examinations of related facts
that help to clarify how realistic such fears might
be. Descriptive studies in ethics can thus play a key
role in assessing the plausibility of slippery slope
arguments.

Aside from slippery slope arguments per se,
empirical studies can also suggest the consequences
of certain courses of action in a manner that helps
moral decision makers. One need not be a utilitar-
ian to pay attention to consequences in making
moral decisions. Empirical studies can help point
out consequences that may be important in mak-
ing moral decisions. For example, if the chances of
a patient surviving an operation are only 1 in 5,000,
the argument that it would be unjust to withhold
the treatment seems much less persuasive than if
the chances were 1 in 5.

The Empirical Testing of Normative Theories

Sometimes the relationship between normative
and descriptive ethics can be very tight and very
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direct. This is particularly the case when normative
theory prescribes practices that have components
that can be empirically tested. An excellent example
of this is the normative theory of substituted judg-
ment. Based upon legal theory and moral phil-
osophy’s stress on the importance of respect for the
autonomy of individuals who are making biomedi-
cal choices, the theory of substituted judgment was
developed. According to this theory, when patients
lose their decision making capacity, they ought not
thereby forfeit all of their autonomy. What the pa-
tient thinks and feels might not be directly known,
but one might still express respect for the patient’s
autonomy if one were to make the decision that one
thought the patient would have made if he or she
had been able to speak with full decision making
capacity. Thus, one asks clinically, not “What would
you like us to do for your mother?” but rather,
“What do you think your mother would have
wanted if she had been able to tell us herself?” De-
cisions made according to the spirit of the latter
question are made according to the theory of sub-
stituted judgment.51

This is all well and good as a theoretical con-
struct, but one notices quickly that there is an em-
pirically testable question embedded in the
theory—just how well can a loved one predict what
the patient would have wanted? Is it a charade to
think that human beings, even if closely related, can
actually choose what the patient would have cho-
sen? Does asking for a substituted judgment
amount to paying mere lip service to the principle
of autonomy, while if we were honest with our-
selves we would admit that we are choosing accord-
ing to the “best interests” standard, choosing what
we think is in the best interests of the patient?

This sort of provocative question has led to a se-
ries of very interesting empirical studies on the va-
lidity of substituted judgments.29,52–54 In these stud-
ies, patients are asked to imagine themselves in one
or another serious clinical situation and to choose
the life-sustaining measures they think they would
want in that situation. Simultaneously, the patient’s
surrogate decision maker is asked what he or she
thinks the patient would want. The results are then
compared to see how well the patient does. Agree-
ment rates have averaged about 70%—statistically
better than chance alone, but far from perfect. This
has led some ethicists to rethink the substituted
judgment standard. Others have argued that the
moral validity of the standard remains intact, but
that what is needed are ways to improve surrogate
decision making. Once again, the descriptive facts

learned from empirical studies do not answer the
normative question. But by calling into question the
practicality of a normative ethical rule, descriptive
ethics can constructively challenge normative eth-
ics. In Kantian terms, ‘ought’ implies ‘can.’55 One
ought not establish moral duties that are impossible
to carry out.

Case Reports

As in other aspects of medical practice, case re-
ports have a role to play in medical ethics. Careful
descriptions of unusual situations can serve as a
springboard for substantial normative discussion.
Others who might encounter similar situations in
the future can benefit from having read and con-
sidered the ethical issues in a case encountered by
a colleague at another institution. Those who sub-
scribe to the theory of casuistry (moral reasoning
by analogies between cases) as their sole method
of approaching cases in medical ethics depend
heavily upon good case descriptions.56 Those who
appeal to narrative and care-based theories of eth-
ics depend upon “thick” descriptions of the case,
including details about interpersonal dynamics and
emotions that are often excluded from more tradi-
tional case discussions. Because case reports are
now generally frowned upon as anecdotal and un-
scientific in the standard medical literature, in some
ways, the case report has experienced something
of a revival with the advent of medical ethics. In
ethics, there is no escaping the case.

Demonstration Projects

Finally, descriptive ethics studies can be con-
ducted in which normative ideas can be imple-
mented in clinical settings not so much to be tested
as simply to be demonstrated and discussed. The
empirical project can thus function as a vehicle for
the promulgation of a normative idea. This happens
frequently in medical ethics. It is particularly com-
mon in ethics education. Few people will argue with
teaching ethics to medical students or to nurses, for
example. But it is important in some ways simply
to demonstrate that such programs can be success-
fully implemented.57 The content of the program
might be shared so that others might benefit by
comparing that content with their own program’s
content, or that others might be inspired to start a
program of their own. Pitfalls in the implementa-
tion of the program can be discussed for the ben-
efit of others. Such empirical descriptions might
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also include simple survey data about the accept-
ability of the course and its perceived value and
importance.

Similar descriptive reports can be generated re-
garding other programs, such as ethics consult ser-
vices, ombudsperson programs for medical stu-
dents experiencing ethical conflicts in relation to
faculty or residents, or programs on research integ-
rity. All of these can contribute substantially to ad-
vancing the field of medical ethics.

Normative and Descriptive Ethics: Two-Way
Feedback

Based on the discussion above, it should be clear
that the relationship between normative and de-
scriptive research in bioethics is one of two-way
feedback. Normative ethics can generate claims that
are associated with empirically testable hypotheses,
or set normative standards that must be opera-
tionalized and can be studied in educational or
practice settings. The empirical lessons gained from

such studies in turn feed back upon and influence
normative theory. Normative arguments may also
depend upon facts that can be garnered from empiri-
cal inquiry, thus sustaining or refuting the empirical
basis for the normative arguments. Descriptive eth-
ics studies can also generate new material for nor-
mative study. Anthropological and sociological
studies can raise questions about the universal ap-
plicability of normative claims. Surveys can iden-
tify areas of disagreement that are ripe for ethical
inquiry. Case studies can give rise to new questions
that have never been addressed in normative in-
quiry, or can supply the entire basis for casuistic,
narrative, and care-based studies.

The two types of ethical inquiry are thus mutu-
ally supportive. Good studies in normative ethics
will be grounded in good empirical data. Good de-
scriptive studies will be shaped by ethical theory,
providing a framework in which the data will be
interpreted. Ethical reflection is enhanced when
these two types of investigation are undertaken in
an interdisciplinary and cooperative fashion.

JUDGING GOOD DESCRIPTIVE ETHICS

Like any other literature in medicine, some stud-
ies in descriptive bioethics are well done, while oth-
ers are not. By what criteria might one attempt to
sort out the wheat from the chaff in this field?

The most important point to bear in mind is this:
there are no methods or standards specific to de-
scriptive bioethics. As should be apparent from ear-
lier sections of this chapter, descriptive bioethics is
remarkably interdisciplinary. Each of a multitude
of disciplines contributes a set of methods and cri-
teria for scholarly excellence, applies these meth-
ods to the investigation of moral questions, and is
to be judged according to the criteria for scholarly
excellence proper to that discipline. The methods
may be quantitative or qualitative. The methods
may be unique to a particular discipline or shared
by several. The methods may be high tech or low
tech. The work that results is to be judged accord-
ing to how well it meets the criteria for scholarly
excellence established for studies in its field. Thus,
one judges an anthropological study in medical eth-
ics according to the standards of the discipline of
anthropology, an economic study according to the
standards of the discipline of economics, and a his-
torical study according to the standards of the dis-
cipline of history.

Nonetheless, one factor complicates this situation
tremendously. What draws all these scholars to-

gether is a common interest in the study of moral
questions. Yet, no one scholar is capable of master-
ing all of these various disciplines, each with its own
proper methods, technical vocabulary, and stan-
dards. Thus, it is critical that these scholars be able
to communicate their research in a way that em-
phasizes the rigors that are proper to their own dis-
cipline, but in a manner that is accessible to a very
diverse audience. This is an extremely difficult chal-
lenge. Such communication skills are difficult to
cultivate. Certainly, scholars in bioethics should also
make an effort to understand the rudiments of the
methods of the numerous other disciplines that con-
tribute to the work of descriptive ethics. But no one
can be the master of all of these various trades. The
onus really falls upon each scholar to communicate
research results in jargon-free language without sac-
rificing the scholarly rigors of the field. This makes
the multidisciplinary character of descriptive eth-
ics research very challenging.

Survey Research

Because survey research is probably the most
common type of research technique in descriptive
ethics, it is probably appropriate to discuss some
general criteria of methodological rigor in survey
research. Surveys can serve to point out areas of dis-
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agreement, and to point out interesting associations
between particular opinions and certain character-
istics of the population under study. More sophis-
ticated survey instruments can try to elicit more
basic underlying attitudes, psychological tendencies,
cultural norms, or stages of moral development.

While even simple opinion survey research can
be important in identifying ethical controversies, it
is not enough simply to ask a few questions and
count up the answers. In assessing the quality of
descriptive ethics research using surveys, one
should be assured that the instrument used in a
given study was well-designed to meet the pur-
poses of the study.

Some of the things to look for in assessing the
quality of survey research, even in ethics, include
the following58: There should be some evidence that
the questions validly reflect the information being
sought, using such methods as testing for face va-
lidity before a panel of experts, criterion validity
against some gold standard, construct validity, fo-
cus group analysis, or cognitive pretesting. Ques-
tions should avoid framing bias, or at least alter-
nate the direction of any acknowledged framing
biases in the questions. Ideally, the exact wording
of the most important question in the study should
be reported in the paper. For example, in a survey
reporting on end of life ethics, one would want to
know if respondents were asked, “Do you support
the right of competent, terminally ill patients to
physician-assisted death?” or whether they were
asked, “Do you think it should be legal for physi-
cians to assist competent, terminally ill patients to
commit suicide?”

The main dependent variable in a survey is more
strongly validated if it is a scale based on several
questions than if it is a single item on a survey. This
is especially important if the researchers are trying
to examine deep underlying attitudes, cultural
norms, psychological tendencies, or stages of moral
reasoning. Reports should note whether these scales
have been checked for internal consistency, using
appropriate statistical tests such as Cronbach’s α (a
test of whether the scale “hangs together” so that
those who answer a question in one way tend to
answer the other questions that form the scale in a
similar, consistent fashion).

Certain factors that are often of interest in de-
scriptive ethics research have been extensively stud-
ied by multiple other investigators who have de-
veloped valid and reliable instruments. Thus, there
is generally no need for ethics researchers to create
new instruments to measure anxiety, depression,

dementia, confusion, functional status, severity of
illness, or quality of life. There are plenty of scales
available to measure these sorts of factors. While
they are important in descriptive ethics research,
there is no reason to think that they are unique to
descriptive ethics research. One should be wary of
studies that include idiosyncratic measures of well-
studied factors such as dementia, and even more
wary of studies that report on such complex fac-
tors on the basis of single questions rather than
scales.

Of course, there may be valid reasons for descrip-
tive ethics researchers to invent their own scales for
these factors in particular circumstances, but the
justification for doing so should be stated clearly.
For example, there could be a priori reasons to sus-
pect that severity of illness scales developed for
unselected patients might differ from severity of
illness scales for patients suffering from chronic,
terminal conditions, leading researchers to develop
and validate their own instruments particular to a
group of patients who generate considerable ethi-
cal interest.59

Surveys should be pilot tested. The research re-
port should describe the nature of the pilot testing.
The pilot study population need not exactly match
the main study population, but they should be simi-
lar. For instance, a survey of patients should be pi-
loted among patients, not physicians or medical
social workers.

If the entire population of interest is not sur-
veyed, samples should be random. If this is not
possible, the survey should sample consecutive
subjects or at least sample by some arbitrary method
such as alphabetical order. Basic demographic char-
acteristics of the respondents should be presented.
Response rates should be adequate (generally about
70% for patients, nurses, house officers, or students,
and about 50% for practicing physicians). Some re-
porting on the characteristics of nonrespondents
should be given to help to support the contention
that there has been little response bias.

Analysis of survey data should follow standard
procedures for statistical testing (eg, χ2 testing for
categorical variables, and t-testing for normally dis-
tributed continuous variables). Correlations be-
tween outcome variables and sociodemographic,
clinical, or other respondent characteristics should
be reported in a manner that takes into account
multiple associations, using, for instance, multivari-
able regression models.60 There should be adequate
numbers of events so that any regression model re-
ported is neither underfitted (too few events to de-
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tect important associations) nor overfitted (too
many subjects with too few events). There should
be precautions against multicollinearity, interac-
tions, and testing should be performed for “outli-
ers.” An additional problem in using huge data
bases is to interpret the clinical or ethical impor-
tance of statistically significant results. To illustrate
this, consider a study that has 10,000 subjects, de-
signed to investigate factors associated with re-
sponses to a single question such as, “Do you want
to be resuscitated?” One might find that persons
with lung cancer were 1% more likely to want re-
suscitation than persons with other cancers, and the
result might be statistically significant. In these
cases, the researchers bear important responsibil-
ity for justifying the sample size and for sorting out
the important variables.

Subgroup analyses should reflect genuine pre-
conceived hypotheses or be explicitly acknowl-
edged as an exercise in hypothesis generation.
“Data dredging” for statistically significant results
is an unfortunately common practice. Looking for
anything that might have a P-value < .05 adversely
affects the quality of the empirical ethics data. Some
associations are bound to appear only by chance
even though these are not actual associations and
are unlikely to be repeatable. The impact of such
spurious associations is minimized if one consis-
tently reports only those associations that were
identified before the research as possible hypoth-
eses. If one intentionally looks for any and all sta-
tistically significant associations, some are bound
to appear by chance, and reporting these is irrespon-
sible, raising concerns about the ethical conduct of
the research. Likewise, if the study was not de-
signed to compare subgroups, analysis by sub-
groups and reporting these results leads to similar
problems.

Interpretation of the data should scrupulously
avoid normative conclusions. It may be interesting,
for instance, if one were to discover that 75% of
physicians do not believe they are bound by the
precepts of the Hippocratic Oath. It would be inap-
propriate, however, to suggest that this means that
the Hippocratic Oath should no longer be consid-
ered normative for medical practice. That may or
may not be the case, depending upon the strength
of various normative arguments.

Carefully conducted survey research in descrip-
tive ethics can be very helpful and can be very in-
teresting. But there must be clear evidence in the
research reports that the survey has been carefully
constructed, administered, analyzed, and interpreted.

Qualitative Research

Descriptive ethics research has given rise to a
new interest in qualitative research in the medical
literature. Many of the most interesting topics in
descriptive ethics are not readily amenable to quan-
titative research using surveys that consist of a se-
ries of closed-ended questions with multiple choice
answers. This is particularly true when it is known
(either by survey or by strong anecdotal evidence)
that a particular subgroup expresses very different
opinions than the rest of the population regarding
a particular moral question. This naturally leads
ethicists to wonder why this is so. A survey with
closed-ended questions must presume that the re-
searchers have a sufficient level of understanding
of the research population that they can create a
range of responses that will capture the opinions of
the respondents. To assume this could be presump-
tuous. The investigators might not have a clue about
why the research subjects think as they do. In such
a case, there would be little choice except to begin
to ask open-ended questions and to attempt to in-
terpret the responses in a somewhat systematic
fashion.

Qualitative research does not simply consist of a
group of well-intentioned clinicians making up a few
open-ended questions and then presenting their
interpretation of the responses. There are multiple
qualitative and semiquantitative methods that have
been developed over the years in various disciplines
that can help investigators to structure, analyze, in-
terpret, and present qualitative data. These methods
include, but are not limited to, participant-observer
techniques, ethnographic analysis, focus groups,
and Delphi panels of experts.

Participant Observation

Participant observation is a fairly standard tech-
nique of sociologists.16 In this technique, the inves-
tigator gains access to the scene under study, be-
comes an invited part of the system, establishes the
trust of the research subjects, and eventually blends
into the background. Yet, the investigator still main-
tains an objective observer status, taking notes, and
bringing an outside perspective to the social scene
under study. The length of time devoted to this type
of study is typically extended, not simply reports
based on attending morning rounds one day per
week over a period of 4 to 6 weeks. Participant ob-
servation is very labor intensive. Studies that re-
port having utilized this technique are preferred to
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studies that simply report anecdotal experiences or
episodic observations.

Ethnographic Analysis

Ethnographic analysis is another important quali-
tative research method, borrowed from cultural an-
thropology.61 Its application is not limited to far-off
countries, but can be used in American medical con-
texts. Qualitative studies in descriptive ethics that
adhere to the rigor of this technique can contribute
significantly to medical ethics in a fashion that is
far more reliable than mere anecdotal reporting of
experience. Good ethnographic studies will clearly
define the research question, and will use face-to-face
open-ended interviews as well as participant obser-
vation to gather data. These observations will then
be systematically analyzed using specific techniques
such as saturation, triangulation, and “thick descrip-
tion.” Write-ups of these studies will include both clear
descriptions of the methodologies and frank acknowl-
edgment of sources of bias in interpretation of the ob-
servations. Studies that include such methodological
rigor can give excellent information about the actual
behavior of healthcare professionals in settings of
bioeth-ical interest, or about bioethical decision mak-
ing in certain familial or cultural contexts.

Focus Groups

Focus groups are a defined systematic method
for gathering qualitative information in a setting in
which individuals are able to generate ideas by dis-
cussing a defined topic in a group setting, able to
respond to the remarks of others in the group.62

Some focus group methods, such as the Nominal
Group Technique, are designed to avoid dominance
by any particular member and to generate a wide
variety of ideas arranged in a hierarchy of impor-
tance.63 Nominal Group Technique accomplishes
this through a period of silent idea generation fol-
lowed by round-robin solicitation of these ideas,
and employs secret balloting. Ideas are ranked in
order of importance, and ties are broken by succes-
sive rounds of discussion and balloting. Other kinds
of focus groups can be run using techniques to
achieve consensus. There are many opportunities
to make use of such techniques in descriptive bio-
ethics. They can be used, for instance, to generate
ideas about what patients think ought to be under-
stood by a healthy man before giving informed con-
sent to undergo PSA (prostate-specific antigen) test-
ing for prostate cancer.64

Delphi Panels

A Delphi panel is a formal method for achieving
a consensus opinion among a group of experts re-
garding a particular topic.63 This technique is par-
ticularly useful when it is not feasible to bring the
members of the group together in a single face-to-face
session. Experts are asked to respond to a question,
to rank their answers, and to explain their answers
in a written fashion. The responses are collated, kept
anonymous, and circulated among the group
through a series of iterations until consensus is
reached. Controversial matters of policy and mor-
als can often be explored using this technique.
Delphi panels have been used, for example, in de-
veloping screening guidelines. Their deliberations
are not to be accepted as morally “correct,” but can
be useful.

Communications Research

Another area of interest to the field of descrip-
tive ethics in which qualitative research can play a
particularly important role is the study of the rela-
tionship between healthcare professionals and their
patients. In particular, communication between
healthcare professionals and their patients is an area
of intense interest, because this is the most impor-
tant milieu in which the action of bioethics takes
place. Several new techniques have been developed.
Roter, for instance, has developed a technique,
known as conversational analysis,65 for coding au-
diotapes of physician–patient interactions. Kaplan
has studied the communication styles of physicians,
particularly examining whether physicians invite
participation by patients in decision making, or
maintain a more traditional “paternalistic” commu-
nication style.66 This is obviously of intense inter-
est to bioethicists who have long championed the
role that patients should play in decision making
regarding their own care.

Multimethod Research

Qualitative research techniques can be utilized
in concert with quantitative survey techniques and
the two styles used either sequentially or simulta-
neously to hone in on a particular research ques-
tion from the vantage point of multiple techniques.67

One method of integrating the two styles of inves-
tigation is called “triangulation,” in which data
from a variety of sources can be used to confirm or
build credibility for an analytic assertion or conclu-
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sion.68 For example, survey results might suggest
that African-Americans are distrustful of medical
researchers, and these findings might simulta-
neously be reached by extensive face-to-face inter-
views with African-Americans who have declined
to participate in research and have stated in large
part that this is because they do not trust the medi-
cal establishment. Studies that report using this
combination of techniques are difficult to do, be-
cause there is often a gap between quantitatively
oriented and qualitatively oriented researchers. Bio-
ethics appears to be bridging that gap by provid-
ing an opportunity for such multimethod research.
Studies using multiple methods can be quite sophis-
ticated. However, multimethod approaches cannot
always be recommended. In certain instances the
amount known about a particular question may be
so minimal that quantitative survey techniques
would have no place. One might really not under-
stand enough to ask the right questions or to frame
meaningful closed-ended responses. In other in-
stances, the background to a question may be so
well known that closed-ended questions are more
appropriate and open-ended interviews or partici-
pant observation may be superfluous.

Experimental Methods

Certain studies in descriptive ethics will actu-
ally be able to test hypotheses experimentally.
This will be particularly true of studies in which
a normative standard has been developed by
ethical theorists and one wishes to test whether
or not that standard is met in actual clinical prac-
tice. Even more significantly a program designed
to promote a particular clinical behavior deemed
worthy of moral approbation or designed to pro-
mote some normative standard can be tested by
randomized clinical trials. The ability to intro-
duce the experimental method into bioethics
could, as Thomasma has put it, only enhance the
field.69 All of the rigorous standards appropriate
to the conduct of excellent randomized clinical
trials in any field of biomedicine should be ap-
plied to the assessment of the quality of random-
ized clinical trials in bioethics.70 Of course, ran-
domized trials in field studies can be difficult to
conduct, because the intervention generally targets
healthcare professionals rather than patients and it
can be disruptive to the flow of patient care. There
can also be ethical problems in conducting con-
trolled trials in which the program to promote the

ethically preferable behavior is to be withheld from
a control group. Nonetheless, where possible, a ran-
domized controlled trial of a new intervention will
be preferable to a simple before/after cohort study
of a intervention.

Theoretical Framework

Empirical research in sociology, anthropology, and
psychology is often judged on the basis of whether or
not it specifies a particular theoretical framework. This
will be true of empirical research in ethics that is ap-
proached from any of these disciplines as well. But
while this is a necessary ingredient for the highest
quality research in descriptive ethics, it is not suffi-
cient. Excellent descriptive ethics research in bioeth-
ics will not only specify the theoretical framework
particular to the empirical discipline, it will also ex-
plicitly designate the ethical theory that undergirds
the research. Thus, a study on end-of-life decision
making that employs a willingness-to-pay utility
analysis and also acknowledges specifically that the
moral theory undergirding the study is preference-
based utilitarianism is superior to a study in which
the authors do not appear to understand whether or
not they are operating within the framework of any
particular theory of ethics.

As Brody has pointed out, even in the absence of
a specifically acknowledged theoretical orientation,
the investigators must be able to conceptualize the
question from an ethical perspective in order to
conduct solid projects in descriptive ethics.71 Fail-
ure to conceptualize the research adequately from
an ethical point of view will make the study less
ethically illuminating.

Biases in Empirical Research on Ethics

Despite the enormous contributions that em-
pirical studies can make to bioethics, even the
most carefully designed studies will be subject
to certain biases that should be explicitly ac-
knowledged.72 There will be a bias toward study-
ing more easily measurable phenomena, and so,
for instance, outcomes will seem more prominent
than processes. There will also be a bias towards
studying medical actions rather than omissions.
Omissions might be just as important morally,
but inaction does not show up readily on the
empirical radar scope. Finally, there will be prob-
lems with validation. The events of greatest inter-
est will often be ephemeral or intensely private.
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For this reason, empirical projects will often
study responses to hypothetical scenarios or ask
about attitudes. Unfortunately, studies of self-
reported attitudes do not necessarily correlate
with actual behaviors.

Detached Disinterest

These concerns about the quality of descriptive
studies in bioethics are important for all readers of
the bioethics literature, not just ethicists. One
should be a critical reader. Some studies will be
published because they appear to support a particu-
lar point of view, regardless of their quality. Espe-
cially in ethics, a more detached and disinterested

spirit would ideally be expected, but this does not
always obtain in reality. Whether reviewers, editors,
or readers agree with the position that appears to
be supported by the study should not matter. It pays
to recall that no descriptive study ever answers a
normative question. One should be more concerned
about whether the results are of intrinsic interest,
whether the study answers an empirical question
relevant to a normative argument, or tests the
implementation of a normative standard and does
so with methodological rigor. These studies will be
the best, and should make no claims to answer any
normative questions. Regardless of one’s normative
position on the issue under study, one should sup-
port quality in the descriptive research.

RESOURCES IN ETHICS

Researchers trained in disciplines such as medi-
cal economics, medical sociology, medical anthro-
pology, medical education, and a host of other dis-
ciplines often become interested in the study of
moral questions, but are unaware of some impor-
tant resources in bioethics. These include specific
resources in computer data bases, syllabi, books,
journals, court reports, and newspapers.

National Reference Center for Bioethics Literature

The world’s largest collection devoted solely to
bioethics (21,000 volumes and 300 journals in bio-
ethics and related fields) is housed at the Kennedy
Institute of Ethics, Georgetown University, Wash-
ington, DC. The library is supported by the National
Library of Medicine. They produce a thesaurus of
keywords in bioethics searches, an International
Directory of Bioethics Organizations, a Bibliogra-
phy of Bioethics, Scope Notes reviewing the litera-
ture on various topics, a list of new titles in bioeth-
ics, and maintain a syllabus exchange catalogue.
The library staff can be reached at 1-800-MED-
ETHX, and the Internet address (also known as the
URL [universal resource locator]) is http://
www.georgetown.edu/research/kie.

Bioethicsline

The National Reference Center for Bioethics Litera-
ture maintains this online resource on behalf of the
National Library of Medicine. It contains all bioethics
references from the Medline data base, but in addi-
tion includes bioethics journals, bioethics literature

from journals of philosophy and theology, and rel-
evant court and newspaper articles. Those who
reach the Medline data base of MEDLARS (Medi-
cal Literature Analysis and Retrieval System) via
Internet Grateful Med can access Bioethicsline through
this system. The URL is http://igm.nlm.nih.gov.
One can then choose “Bioethicsline” from the menu.

Bioethics Journals

The following journals are devoted exclusively
or predominantly to the discussion of bioethics:

• Bioethics
• Cambridge Quarterly of Healthcare Ethics
• HEC Forum (Hospital Ethics Committee) Forum
• Hastings Center Report
• Journal of Clinical Ethics
• Journal of Christian Bioethics
• Journal of Law, Medicine, and Ethics
• Journal of Medical Ethics
• Journal of Medicine and Philosophy
• Kennedy Institute of Ethics Journal
• Theoretical Medicine and Bioethics

The Internet

Rapid advances in technology have led to a vast
repository of information available to the interested
individual. Exhibit 4-1 provides a listing of pertinent
resources available on the Internet when this volume
was published. It is anticipated that other websites
will become available in the future as biomedical dis-
coveries fuel increasing interest in bioethics.
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DESCRIPTIVE BIOETHICS AND MILITARY MEDICINE

EXHIBIT 4-1

INTERNET RESOURCES AVAILABLE FOR BIOETHICS RESEARCH

The following is a partial listing of other bioethics resources available via the Internet. Many of these sites
have connections to other useful websites.

American Society for Bioethics and Humanities ......... http://www.asbh.org

Buffalo, University of ......... http://wings.buffalo.edu/faculty/research/bioethics/

Center for Research Ethics, Göteborg, Sweden ......... http://www.cre.gu.se

Chicago, University of (McLean Center) .......... http://ccme-mac4.bsd.uchicago.edu/index.html
(currently unavailable)

Eubios Ethics Institute ......... http://www.biol.tsukuba.ac.jp/~macer/index.html

German Reference Center for Ethics in the Life Sciences ......... http://www.drze.de/

Medical College of Wisconsin ..........http://www.mcw.edu/bioethics/

National Bioethics Advisory Commission .......... http://bioethics.gov/nbac.html

Pennsylvania, University of (bioethics.net) ............ http://www.med.upenn.edu/bioethics/index.shtml

Descriptive bioethics in military medicine is a
wide open field, ripe for investigation. There have
been very few published papers in descriptive eth-
ics that have come from military sources or have
investigated issues of particular interest to military
biomedical ethics. There have been few empirical
studies of ethical issues in the pages of the journal,
Military Medicine, aside from a few surveys of eth-
ics committees.73,74 Yet, some of the ethical issues
that have been addressed in a more theoretical fash-
ion would, in fact, be amenable to empirical re-
search. For instance, battlefield euthanasia is dis-
cussed, but it is not known how often this is thought
about, requested, or performed. Issues about in-
formed consent for research in military settings, the
particularities that make it more difficult to avoid

coercion and manipulation, the problems of balanc-
ing risks and benefits of prescribing experimental
antidotes for chemical warfare, have all been dis-
cussed. The normative aspects of these sorts of is-
sues occasionally receive prominent discussion,75

yet it would appear that there have been no em-
pirical studies about informed consent in military
settings.

The recent Presidential Commission on Radiation
Experimentation conducted a great number of em-
pirical surveys regarding military medical experi-
ments and informed consent in the past.76 The pic-
ture painted by these data is not rosy. But very little
is known about the present state of affairs, and this
would also seem a ripe area for empirical research
in bioethics in a military setting.

CONCLUSION

In this chapter I have presented a broad over-
view of a rather extensive field—empirical research
in bioethics. I have distinguished these studies in
descriptive ethics from studies in normative ethics
and metaethics. I have described some of the myriad
disciplines that make contributions to descriptive
ethics, and some of the techniques that are used. I
have outlined some norms governing the proper
relationship between normative ethics and descrip-

tive ethics, particularly regarding the important rule
that normative inferences cannot be validly drawn
from descriptive studies in themselves. I have also
outlined some of the indicators of scholarly quality
in descriptive ethics studies, emphasizing that these
indicators are largely the indicators of the discipline
that is being employed in the investigation. Finally,
I have listed a series of resources in bioethics for
those who might be interested in undertaking de-
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scriptive bioethics research.
Empirical research in bioethics is an exciting,

dynamic, and growing field of investigation. Pur-
sued along with normative ethics in a truly syner-
gistic fashion, it offers extraordinary research po-
tential that neither approach could fulfill alone.

Descriptive ethics research is among the few aca-
demic settings in which truly interdisciplinary
study is flourishing. It would be wonderful if the
flavor of this interdisciplinary field were enriched
further by adding more military studies to the de-
scriptive bioethics menu.
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