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Public Health is not a discipline with clearly defined boundaries. This feature 
has taken many contributions from different cultural contexts. In its most 
recent development, Public Health has also emphasized the enhancement 
of the human element for the proper functioning of health facilities and 
the provision of quality care. The vision of public health only through its 
processes, resources, rules and protocols and any other part of the “structural” 
component, is certainly simplistic and of the past. This vision of the efficiency 
of health organization has positive aspects but certainly cannot disregard the 
fact that things do not have just procedures, but also involve who perform them 
and how these are managed. So ‘new’ public health contained a new focus on 
human rights and sought to address social and environmental change. At its 
root was the common thought that the general context for health had been 
marginalized only by medically generated concerns.

Therefore “multidisciplinary” and “integration” are now commonly used 
terms in Public Health.

Public Health today is a multidisciplinary field of study in which research 
from several areas come together to develop methods for improving the general 
health of populations. This requires the use of a multidisciplinary approach, 
including both social sciences and medicine, as well as the combined use of 
qualitative and quantitative methods. But Public Health science separated from 
Public Health professionals, has been multidisciplinary since the 1970s. We have 
already described, in a previous Public Health history corner, the story of an 
educator [1], Abraham Flexner. Another of these non-medical pioneers in health 
care was Albert Jonsen, one of the first bioethicists to be appointed to a medical 
faculty. He dedicated his life to the improvement of the human aspects of health 
service, certainly one of the new and most important ways forward for the 
development of a new and improved Public Health. The story begins in Seattle.

The city of Seattle has a special place in the American collective imagination 
as a symbol of new medicine and its problems [2]. An event that can justly be 
regarded as a symbol of a new era: in March 9th 1960, in Seattle, Dr. Belding 
Scribner began to dialyze Clyde Schields, a patient with chronic renal failure, 
introducing arterio-venous shunt that made dialysis a repetitive practice. 
We can consider this as the first medical machine for replacing vital body 
functions. Seattle’s candidacy to represent the new era is also strengthened by 
the invention of the defibrillator by Dr. Edmark, which also occurred there. But 
“miracles-medicine” is also a source of  social and ethical conflicts. Seattle can 
be considered a symbol also in this perspective. In 1962, following an article 
by Shama Alexander published in Life (“They decide who lives, who dies”), 
throughout America a passionate debate around the so-called “committees of 
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God” ensued. To select patients who wanted dialysis - vital, rare, expensive,  
and at that time perennially in short supply in the face of huge demand - an 
ethics committee was set up to assess applications to this lifesaving technology. 
The Committee, comprising a majority of non-doctors, had found it necessary 
to introduce criteria of choice not only based on clinical evaluations but also 
extended to personal merit and social value of people. In practice, these 
committees decided in place of God who could continue to live and who 
should be relegated to death. Like few other cases, the Ethics Committee of 
Seattle was able to mobilize public opinion on the need for a social consensus 
around innovative medical practices which could not be adjusted with the 
criteria applied through the exercise of medical ethics from the past. Against 
this backdrop, its no wonder you have to go to Seattle to meet one of the most 
prominent figures in American medical humanities: Albert Jonsen. He was 
born in April 1931 in San Francisco and is now Emeritus Professor of Ethics in 
Medicine at the University of Washington, School of Medicine, where he was 
Chairman of the Department of Medical History and Ethics from 1987-1999, 
and currently a Co-Director of the Program in Medicine and Human Values at 
California Pacific Medical Center in San Francisco. Albert Jonsen came from 
the University of California, San Francisco, where he took the teaching of 
bioethics in medical schools in 1972. His training was that of a professor of 
moral theology. He studied with the Jesuits and received a doctorate from 
Yale with a dissertation on “responsibility in contemporary religious ethics” 
(published in 1971). He lectured on theology and philosophy at the University 
of San Francisco, then moved to the University of California in 1972. The break 
was marked by an important event for his professional formation: invited by 
the University Medical Center, he spent a year as a visitor. Jonsen followed 
the courses of medical students, participated in the visits and in discussions of 
cases and even at autopsy. A professor of ethics is silent and rather unusual in 
our tradition, but where the roles are reversed, the ethics expert talks - more 
often judges - and others listen. Following Jonsen himself summed up his entire 
career in medical humanities under the definition: “Watching the doctor”. It 
may seem provocative to say that cultural development around the exercise 
of medical ethics is nothing other than watching the doctors, a practice that is 
very archaic. This can be considered typical of  human behavior in all times. 
Just refer to the village scenes that ethnography has made us familiar with: the 
crowd of people around the healer and patient, listening to their conversation 
and observing their actions. In our culture, practices are defended by medical 
privacy, which takes away the pleasure of spectators: very few people have 
permission to get closer to what is emphatically called “the intimate doctor-
patient relationship.” Albert Jonsen became one of these observers as a 
profession. Armed with a degree in theology and philosophy, he emigrated 
to the healthcare environment, where he practiced medical ethics for over 
twenty years. He was hired by the University of California Medical Center in 
1972 when he was probably the first ethicist to enter a great institution with 
the explicit function of clinical counseling. Watching and listening to doctors 
at work, Jonsen realized that they must invent a new way of doing ethics, 
other than the one taught in the faculties of philosophy and theology. He was 
immediately impressed by something that  later played a central role in his 
thinking: doctors treat cases, and in these circumstances  their actions must be 
of decisive importance. Abstract and speculative threads do not indicate the 
way to deal with problems to physicians and other health professionals.  Albert 
Jonsen was invited in the Faculty of Medicine University of California, in 1972, 
by a distinguished surgeon of the university, Englebert Dunphy, to be involved 
with ethical problems that surrounded kidney transplantation, which included 
the thorny question of the allocation criteria of organs. More recently, other 
problems in medicine and public health have requested cooperation with non 
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medical professionals. The competition in medicine has further radicalized. The 
necessity of health policy to control the explosion of health costs, for example, 
is one issue. Or also the temptation to perceive patients as a market is another: 
some people - or classes of persons - are seen as poor market users of services, 
others as a rich market. This can involve  doctors and hospitals in a competition 
to avoid poor markets, regardless of needs, and focus on only the richer  market. 
The competition will lead to increasing exclusion of those people who are 
not profitable patients and greater stress given to those who may become 
patients; the first will be deprived of necessary medical interventions, the latter 
are candidates to become victims of fashion interventions. Whoever wants 
to be competitive cannot have a tender heart: the market leaves no room for 
compassion. The competition, if it becomes like the climate in which oral 
health care operates, undermines the trait of compassion that has always been 
one of the highest virtues of the physician. The answer is not to return to the 
practice of not accepting patients solvent, for reasons of charity. The charity 
now has a new profile and requires vigorous participation in the formation of 
health policies that ensure access for all and the care they need. These demands 
of justice were not priority forty years ago when Jonsen was dealing with the 
ethical problems facing new medicine. But they are now, and everything leads 
us to believe that tomorrow such issues will be even more salient both in the 
United States and in any other country in the developed world. 

An episode in the life of Albert Jonsen can help us understand the different 
approach that characterizes the activity of those approaching ethics through the 
clinic. After his arrival at the University of California, in 1972, the archbishop of 
San Francisco asked him to join an ethics committee called upon to intervene 
when moral issues arose in Catholic hospitals. A serious case occurred when 
a young expecting woman, who had been diagnosed with anencephalic 
fetus. The prenatal diagnosis was introduced recently, and Jonsen was in 
close contact with those who developed this technology at the University of 
California. The woman admitted to a Catholic hospital, sought an abortion. The 
Ethics Committee, abstract reasoning and the principles of Catholic morality, 
denied the legality of abortion and asked the woman to continue the pregnancy 
for the next three months, knowing then that the baby would not be brain 
dead within hours or days. Jonsen’s position was different. Given the certain 
knowledge about anencephaly, he argued that this circumstance makes the case 
different from that of a normal abortion (besides the fact that there are serious 
doubts about whether a fetus in this condition can be considered as a human). 
The archbishop was very offended by his position and asked him to resign from 
the committee. That episode helps us understand that his launch was not easy.

This way of resolving cases could be called “Watching the doctors”. It was 
a constant in his life, dedicated to a medical humanities approach to health 
care. The best results were achieved by associating them with two other 
professionals: a physician at the University of Chicago, Mark Siegler, and a 
lawyer and psychiatrist at University of California William Winslade. Together 
they published a paper in 1982: Clinical Ethics, presenting it as a “practical 
approach to ethical decisions in clinical medicine.” [3] 

Jonsen, Siegler and Winslade proposed a method that helps to bring out 
the complex interplay between elements of emotional, social and economic 
conditions which often health care contains. The method of Clinical Ethics deals 
with each case analyzing the facts through four essential features of each clinical 
situation: the medical indications, patient preferences, quality of life and external 
socioeconomic factors. The three different skills of a clinician, an advocate and 
an expert on ethics were united to try and restore ethics in its proper context. 

Reacting to those who had channeled the movement toward massive 
philosophical treatises on bioethics and abstruse theories, this book addressed 
some health care problems in a different way. For example: how should the 
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doctor treat a patient who has a respiratory arrest, or becomes more anoxic and 
or wakes from a coma? What should the role of the family be in relation to this 
decision? Should the presence or absence of underlying disease influence this 
decision? Should an obese diabetic who refuses to take insulin, follow a diet and 
or receive treatment for foot ulcers, or if chronic dialysis should be offered in 
cases of renal failure? Clinical Ethics proposes a methodology for considering 
the various options in dealing with similar problems and to those who have 
decisional difficulties in terms of both clinical and ethical issues. The method 
assumes that the doctor is not there to make philosophical discussions, but to 
make decisions. Clinical ethics not only discusses and analyzes problems, but 
also offers advice for decisions in the tradition of medical consultation. The 
consultation of clinical ethics leads us beyond mere medical information to a 
larger, but different, perspective. 

The title of a book by Albert Jonsen (New Medicine & The Old Ethics) seems 
to suggest that it is sufficient to meet the growing pains of the new medical 
ethics, if revised and adapted to new needs. Such a perspective mortifies the 
horizon, which is much broader. The book title was remotely influenced by 
what Sir William Osler said in his  lecture delivered when he assumed the 
presidency of the British Classical Society in 1919. The eminent doctor spoke 
on “The Old Humanities and the New Science”, illustrating the relationship 
between science education and the humanities. From that speech emerges an 
image that readily incorporates Jonsen: “The humanities are to society what 
hormones are the body.” 

We must remember that, at that time, hormones had achieved recent 
developments in medicine and endocrinology was living an exciting season in its 
childhood. Osler, with a bold metaphor, attributed to the humanities,  the role 
of an “oil”  that facilitates function- to use his expression – for the intelligence 
of medical science, preserving it from aridity. He referred in particular to the 
thyroid hormone - one of the few whose action was known at that time - because 
its failure seemed to produce a deficit in the development of intelligence.

We must recognize that, seventy years on from that conference, the 
humanities no longer have primacy in higher education nor even in medicine. 
Yet Osler’s metaphor is more timely than ever: the humanities - particularly 
the history of medicine, philosophy of medicine, medical ethics - are chemical 
messengers that pervade the complex institution of medicine and put one 
in a position to respond to scientific, technological, social and economic 
issues, which are constantly changing. Similarly, like hormonal secretions, the 
humanities are only present in trace amounts in the vast body of medicine and 
their release in the body is stimulated by necessity, such as triggers represented 
by environmental challenges. 

Among the humanities Jonsen assigns a special role to the history of medicine 
and philosophy. Daring to make a generalization on two disciplines with such 
a long pedigree, we can say that, despite the many theories and definitions, 
history is inevitably concerned with the memory and philosophy constantly 
absorbed by meaning. When these human sciences live in the world of medicine 
and biomedical sciences, they become like family in a set of ideas, institutions 
and practices. They actively participate in the continuing conversation of that 
family. The historical, narrative and philosophical thought, unless perceived 
as mere diversions, can direct the conversation toward a different direction or 
elevate it to a higher plane. 

Taking the analogy of hormones [4,5], we feel justified in saying that the 
humanities, like chemical messengers, send messages to the institutions 
of medicine and science about the memory and meaning, to stimulate or 
encourage medical activities. These messengers from a remote source maintain 
the balance between the internal medicine and science and the environment, 
formed by society and culture.
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Endocrine secretions work constantly, but are stimulated only when the 
feedback mechanism of the body indicates an imbalance. Similarly, memory and 
meaning in medicine are mobilized when outside forces appear and internal 
imbalances are created. Then, medicine must recall its memories and reflect 
on its values: this is the time of the humanities. And, in these times, this is how 
medicine should be played today. It has changed its setting, and medicine is 
called upon to play new roles in prevention, health care organization,  diagnosis 
and therapy, as well as in the rationing of healthcare resources. Medicine faces 
the challenge of marketing and the powerful impact produced by the genetic 
manipulation of the obstacles to disease prevention. Each of these challenges is 
an appeal to the humanities and to the history of medicine, to continue to play 
their ‘hormonal’ role in medicine. 
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