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ABSTRACT 
Background: Since its inception bioethicists have advanced an ideal of 
medicine with both a clinical ethics and a more general organizational 
perspective on medicine in society. The two have been entwined from 
the start with, as Hastings Centre co-founded and bioethicist Daniel 
Callahan said, a market-based ethos 
 
Objective: Bioethics central focus on the autonomous individual discretely 
able to independently make relevant decisions on health and healthcare 
is examined, critiqued, and reviewed from the perspective of the 
practitioner and as a social construct.  
 
Methods: Bioethical literatures from the 1970s to the present were 
reviewed with special attention to the work of of Hastings Centre 
cofounder and a leading American bioethicist, Daniel Callahan. With this , 
attention was paid to both the social framework and the clinical 
perspective of both practitioner and patient.  
 
Conclusions: Bioethics successfully sought to replace a relational practice 
of care and a view of the practitioner as a social critic and “guardian” in a 
manner that limits the service of practitioners to both patients and society. 
The return to a relational ethic of care would thus be the palliative better 
serving the patient, the practitioner, and society at large.  
 
Keywords: Cross-border healthcare; Health governance; Collaborative 
governance; Health information exchange; Integrated care; European 
health integration; Institutional quality; Health policy.  
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1. Introduction 
From its very beginnings in the 1970s, Bioethics 
has been accepted as the dominant ethical 
perspective on medicine, practically and in its  
general social outlook. It began with the 
declaration by Beauchamp and Childress in their 
landmark Principles of Bioethics1 that neither the 
traditional Hippocratic ethic nor one grounded in 
religious perspectives were suitable vehicles for an 
ethic capable of addressing medical dilemmas in 
the advancing era of medicine practiced in a 
modern, post-industrial society. 
 
Since its inception bioethicists have held both to a 
general belief in the efficacy of a principled 
approach and its compatibility with the neoliberal 
economics and their social context instantiated by 
Ronald Regan and Margaret Thatcher in the 1980s. 
With that has come a focus on the autonomous 
individual as the primary and in some cases sole 
decision maker in areas of clinical debate. Lost in 
this perspective has been the relational ethic of the 
older, Hippocratic perspective and its focus on the 
obligation of practitioners in relation to first, the 
individual-as-patient, and secondarily, to society as 
a whole. With that shift came a decreased sense of 
the practitioner’s (or ethicist’s) responsibility for the 
contexts of care, social and political, in which medicine 
is organized and care provided or withheld.  
 
The advance of Bioethics as a dominant medical 
ethics seemed inevitable. There was no push back 
or critique from medical organizations or academic 
departments. And yet, there were other at least 
potentially robust ethical systems that might have 
served if indeed the traditional Hippocratic ethics 
required amendment or replacement. Unlike 
Bioethics these were fundamentally relational 
rather than individualistic in their approach. At least 
two, existentialism and a feminist care ethic, shared 
a focus on obligations rather than simply rights. 
These included the existentialism that began in the 
1930s and matured after World War II as an activist 
and relational, ethic. And as Bioethics matured so 
too, beginning in the 1980s, did a relational, 
“feminist” ethics of care. Both opposed the rights-
based approach for one in which obligation was 
the primary ethical phoneme. Implicitly, both 
hewed to the insistence of Simon Weil that “the 
notion of obligation comes before that of rights,” 
not as an afterthought2. 

 

At a minimum any conception of morality requires 
some core ideal that every moral theory should in 
theory accept. It  begins with a reasoned base 
while giving weight to the interests of individuals  
potentially affected by one’s actions. Certainly, 
while Bioethics began with a reasoned set of 
principles it did so without attention to their 
practical applicability. It set forth an as its ideal a 
focus on the autonomous, individual as a consumer 
empowered in a commercialized market place of 
service. In doing so it ignored the relational nature 
of the clinical experience without attention to the 
limits of a commercialized, market-model of 
medical organization and care3. 
 

The argument, here, is that in its advance, Bioethics 
lost a sense of the relational realities essential to 
clinical practice. Further, through its embrace of 
the marketplace as an ethical and moral model it 
adversely limited the role of practitioners (or 
ethicists) as “guardians” not only serving the needs 
of patients and primary but also as informed citizens 
capable of critiquing economic and commercial 
limits to medicine as a critical, social good4.  
 

Methodologically, a review of alternate ethical 
frameworks and literatures suggests approaches 
Bioethics ignored. Existentialism and a feminist 
ethics of care present potentially alternate or at 
least complimentary ethical systems to the 
traditional Hippocratic argument. The necessity of 
an alternative is dictated by the failure of Bioethics 
as a primary ethics of medical practice and 
organization in a post-modern society. Its failures, 
from the perspective of those alternate systems, 
was two-fold. First was the assumption of 
autonomy as a primary ethical principle without 
attention to an argument grounded in obligations 
of both ethicist and practitioner to first a patient 
and secondarily to society. Second, Bioethics 
enthusiastic embrace of a marketplace ethic 
proscribed its effectiveness as an advocate not only 
for the individual in care but as well for 
environmental and social changes.  
 
2. Ethics as a Contested Arena 
In the 1930s a coterie of young philosophers 
abandoned the teachings and style of their seniors, 
rejecting bloodless conundrums without concrete 
solutions. No more careful propositions, thought 
experiments or erudite musings. “Why not 
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concentrate on the encounter with phenomena 
and forget the rest”5? Their battle cry became 
Husserl’s, “to the things themselves!”6. For the new 
philosophers, existentialists like Simon de Beauvoir, 
Jean-Paul Sartre, and Maurice Merleau-Ponty, the 
focus became being and doing in the world, not an 
abstract, safely distanced contemplation of it.  
 

Reversing that focal shift, in the 1970s another 
group of moral philosophers declared the 
Hippocratic ethics that had grounded medical 
practice for two millennia was no longer 
serviceable or sufficient7. Rather than a relational 
ethic grounded in practice they proposed a set of 
mid-level principles—beneficence, non-
malfeasance, justice, and autonomy (and respect 
for persons)—that might order both the practice of 
medicine and medicine’s place in society. The 
assumption was that “the simple application of 
existing philosophical principles or concepts” was 
all that would be needed to answer any ethical 
problem arising in medicine. Practically, its ethical 
groundwork’s practical focus was the autonomous 
patient as8 sole decision maker in a kind of medical 
marketplace.  
 
Not for them the messy experiential. But then, 
most of Bioethics’ progenitors (Beauchamp, 
Childress, Callahan, Thomasma9, etc.) lacked 
training in medicine, experience with the practical 
complexities of patient care, or a background in 
either economics or social policy. As Daniel 
Callahan later admitted, “Sometimes we felt most 
like the wizard [of Oz] pulling levers behind a 
screen and talking in a way that projected a 
wisdom about large moral puzzles we did not yet 
have”10. Those few with not only PhDs but also 
MDs—for example H. Tristan Englehardt, Jr.—had 
not practiced in years, if ever.  
 
Today, most bioethicists remain comfortable with 
their role as ethical overseers of medical practice in 
society11. They are, in the main, proud of Bioethics’ 
performance to date and confident of its ability to 
address challenges emerging from ever evolving 
medical technologies. But those challenges are 
multiple, not the least a lack of consensus on the 
status of citizens and their right to equal care 
despite cognitive physical, or social differences12.  
 
The real problem is not new challenges or new 
technologies, however, but Bioethics itself. The 

American response to the COVID-19 pandemic 
created a kind of existential reckoning “that ought 
to make physicians [and by extension bioethicists] 
rethink the fundamental ethos of [resulting] medicine, 
which has produced an individualistic, consumerist, 
science-worshiping form of medical practice”13.  
 
Just as the Existentialists’ reacted to the rarified 
discourse of their seniors’ moral philosophy, so too 
might modern practitioners and ethicists critically 
respond to an emphasis on often ill-defined, 
principled ideals. They might focus instead, on 
“the things themselves”. As medical ethicists 
existentialists, and those still embracing the 
Hippocratic ideal, can advance a relational, ethics 
of care with a central focus not on the patient as 
autonomous isolate in the medical marketplace but 
as a person in relation, in society, and in need14. An 
ethic thus reformed would first consider not 
individual rights but a set of society's interlocking 
obligations to the citizen and the practitioner as 
well as those of the practitioner to patient and to 
society. The result, it is argued here, would 
resemble and simultaneously advance the Hippocratic 
zeitgeist that fifty years ago bioethicists sought 
successfully to supplant.  
 

3. The Hippocratic 
Hippocrates ethics was grounded in a series of 
declarative injunctions defining the physician’s 
duty to care in a relational exchange engaging 
both practitioner and patient15. Its ideals and 
perspective were summarized in the famous Oath 
through a set of injunctions and prohibitions (North 
2002)16. Bioethical principles of benevolence (“Into 
whatsoever house I enter; I will enter to help the 
sick,” nonmalfesiance (“abstain from all intentional 
wrong-doing and harm,”) and justice were all 
enfolded in The Oath’s injunctions. In addition, 
central to the Hippocratic vision but absent from 
Bioethics was an insistence on life as an essential, 
good both society and the practitioner were to 
protect. 
 
For Hippocrates and his successors, the individual 
was perceived not as an independent isolate but 
rather an indivisible member of a community 
served by practitioners through the care of each 
individual person. The medicine that resulted was 
grounded in a reality Heidegger defined as Dasein, 
“constituted in time and place” in the world17. 
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Hippocrates’ Air, Water, Places may be read today 
as a first text in environmental medicine and a 
guidebook for practitioners to promote the 
healthiest physical and social environments 
possible for all. “All reflection on what we call the 
body was inseparable from inquiry into places and 
directions, seasons and winds.”18 Physicians, in this 
ethic, were obliged to promote the heathiest life 
(diet, housing, etc.) and environment for patients 
and the community. 
 

4. Bioethics 
Beginning in the 1970s, a group of moral 
philosophers without experience in medicine 
declared the Hippocratic ethic incapable of 
addressing issues arising from an evolving, modern 
medical science19. They offered no data in support 
of that indictment but instead, in the way of moral 
philosophers, simply declared it as a starting point 
for their work. The Hippocratic began with what 
Heidegger called “being in the world” (In der Welt 
sein) in a purposeful way20. Bioethics instead 
declared that, “theory and principles are the 
starting points,” moral philosophers might later 
somehow apply to specific questions of practice 
and social organization21.  
 

It was never clear, however, how those principles 
were to be practically enacted. “To think that 
principlist language is self-explanatory consistently 
fails on many levels and across the multiple  
editions of Beauchamp’s and Childress’ Principles 
of Bioethics”22. As a critical, ordering ideal and 
methodology principlism, “while an elegant 
theoretical approach, was simply too vague to 
provide practical guidance in complex cases”23. It 
serves best, if at all, as a kind of check-list of ideas 
worth considering24.  
 

Even at that level meanings were unclear, and 
sometimes contested. Beauchamp, for example, 
believed a guiding principle of “respect for 
persons” incorrectly conflated two distinct, 
independent values, respect for autonomy and 
avoidance of harm, or non-malfeasance25. While 
the Hippocratic ethos set life and its preservation 
as an ordering good resulting in practical 
injunctions and prohibitions (no euthanasia or 
abortion) Bioethics did not. Nor did it offer in its  
stead an applicable definition of peoples’ eligible 
moral status26. At best, a person’s worth was to be 
defined instrumentally on the basis of their 

functioning and potential contribution to an 
economic collective27,28. 
 
4.A. AUTONOMY  
“The Oath’s beginning and end situate medicine in 
a web of relationships between physicians and society, 
physicians and teachers, and physicians and 
patients”29. By asserting “autonomy,” as its guiding, 
operative principle, Bioethics advanced an ethic 
that was individualistic rather than relational. Not 
for the bioethicist Heidegger’s “Mitzen,” with each 
of us a being with and for others with whom we 
interact in the world. Autonomy as an organizing 
principle ignored the mutuality and moral exchange 
central to both the Hippocratic ethos and the 
existentialist perspective found in, for example, 
Emmanuel Levinas’ Totality and Infinity30.  
 

While bioethicists focused upon patient rights they 
did so with little attention to obligations beyond a 
right of choice in the therapeutic encounter. But, 
“The notion of obligation comes before that of 
rights which is subordinate and relative to the 
former”31. Besides the obligations of a practitioner 
to a person seeking care there are, as well, those 
of the patient to the practitioner (respect if not 
necessarily obedience) and of society to provide 
the necessities of care physicians require if they are 
to provide appropriate treatment.  
 
The Hippocratic physician’s primary duty, care of 
the person, included a practical engagement with 
the social and physical conditions that bred illness 
and inhibited treatment in their patient populations32. 
After all, the ability to diagnosis and treat together 
“depend on social matters: practicalities, 
contingencies, power plays, traditions. …they 
affect us all, for they involve our ways of living”33.  
During the expansion of a mercantile culture and 
economy, officials insisted that, “The medical 
profession is obligated not only to treat the sick, 
but also to supervise the health of the 
population”34. What was the point of caring for 
smallpox patients, asked eighteenth century 
physician Samuel Latham, if the poor were saved 
only to endure conditions inimical to health and 
guaranteed to breed another, likely fatal disease35? 
 

And, later, as nineteenth century physicians 
struggled with the effects of industrialization, 
“Local environments provided both explanation 
and solution for the shocking differentials in 
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mortality and morbidity that marked country from 
city, townhouse from tenement, the holds of ships 
or crowded military camps from farm or village”36. 
Physicians acted as activists arguing to government 
its duty to assure the necessities of life for all. Here 
was what Harvard’s Nancy Krieger called “The 
Spirit of 1848,” anchoring an obligation to public 
health in the actions of many in that era37. 
  
4.B. THE MARKET 
Bioethics largely ignored society’s duty to care, 
ceding control of the complex realities of patient 
needs and environmental realities to the 
marketplace, its judgment and organization. This 
was perhaps the most radical element of the 
bioethical enterprise, one grounded in what 
Hastings Center cofounder Daniel Callahan 
described as “at its heart a belief, almost  religious 
in its intensity, that individual consumer choice and 
unfettered competition among providers is the key 
to a good health care system”38.  
 

 
It thus reset the patient-physician relationship as 
inherently commercial, one-sided, and contractual39. 
Physician and patient became akin to seller and 
buyer40. The result nicely reflected the social and 
economical neoliberal ethos of the neoliberal 
Regan-Thatcher era41. Practically, bioethicists 
believed that perspective essential if they were to 
win a favoured spot in the academy and the 
medicine of the day. As a former head of the 
American Society for Bioethics and the Humanities 
put it, with admirable honesty: “Ethicists have been 
a guest in the house of medicine, and in order to 
survive in that environment have had to align 
themselves with money and power”42. 
 
In the consumerist vision of medicine and medical 
practice obligations to society and within the 
caring relationship were at best secondary. 
Consumers had the right of choice but not an 
inherent right to care or a right for the necessities 
of a healthy life. Indeed, there was no guarantee of 
a protected life for those with chronic deficits, for 
example minimally conscious persons43. At another, 
structural level the market model necessarily fails 
as a paradigm for medical organization and service. 
As Nobel Prize winning economist Kenneth Arrow 
demonstrated as early as 1963 the elements that 
govern a robust economy are absent in the 
provision of medicine in society44. The result has 

been that marketization has resulted in higher costs 
and reduced availability of essential services 
generally, and especially in less commercially 
attractive contexts45.  
 
4.C. THE PRACTITIONER 
Prior to the 1980s, health services had been 
generally governed by non-market values, rules 
and practices. In that system, “physicians were 
considered professionals accountable to standards 
and values that were different from those 
prevailing in typical markets”46. It was assumed, for 
example, practitioners would set a patient’s 
welfare ahead of his or her own. While bioethicists 
expected practitioners to continue to prioritize 
patient needs they simultaneously devalued their 
practical role and the social position of 
practitioners. The importance of experience and 
thus practitioner perspective was dismissed by 
bioethicists who deemed a practitioner's opinions 
as at best equal to if no better than those of the 
patients they served47. Indeed, they were revalued 
by some like Robert Veatch as little more than 
technicians lacking any more ethical insight or 
moral standing than the average shoe 
salesperson48.  
 
Lost was the web of immediate obligations 
advanced in the earlier medical ethos between 
physician and patient. Ignored as well was the 
physician’s traditional role as what Jane Jacobs 
defined as “guardians,” those in society who might 
serve as a counter force to the excesses of the 
marketplace and the failures of officialdom49. 
Society requires such guardians, Jacobs insisted, 
because the marketplace is neither altruistic nor 
beneficent; its calculus a matter of quarterly and 
annual balance sheets rather than the needs of the 
person or society at large. Markets may make 
economic but not necessarily healthful sense in a 
focus on maximizing profits and minimizing costs.  
 
In its emphasis on commercialization, bioethicists 
from the start have been largely bystanders, rarely 
criticizing the economic and social inequalities 
resulting from marketization of medicine and its 
commercialization50. After all, they were early 
supporters of the neoliberal perspectives—
economic and social—of Thatcher and Regan 
policies. For example, Callahan declined a request 
by U.S. Senator Edward Kennedy the then new 
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Hastings Center take up the issue of a ‘right to 
health care” and thus advocate for a national US 
health program51. He and others at the Center were 
not opposed but thought it would not be a cost 
efficient program for the then new Center. Later he 
reframed issues of healthcare as an issue of “cost 
controls” rather than social responsibility and 
integration52.  
 
As a result, bioethics discouraged, at least 
implicitly, the Hippocratic tradition of practitioner 
advocacy and attention to the social context in 
which patients and other citizens either thrived or 
died. As Callahan acknowledged in 1993 with at 
best a mild regret, bioethics, “was not going to be 
dedicated to whistle-blowing--bioethics has not 
turned out many Ralph Naders, certainly not the 
way the environmental field has.”  
 
Practitioners thus were caught in an essential 
conflict between the relational obligations of the 
Hippocratic ideal of care and the transactional 
realities of a consumerist, bureaucratic practice 
devaluing ethical input critiques and perspectives. 
“It is something of a miracle that most physicians 
remain faithful to their professional [Hippocratic] 
values in a system that does all it can to turn them 
into better businessmen which in fact they must be 
to fit into the health care system”53. The unhappy 
result has been what in 2019 The National 
Academy of Sciences called an “epidemic of 
dissatisfaction” among practitioners exhausted by 
a sense of depersonalization in increasingly 
bureaucratic and commercialized practices. The 
realities of the recent pandemic may have 
exacerbated but clearly did not cause the sense of 
practitioner disenchantment reported”54.  
 

5. The Failure 
Accepting as given a market-base ethic insulated 
bioethicists from attention to systemic failures in 
health and health care that “persist and  that, by 
our inaction, we condone”55. (Barwise 2020). For 
decades, social scientists like Smith56 and 
Wilkinson57have focused upon those failures and 
their effect on health in the healthcare systems of 
various countries58. (This has begun to change with 
a demand by some for attention to the “moral 
determinants of health” and a recognition that we 
all “depend on each other for securing the basic 
circumstances of healthy lives”59. This new 

bioethical focus returns issues of clinical care to the 
Hippocratic perspective on medicine as relational, 
engaging patient and physician as well as physician 
and society.  
 

Some have argued a corrective to bioethics’ 
current limits requires a return to a “practical 
ethics” artfully accepting a measure of “practical 
wisdom” melding science and a dollop of the 
virtues that presumably exist in all human 
relations60. Others have clearly urged a revival of 
“virtue ethics” focused on the moral character, 
presumed good sense, and emotional 
responsiveness of the practitioner61. An ethics 
based on “practical wisdom” would require an 
agreement on what is both practical and “wise” (In 
a market economy what is ‘practical’ is primarily a 
matter of individual choice and service availability. 
But for bioethicists what is wise is grounded in the 
tenants of the neoliberal market economies 
embraced by bioethicists like Callahan, 
Kuczuewski, et al. Virtues, after all, are social 
constructions more intuited that clearly defined. All 
this refers in the end to what might be called an 
“intuitive ethics” rationalizing what seems, to one 
or another writer, as appropriate62.  
 

6. Existentialism and feminism 
As bioethicists promoted their philosophy of 
individualism in a market society two other 
philosophies, existed, one mature and one 
developing, that might have better served the 
complexities of medicine in modern society. 
Bioethics, virtue ethics and similar approaches 
focused upon the individual, the patient as 
consumer or the ethicist him or herself. 
Existentialism and feminism focused instead on the 
person in relation, on the ties that bind and the 
responsibilities all have for and to each other 
outside a market’s limited morality.  
 

Existentialism’s best known proponent was, 
perhaps, Jean-Paul Sartre, who combined a belief 
in individual freedom with an obligation to social 
engagement and activism. Tempered by the 
challenge of World War II, and the occupation of 
their countries, European existentialists argued for 
participation in the political lives and issues of their 
day63. The hero in Camus’ The Plague, for example, 
was the physician Dr. Rieux who unceasingly visited 
and attempted to assist or at least comfort his 
fellow townspeople during the outbreak.  
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Existentialism’s focus was in that and other works 
the person in relation, human association and 
mutual responsibility. As Merleau-Ponte put it, 
“We are in the world, mingled with it, 
compromised with it”64. That was the starting point 
from which issues of care and caring were seen as 
an escape from the “fog of being,” and the 
fluctuating uncertainties of personal and political 
life. in his 1961 Totality and Infinity, Levinas made 
the relationship of Self with Other—doctor and 
patient, parent and child, person and neighbor—
the centerpiece of his philosophy65. Unfortunately, 
existentialists never concerned themselves 
overmuch with the realities of interpersonal care in 
the arena of health and illness. What existentialism 
presents, here, is an alternate perspective 
advanced by moral philosophers that might have 
served, and perhaps served better, in arguing 
issues of medical care and its social organization.  
 

As bioethics came to dominate, a “feminist” ethic 
evolved that like the existential focused not on the 
independent individual but personhood as an 
interdependent, shared reality. “The central focus 
of the ethics of care is on the compelling moral 
salience of attending to and meeting the needs of 
the particular others for whom we take 
responsibility”66. With the existential, here was a 
philosophy similarly distinct from the Kantian and 
Hegelian, albeit with some echoes of the 
Aristotelian67. Where the traditional, liberal 
morality focused on the individual in solitude, left 
to his or her own devices, a relational ethic begins 
with “the meeting of the needs of one person by 
another person, where face-to-face interaction is a 
crucial element of the overall activity”68.  
 

In feminist and existential ethics, the ideal of 
obligation of one to another and to others in 
society, precedes that of individual rights as a 
governing principle. In this is an emphasis on trust 
and mutuality result from a recognition we are all 
dependent and interdependent rather than 
isolates in the marketplace. While feminism grew 
from a close analysis of the relationships of family 
and the roles of women, the resulting, relational 
ethics can be ‘extended to politics and society and 
international relations”69.  
 

7. Conclusion 
Unfortunately, perhaps, neither existentialists nor 
feminist ethicists have engaged the issues of 

medical ethics except, at best, in passing. They are 
introduced here to demonstrate the existence in 
moral philosophy of alternative perspectives that 
early bioethicists might have engaged in their 
desire to develop a new and more robust ethics of 
medicinal practice and medicine’s place in the 
evolving, post-modern society. The embrace of a 
market ideology with a Kantian emphasis on the 
rational individual as an isolate thus was a choice 
and in retrospect not the best available to them. 
After all, the notion of morality as autonomy and 
self-governance without regard to the greater 
context was a late eighteenth century philosophical 
conception that reflected a growing mercantile 
society advancing to the first years of industrialism.  
 

Existential philosophers were modern theorists 
tempered (some might say traumatized) by World 
War II and critics of both the method of Kantian 
morality and the inequities of capitalist societies. 
Feminism is even newer, growing out of the 
maternal and familial perspectives of modern 
women in a male dominated ethos and society. 
The relational perspective both present strongly 
echoes the Hippocratic sense of duty and 
obligation to the patient and more generally to 
society at large.  
 
From that perspective it is clear both that bioethics 
was not an inevitable advance and that in its  
acceptance critical aspects of a social ethic and 
morality were lost. Gone was the sense of relation 
and community involving the individual, the carer, 
and the broader society. Lost as well was a sense 
of duty and responsibility for the care of persons 
left adrift as isolates in a medical marketplace. 
Bioethics did not adopt the practitioner’s 
traditional role as guardians who might critique the 
effect of market excesses, bureaucratic oversights, 
and resulting systemic inequalities. If, as Rudolph 
Virchow famously said, “politics is nothing else but 
medicine on a large scale”70. Then medicine is 
politics at a smaller scale. As eighteenth and 
nineteenth century practitioners knew, that meant 
they had need to engage in critiquing the politics 
of the day71. 
 
At another level, Bioethics did not continue the 
traditional ideal of humanness as an essential good 
to be protected and preserved. Personhood as a 
value was left as something to be accepted or 
dismissed as circumstances required. Life, was no 
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longer an essential good. But if the central good is 
not the person and people but the market and its 
bureaucracies then health, care of the person, 
community, and a shared environment will always 
be of at best secondary importance.  
 
Bioethics will not disappear although its role as a 
consultant and guide will diminish as its limits  
become ever more evident. A full blown 
Hippocratic ethic will not return, although elements 
of its structure may and indeed must be revalued. 
It is tempting to wish for the promotion of an 
existentialist medical ethic grounded first and 
foremost “in the things, themselves,” in the 
complex necessities of care in modern societies. 
Certainly its relational focus can be better 
understood and articulated through the insights of 
the feminist authors advancing a distinct but 
complimentary ethics of care.  
 
What is clear in the literatures of public health and 
economics is the extreme limits of Bioethics market 
embrace and its overweening, often simplistic 
insistence on the autonomous person. Programs in 
Scandinavian and other countries have 
demonstrated market capitalism can be tempered 
by an ethic of care with strongly positive health 
results. The result if broadly adopted would set the 
ethicist not as distanced arbiter but as partner and 
servant of patient, practitioner, and the society all 
together cohabit.
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