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Phil Hallie was a reluctant narrativist (Lorenz 1998). But he was one nonetheless. In 
Tales of Good and Evil, Help and Harm, he apologizes to his mother for telling her 
story and then goes on to write about her. He can’t help himself. He writes:

Now here’s a good way to do concrete ethics: Don’t just tell stories interpreted 
in the old words of ethical theories. Show the intimate feelings of the story-
teller, me!

After all, good and evil are as personal as love and hate. And that means bring-
ing mama into it, her terror, the mortal fear that perhaps all Jews feel after 
what the Nazis did (Hallie 1997).

Hallie explains that his mother dreaded a planned trip to Germany, fearing for his 
safety, even in 1979. He quotes a letter to her “beloved and precious child” warning 
him of the peril. “Innocent blood was spilled there,” she wrote. And it wouldn’t mat-
ter, “because a hand-full of Christians helped some Jews, Jewish people are happy. 
Not so with God…”

Reflecting on those words, Hallie confesses, “I am horrified at this monster, 
myself” wondering “… if I had been making copy out of your feelings.” He doesn’t 
think so but is not totally sure: “I am almost certain that I have not been using you as 
a foil for my “concrete ethics…”

It is classic Hallie, probing his motivations and ambivalence through narrative.
As a medical ethicist, I too struggle with using cases as a foil for my concrete eth-

ics. Yes, we have rules about confidentiality. It’s not that. Instead it’s the interplay of 
ethical choices and real people, like Phil Hallie and his mom.
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Tonight, we have been asked to talk about good and evil. In my work, it isn’t so 
much evil but about the good. We reserve our discussions of evil for the perver-
sion of medicine that occurred during the Holocaust or Tuskegee. In the clinical 
context, there is a presumption of beneficence, of the good. Our challenge is about 
defining the good and choosing among competing goods. And with the march of 
scientific progress, tracking the evolution of what we take as “the good” as medicine 
advances.

So, in the spirit of the College of Letters, I will reframe the writing assignment 
and consider how the good might change over time. In recasting the question, I 
recall the advice my Dad gave me before my comprehensive examinations in the 
College of Letters. He said if you don’t know the answer to the question, question 
the question. It was good advice then, and it stands up now.

So, let me engage in some concrete ethics of my own and tell you about a case 
that still haunts me.1 It involved a patient who had a severe brain injury whose fam-
ily wanted to withhold life-sustaining therapy and let him die. They did not want to 
put in a feeding tube.

They were earnest and well intentioned, a cohesive family. A loving spouse and 
college age kids, who could have been from Wesleyan. I felt a personal kinship 
towards them. In other circumstances, we could have been friends.

But it was a tough call. He was conscious albeit, liminally so, and otherwise 
healthy. He was only in his late 50s and might have survived if given treatment. But 
it was a question of what kind of life? His wife—who was empowered to make these 
decisions—told us he wouldn’t have wanted to live this way, disabled, and unable to 
communicate. They had had conversations, so it was more than inference. She knew 
his wishes. He had lived a vibrant life and valued the life of the mind.

We all struggled, deliberated, and eventually acceded to their wishes. He went 
home with hospice care and died in a matter of days, much more quickly than we 
had thought. I took some solace in the rapidity of his demise, feeling that we had 
made a good decision.

His wife was grateful. For several years, she would send purple and white orchids 
to my office. It made me feel good that I had been there for her and helped to orches-
trate a compassionate death.

But that sense of satisfaction of having done good, lasted only for a while. Over 
the next two decades, I worked with patients with severe brain injury and seen the 
resilience of the injured brain firsthand (Fins 2015). We have developed better ways 
to peer into the injured brain and identified covert consciousness. We have also 
developed drugs and devices that can help prompt recovery.

I was part of a research team that first used a deep brain stimulator in the mini-
mally conscious state (Schiff et al. 2007). A patient who could neither eat nor speak 
was, with the brain pacemaker, able to say six or seven word sentences, tell his 
mother he loved her, and say the first 16 words of the Pledge of Allegiance. He 
could also eat by mouth for the first time in 6 years.

1  Some of the details of the case have been altered to protect confidentiality.
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It was against this backdrop of progress that I saw the patient’s wife about 
5 years ago at the hospital. She had grown old and seemed to have become sick 
as well. But we immediately recognized each other. We embraced. Her eyes still 
beamed with gratitude for what we had done for her husband years ago.

But I wasn’t so sure. As we exchanged pleasantries, my mind was somewhere 
else, wondering if we made the wrong decision. We had made so much progress 
over the past years. Might he have done well? Or well enough? My inner mono-
logue was a tortured one. Should I bring this up? Did I have an obligation to dis-
close my second guessing? Wasn’t disclosure a good? Should I tell her that if the 
same case were to present itself tomorrow I would frame it differently? Was it a 
question of being transparent, or simply unburdening myself?

More to my core, I’ve spent the last couple of decades advocating for the needs 
of patients with brain injury (Fins 2015; Wright and Fins 2016; Fins 2017; Fins 
and Wright 2018). Would I be a hypocrite if I didn’t say something?

Very quickly, I decided that I could say none of this. It wasn’t about doing 
good, it was about not inflicting a harm. After all, what good would it do to share 
my doubts? It could only be cruel and thus incompatible with my obligations as a 
healer. I thought of what Hallie wrote about cruelty (Hallie 1995). Reflecting on 
the goodness that he found in Le Chambon (and recounted in Lest Innocent Blood 
Be Shed) (Hallie 1979) he observed that:

… the opposite of cruelty is not simply freedom from the cruel relationship; 
it is hospitality. It lies not only in something negative, an absence of cruelty 
or imbalance; it lies in unsentimental efficacious love… No, the opposite of 
cruelty was not the liberation of the camps, not freedom; it was the hospi-
tality of the people of Chambon…The opposite of cruelty was the kind of 
goodness that happened in Chambon (Hallie 1995).

Simply put it would have been inhospitable at that time, and in that place—a 
hospital which should be a sheltering place of hospitality—to share my concerns 
with this still grieving wife, herself in need of healing (Fins 1996). And that was 
the guidance supplied by Hallie’s scholarly legacy, one of practical wisdom, of 
concrete ethics.

But Phil would not have been satisfied if we had stopped there. That I did not 
confess my doubts neither absolved me of them, nor answered the deeper ques-
tion of how what appeared to be good at one time might fall short years later.

These were more fundamental questions. Is the good static, or does it evolve as 
our scientific knowledge deepens? It seems that the good must certainly change, 
or at least change the way in which it expresses itself over time. And as it morphs 
it leaves us adrift.

And there’s the paradox. We often think that knowledge is empowering, that 
more scientific facts will direct us to a proper course of action. The irony is that 
as we have learnt more about brain resilience, we are less certain about what con-
stitutes the good, or what the right thing to do is.

One thing is clear: simple categoricals no longer apply. Numbers can’t point 
us to our values and science cannot answer these questions in isolation. We have 
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to engage in ethical deliberations that place the humanities in dialogue with the 
sciences, as exemplified by Phil Hallie’s concrete ethics. Nothing less will suffice.

Each generation needs to learn how to engage in this most worthy and important 
conversation. And this is why we should be grateful for Wesleyan, the College of 
Letters, and Phil’s shinning example.
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