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  THINK ABOUT IT

I n late 2015, Angela traveled to visit her family in 
Puerto Rico. Three months pregnant, she faced a 
threat she had never imagined. The Zika virus was 

spreading across the island and posed a particular threat to 
pregnant women. The World Health Organization and the 
U.S. Centers for Disease Control and Prevention issued 
travel warnings (Centers for Disease Control and 
Prevention 2016a). The dilemma for pregnant women is 
that if they contract the mosquito-borne virus, their preg-
nancies may result in a child with microcephaly or other 
neurological disorders.

Two tragic cases—each involving brain-dead, pregnant 
women on life support—show that health care is not just 
an individual matter. It can necessitate decisions by family, 
medical practitioners, and even politicians. In the case of 

Micro: Local community
What does it mean for you to be sick or healthy? Why is being sick a social status 
and not just an individual concern? How does the health or illness of family and 
community members affect the functioning of you and your local community?

Meso: National institutions, 
complex organizations, and 

ethnic groups
What type of health care system keeps people healthiest? Why?

Macro: National and global 
system

What are costs to the nation of having a national health care system, and what are 
the costs of not having one? How do health care systems vary around the world?

brain-dead Marlise Munoz from Texas, her husband and 
family wanted her taken off of life support, as she had 
expressed to them that she would never want to be kept 
alive that way. The hospital where she was admitted 
refused to do so, however, because Texas state law prohib-
ited taking life support away from a pregnant woman, even 
though Munoz was only 14 weeks pregnant, and the fetus 
was not viable. After nearly two months, Munoz’s husband 
sued the hospital, and she was taken off of life support by 
order of the district court in Tarrant County, Texas (CBS 
News 2014). In the case of brain-dead Robyn Benson from 
Victoria, British Columbia (Canada), 22 weeks pregnant, 
her family and doctors decided to keep her alive with feed-
ing tubes and ventilators. The baby was successfully deliv-
ered by C-section 16 days later (Payne 2014). Who has the 
right to decide what to do in situations like this, when a 
patient cannot communicate?

Another end-of-life situation involved Debbie, a 
20-year-old woman in Portland, Oregon, lying in pain and 
dying from ovarian cancer. She had not eaten or slept for 2 
days and was struggling for air. She said to the young med-
ical resident (doctor, in training) on duty, “Let’s get this 
over with.” The resident then gave her an injection of mor-
phine, causing her to die 4 minutes later (Standler 2012). 
These cases and others like them raise great controversy in 
medical, legal, and religious communities. End-of-life leg-
islation that determines if patients have the legal right to 
decide when to die is the topic of vociferous debates and 
varies across the United States and among nations 
throughout the world.

Today, anyone in the United States can sign a living will 
or right to die or do not resuscitate form, requesting that no 
extraordinary efforts be made to help keep the person alive 
when death would naturally occur (passive euthanasia). 
However, just six U.S. states (California, Colorado, Montana, 
Oregon, Vermont, and Washington) and the District of 

Piergiorgio Welby, an Italian poet and artist, suffered from advanced 
muscular dystrophy and was confined to a bed, attached to a 
respirator. He was lucid and spoke via a computer that interpreted 
his eye movements. He petitioned the Italian government to let him 
commit medically assisted suicide and “find peace for my tortured 
and shattered body.” The government finally granted his wish, but the 
church denied him a Catholic burial.
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