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Advance Directives and the PSDA

minded that an advance directive gives
you the right and the freedom to ask
for the healthcare you need and want.
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* * *

Patient Self-Determination Act;
A Native American

(Navajo) Perspective

Melvina McCabe

No one has found a way to avoid death,
to pass around it; those old men who
have met it, who have reached the place
where death stands waiting, have not
pointed out a way to circumvent it.
Death is difficult to face!

—death song, Omaha!

Biomedical ethics, self-determination,
culture, ethnicity —these are all words
that in combination stir the mind and
heart of health professionals now being
forced to deal daily with such issues.

These issues that deal with life-prolong-
ing measures, such as resuscitation,
intubation, and tube feedings, are dif-
ficult issues to confront even within the
dominant society. When the factors of
culture and ethnic identity are added to
the equation, the issues become very
complex. Health professionals who, in
the majority of instances, have not been
exposed to differing thoughts, beliefs,
attitudes, and values concerning death
and dying in their training years are in
a quandary when confronted with these
matters. As healthcare professionals re-
spond to the goals of the Patient Self-
Determination Act, the complexities of
different perspectives become all the
more pressing.

The American Indian culture has val-
ues, beliefs, and attitudes concerning
death and dying that may vary mark-
edly from those of the dominant society.
There are approximately 500 American
Indian tribes within the United States,?
each tribal group having their own bio-
medical ethical conceptions. Besides the
heterogeneity of ethical conceptions
that exists between cultures, there is
also the great heterogeneity that exists
within the culture, which is due in part
to the acculturation process and to the
influence of Christianity. One particu-
lar perspective will be presented in this
paper, the Navajo perspective.

The Navajo, until recently, had no
reason based on their beliefs to think
about end-of-life decisions. Navajos
do not fear death and view death and
dying as a part of life, a part and com-
pletion of the circle of life. However,
the traditional Navajo approach to dis-
cussions of death and dying was one of
avoidance, because of the implication
of these discussions. The name of the
dead person was not spoken. Family
members avoided physical contact with
the body. Given these beliefs, one can
see how the usual Western medicine ap-
proach to death and dying would not
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be acceptable to the traditional Navajo.
Although the approaches to death and
dying differ, the Western biomedical
ethical principles of autonomy, benefi-
cence, confidentiality, truth telling or
honesty, and social justice have corol-
lary precepts in the Navajo culture.

The Western principle of autonomy
states that persons have absolute con-
trol over their bodies and minds and
can therefore decide what is best for
them without family/friend intervention
or without external judgement of right
or wrong. The Navajo people, in the tra-
ditional sense, also have a strong con-
cept of autonomy. Navajo individuals
have complete control over their pos-
sessions and actions to decide as they
deem appropriate; this autonomy ex-
tends to children. The difference and
irony, however, is that the individual
in most instances makes no major deci-
sion without the input of the pertinent
group, usually family or clan members.
Two principles are in operation here:
autonomy and consensus or coopera-
tion. If a question is posed to a Navajo,
this individual may refer the question to
the group. The fact that the question has
been referred to the group demonstrates
an affirmative response by the individ-
ual. The individual is now looking for
consensus. If the individual’s answer is
no, s’he will respond in the negative.
The principle of autonomy is present in
Navajo beliefs; however, this principle
does not stand alone —just as important
to the Navajo individual is the princi-
ple of consensus or cooperation.

The beneficence principle in Western
biomedical ethics states that there exists
a duty to do what is best for another.
A corollary in the Navajo culture is the
Navajo value of helping and aiding for
the good of the culture. Navajo individ-
uals must provide assistance in an un-
calculated way. There is no expectation
of reciprocity.

The principle of confidentiality states
that when information is exchanged be-
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tween two parties, there is an under-
standing that this information will not
be divulged to any other person with-
out consent. This principle protects the
rights of the individual; however, in
the Navajo thinking almost no major
decision is made solely by one person.
This approach reflects on the principle
of cooperation and consensus. There is
no hierarchal or vertical line of decision
making; instead there is a horizontal
line —all concerned individuals are in-
volved in some form or another in a
major decision.

The principle of truth telling states
that all pertinent information concern-
ing an individual be disclosed. Truth
telling or honesty is a value in the Na-
vajo culture. The differences between
the Anglo and Navajo cultures are the
reason why honesty is important. The
Navajo values honesty because of its
practical implications (the family will
be looked upon with disfavor), not be-
cause of the religious implications or
because it is right or wrong.

The last principle of social justice
states that all persons should share
equally and fairly in the benefits and
burdens of the resources. The Navajo
believes that no one should strive to be-
come rich for him/herself only. If some-
one is materially wealthy, this wealth
must be shared, supporting family and
clan relations and, in the end, support-
ing the culture.

The biomedical ethical principles as
outlined by Western society are not for-
eign concepts to the Navajo people.
There are corresponding principles.
However, these principles as under-
stood by the Navajo people have not
been used in the way Western medi-
cine has chosen to use them in address-
ing biomedical ethical issues. If Western
medicine can incorporate these princi-
ples, as they are understood by the tra-
ditional Navajo, into the discussion of
death and dying while respecting the
traditional Navajo’s approach to death,
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a positive and mutually agreeable out-
come may result.

In conclusion, Western-trained health
professionals must begin to acknowl-
edge and accept the differing attitudes
and beliefs concerning death and dying
of the various cultures; not only the
American Indian, but the Hispanic, the
Asian American, and the African Amer-
ican. The imposition of the dominant
society’s approach and resolution of bio-
medical ethical issues must be mitigated
when dealing with the various ethnic

groups and must then incorporate those
ethnic groups’ specific means and meth-
ods of dealing with death and dying.
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