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Abstract:  
 

A rabbi is often consulted for advice by Jewish patients faced with a de-
cision regarding medical treatments or operations that may pose serious 
health risks. Providing such advice carries a serious responsibility, and 
in order to optimize the likelihood of making the most appropriate deci-
sion possible, rabbis frequently consult with physicians to provide them 
with critical medical information. This paper discusses the potential role 
that an epidemiologist (a scientist and/or physician who studies the in-
cidence, prevalence, spread, causes, prevention, and control of diseases in 
specified populations) might serve in addition to the rabbi’s medical 
consultant panel. 
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A rabbinic decisor (posek, poskim (pl.)) is often consulted to help 
a patient decide whether or not it is halakhically permissible to un-
dertake a medical procedure. Some consult poskim who have a spe-
cial reputation within the Orthodox Jewish community of being 
experienced in such consultations, and are widely sought out for 
their rabbinic knowledge. Frequently, the local synagogue rav / po-
sek is consulted, who is more familiar with the patient and family 
situation. However, in both scenarios, the posek may not have the 
experience and or expertise to deal with a complex medical issue. 
This can present a significant dilemma for him, especially for un-
usual questions where appropriate medical consultation is not readi-
ly available.  

The objective of this paper is to suggest an additional resource 
for this problem. Even in the best of circumstances, there is a criti-
cal need for improvement of the process of making the most com-
plete, relevant medical information available to the posek, so that he 
can provide appropriate advice that is consistent with Jewish law 
(halakhah). The road toward an acceptable, easily available and lo-
gistically feasible methodology may be a long one, and perhaps it 
may be too complicated to actually develop and maintain a fully 
acceptable process. However, it behooves us to address the issue 
responsibly. 

Some medical halakhic decisions are relatively simple (if there is 
even the need to ask a shailah), such as removal of a cataract that 
significantly affects a person’s vision, or repair of a torn rotator cuff 
(shoulder injury) to relieve pain and restore mobility. The halakhic 
risk/benefit consideration is readily apparent and easy for the posek 
to decide with minimal if any medical consultation. However, deci-
sions about other procedures, such as cardiac surgery, salvage cancer 
chemotherapy, or surgical treatment of back pain, may be more 
complicated halakhically. To provide the best halakhic advice, a po-
sek should consult with expert, experienced physicians. While most 
procedures and operations have usually been thoroughly vetted and 
evaluated before they become common practice, and medical spe-
cialists can provide the posek with reliable opinions, there are cases 
that are not as clear, e.g., for recently introduced medical / surgical 
therapies and for controversial or less well-proven regimens. The 
fact that procedures or operations are widely accepted does not nec-
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essarily guarantee their effectiveness. The paper When professional 
opinion is not enough(1) discusses precisely that problem, as does the 
book How doctors think,(2) by Jerome Groopman, past Chairman of 
Medicine at Harvard Medical School.  

Many rabbonim frequently rely upon clinicians in their com-
munity for practical medical advice regarding questions they re-
ceive, but a physician may be too busy or inadequately trained to 
comprehensively explore and critically evaluate a given treatment in 
areas that they do not regularly practice. Most medical schools re-
quire a course in research design, and throughout medical training 
physicians attend journal clubs where they are required to analyze 
medical papers and assess the validity of a study’s conclusions in 
light of its research methods. Nevertheless, decades of working with 
physicians in the capacity of consultants for their research designs 
or as participants in their journal clubs have shown us that physi-
cians often do not have the time or skills to critically evaluate medi-
cal research in areas outside their expertise.  In contrast, epidemiol-
ogists (scientists and / or physicians who study the incidence, preva-
lence, spread, causes, prevention, and control of diseases in popula-
tions, and take courses in biostatistics and research methodology) 
are trained to critically evaluate literature reports about treatment 
and often themselves contribute to such literature. Therefore, a po-
sek should be aware that expert epidemiologists can provide an im-
portant element of critical evaluation of the treatment literature.  

We would like to clarify that poskim and their consulting physi-
cians currently are committed to helping patients choose the best 
medical options in the most responsible way they know. The objec-
tive of this paper is a constructive one; i.e., to improve the quality 
of a posek’s options for the less common conditions where a clinical 
expert is not readily available or where there is a difference of opi-
nion amongst the clinical experts. Further, the applicability of the 
points made in this paper may vary from posek to posek. For exam-
ple, it may be less applicable to poskim who live in large metropoli-
tan areas and consult with practicing physicians of high-caliber aca-
demic institutions, as compared to those who do not have access to 
these professionals. Nevertheless, this paper can be helpful to all 
poskim. 
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Let us present a hypothetical issue that might require a posek’s 
opinion, and then follow it with several actual problem issues in the 
areas of cancer and heart disease.  

Suppose a posek is asked whether a patient should undergo a cer-
tain serious cardiac operation that is purported to extend life, and 
let us suppose that the operation has become accepted because in-
vestigators found that patients who underwent the operation lived 
longer than those who had only medical treatment. A clinician or 
epidemiologist trained to critically evaluate such reports would pose 
several questions about how study patients were chosen to undergo 
the operation: Did the surgeons choose the healthiest patients? 
Were patients who were especially frail and not expected to live 
much longer, no matter what, excluded from the study? If so, the 
observed beneficial effect of the operation might be an artifact, with 
the longer survival due to the better pre-op health of these patients, 
and not to the operation itself. More definitive and reliable evidence 
for the benefit of the operation could be demonstrated if the study 
patients were properly controlled and randomized a priori to un-
dergo surgery or to be non-operated, medication-treated “controls,” 
with the two groups having similar pre-operative health status and 
life expectancy assessments. Having a clinician or epidemiologist 
available to critically analyze a study to see whether or not it met 
those standards would enable a posek to get the best advice from 
physicians he may consult. 

Could the need for obtaining the advice of an epidemiologist be 
obviated by consulting comprehensive review articles about out-
comes, such as those in the Cochrane Database of Systematic Re-
views, an electronic library that is available to the public and physi-
cians, dedicated to providing accurate, up-to-date information about 
the effects of various aspects of healthcare? Such reviews can be very 
helpful, but one must recognize that the state of medical knowledge 
is dynamic—the best practice changes as a result of newer critical 
studies and evaluations. A review article, be it ever so comprehen-
sive, is fixed at a point in time, whereas a living, critically trained 
advisor, such as an epidemiologist, is continuously current with the 
best available practices.  

An example of this issue is provided by the history of surgical 
removal of pulmonary metastases from colon cancer. Over the past 
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10–15 years, numerous papers have addressed the advisability of this 
procedure.(3–15) While the results have been somewhat inconsistent, 
on balance the evidence, till very recently, indicated that the proce-
dure could extend survival, and was so stated in a review in 2007.(3) 
However, a more recent study, in 2009,(16) reports that surgery was 
usually unsuccessful in female patients under 65, with less than one 
year between the diagnosis of colon cancer and the appearance of 
lung metastases, and/or with more than two metastases. No such 
patient was cured by the surgery. The investigators concluded that 
indeed routine surgery for these patients was not indicated, and that 
medical management should be the standard treatment for patients 
who have more than two metastases and less than one year between 
the diagnosis of the primary cancer and the lung metastases. 

In order to further clarify which patients can benefit from sur-
gical removal of lung tumors that have metastasized from a colon 
malignancy, a funded randomized clinical trial was launched in the 
United Kingdom in March 2010.(17) This example underscores the 
dynamic nature of medicine and that a physician who advises a pa-
tient or a posek must be completely au courant with the latest re-
search studies of a procedure and capable of evaluating them criti-
cally.   

Another example of the importance of keeping up with the lat-
est developments in a critical area of medical or surgical treatment is 
provided by the history of the evolution of knowledge about hor-
mone replacement therapy (HRT) for postmenopausal women. The 
earliest clinical observation in this area was that women in every 
country, whether the prevalence of coronary artery disease (CAD) 
was high or low, have much lower rates of fatal CAD than men.(18) 
This prompted “observational” (i.e., non-randomized and usually 
non-prospective) studies that compared the incidence of CAD in 
women who received HRT and those who did not. Many such in-
vestigations concluded that HRT provided cardiac protection. Here 
too, however, the issue was clouded by the non-comparability of 
women who did or did not take HRT. Women who take HRT are 
more likely to be white, educated, upper middle class, and lean, and 
often have a generally healthy lifestyle; thus one could not separate 
the effects of HRT itself from effects of the low-risk profile of women 
who take it. Nevertheless, it became conventional wisdom that 
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HRT greatly lowered the risk of CAD. The ongoing concern about 
the validity of this conclusion prompted several randomized, place-
bo-controlled, double-blind studies of the effects of HRT on CAD. 
One such study, the Women’s Health Initiative (WHI), was sup-
posed to last 8.5 years but was terminated prematurely when it be-
came evident that women taking HRT had significantly poorer 
health outcomes than those who were not. They had higher rates of 
CAD and also higher rates of breast cancer, stroke, pulmonary em-
boli, and dementia. Another trial, the Heart and Estro-
gen/Progestin Replacement Study (HERS), demonstrated similar 
results. These findings are highly instructive: it is just not possible 
to substitute non-randomized “observational” studies for the gold-
standard randomized, double-blind, placebo-controlled studies—the 
results may be completely wrong, as they were in this case. 

We now describe a patient in whom clinical and epidemiologi-
cal information interacted with a posek’s decision about heart sur-
gery.  

Judy (not her real name) had had a mitral-valve defect since 
childhood. When she came into menopause, her physician pre-
scribed HRT to control her hot flashes. Judy was pleased to read 
that HRT was also cardio-protective. When the results of the WHI 
and HERS trials were reported, Judy was horrified and immediately 
stopped taking HRT. Thereafter, her cardiac function deteriorated 
severely, and her physicians recommended that she undergo surgical 
repair of her mitral valve. The thought of open-heart surgery was, if 
anything, not taken lightly. As Judy was smart and an Orthodox 
Jew, she tried to cover all her bases. Her research revealed that a 
surgeon from a heart clinic that is well recognized for its expertise 
in cardiac surgery was moving to a hospital very close to where she 
lived. This, she thought, was indeed welcome news (although she 
did not know the reasons for his leaving the clinic). She would not 
need to burden herself or her family by being treated in a clinic ac-
cessible only by an airplane trip. Since Judy was an Orthodox Jew, 
her family asked their posek whether she should undergo the sur-
gery. He advised that she should. Judy had the surgery and at first 
seemed to have come through it well. However, it soon became ap-
parent that her liver and kidneys were failing; after 11 weeks in the 
hospital’s intensive-care unit, Judy succumbed to an infection. 
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It should be pointed out, that the quality of a surgeon explains 
only a small part of the better surgical outcomes of a highly re-
garded heart clinic. Such clinics have systems in place and multidis-
ciplinary teams that play critical roles in preventing and rapidly ad-
dressing complications after surgery. It is this team’s interventions 
that can reduce morbidity and mortality. The decision as to wheth-
er to choose the best physician or the best medical center varies 
from case to case, and is recognized as being both critically impor-
tant and complex (19). In retrospect, an expert physician could have 
made this clear to the posek who advised Judy. 

As an aside, we now have information that can be relevant for 
future cases that could be similar to that of Judy’s. In 2008,(20) after 
reviewing the medical charts of 24,977 patients (49% women) who 
had undergone mitral valve surgery, investigators concluded that 
estrogen withdrawal during the perimenopausal period is associated 
with a substantially higher mortality after mitral-valve surgery. 
Once again the dynamism of medicine, and thus the need to have 
up-to-date information, is apparent. 

 
Summary and Conclusions 

 
When a posek gives advice to a patient about undergoing an opera-
tion or dangerous medical procedure, he bases that advice on the 
information that he received from his panel of medical advisors. In 
seeking the best possible advice, as demonstrated from the examples 
presented in this article, such a panel should include experienced 
clinicians and /or epidemiologists who, when deemed necessary, 
can critically assess the total medical evidence and provide a report 
that is custom-tailored for a specific patient and their unique set of 
risk characteristics. A recent article in the New England Journal of 
Medicine holds that such personalized assessments are at times es-
sential.(21) Further, in Dangerous disease & dangerous therapy in Jewish 
medical ethics,(22) Rabbi Dr. Akiva Tatz expounds, and argues that in 
order to act appropriately according to  halakhah, it is frequently 
critically important to undertake the complex endeavor of account-
ing for both personalized medical and halakhic factors simultaneous-
ly.  

There may be potential gaps that need to be filled when arriving 
at the correct halakhic answer for selected complicated medical con-
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ditions, and we hope that this article will serve as motivation to 
seek appropriate advice from experts. First, a posek needs to obtain 
appropriate information from his consulting physicians to make the 
best halakhic decision. The physicians should feel confident that 
they have provided all the necessary accurate information.  If they 
feel any uncertainty, they should recommend that another specialist 
be consulted in order to get the most updated and complete relevant 
information. Second, for rabbonim without easy access to qualified 
experts, we need to develop and adopt an appropriate method for 
identifying the most competent physicians to serve as consultants 
for these rabbonim. Perhaps we should have a “bank” of physician 
consultants and epidemiologists who can competently access, assess, 
and review the literature for various medical conditions. Along 
with the creation of this “bank” one would need to design a me-
chanism for its funding. 

Our proposal has advantages over other systems, such as EC-
CO, that primarily recommend physicians. 1) Our proposal in-
volves a team that is dedicated to getting the most current, in-depth, 
accurate information that is applicable to a particular individual pa-
tient; 2) We propose to form a team that includes physicians who 
are recognized by their peers for their competence, as well as scien-
tists who are capable of compiling a custom-tailored report based on 
a critical evaluation of the available medical literature. 3) As there 
are clinical situations for which Orthodox Jews would not deem 
such reports to be sufficient for arriving at a final decision, our team 
is led by rabbonim, who can integrate all relevant information in an 
Orthodox Jewish context. This could be critical when, for example, 
final halakhic decisions might require risk/benefit considerations—
what the individual considers to be a worthwhile risk might not be 
halakhically justified. Working through rabbonim ensures that ha-
lakhic factors, even when not apparent, are considered. Working 
through respected rabbonim who are objective and compassionate 
provides a humane setting that facilitates the processing of informa-
tion by the patient. 

As no other existing system incorporates all these essential 
components—i.e., clinical advice from recognized physicians, a fur-
ther custom-tailored report based on a critical assessment of the cur-
rent state of knowledge, and the assimilation of this information by 
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a Rav into a decision that is optimal medically and halakhically—it is 
likely that our proposal would consistently provide better results 
than other existing systems.  We would, however, explore the pos-
sibility of forming a consortium with other systems in order to 
produce an organized, non-fragmented service, whose parts are not 
wastefully replicated.  

Thus, improving the process of making halakhic medical deci-
sions may be complicated and take a long time. However, it is our 
obligation to start. 

 
 

VeCHAI BaHEM (AND LIVE BY THEM) (23)  
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