PHI1370A: Philosophical Issues in Health Care: Study Questions for the FINAL
April 19th 7pm-10pm in MNT 103 & 203 
Asked 2 of the following 6 questions!
* Use readings and PowerPoint’s from sections of course!

1. Every year hundreds of Canadians, and thousands of people around the world, die because there are not enough organs available for transplants. One solution to this problem that has been proposed recently is to legalize the buying and selling of human organs. Explain briefly how this would work in a public health care system such as we have in Canada. What are the different types of objections (especially ethical objections) that have been raised against the buying and selling of human organs? How convincing are they? Support your view by arguments.

- Without enough organs many persons die before their turn comes up, or else live under years of debilitating sickness and painful treatment. 
- Reasons for shortage of organs: people are hesitant to donate organs (not ready to make a decision when they renew their OHIP cards, irrational attachment to one’s body, religious reasons (after life), selfishness, violates deceased’s property rights, physicians neglect to inquire of family whether they would consent to donating organs when their loved one dies or family members object to the harvesting of organs from their deceased regardless of the deceased wishes. (Organs can be used only with the explicit consent of donor or donor’s family) sale of organs is not permitted 
- Possible solutions to shortage: improve donation system, educate the public, presumed consent, punish/reward, and conscription of organs, permit the sale of organs, scientific advances (ex False organs) 
- Improvements: HCP’s must request donation from family of deceased, family member’s do not overrule patients’ wish to donate organs, mandatory declaration (if the individual doesn’t indicate that they do not wish to donate it will be assumed that they do- the end result would be more organs), aggressive campaigning (showing the importance and validity to it), more efficient system. 
- Many people die either waiting for a transplant or because of shortage. 1 in 4 will receive a transplant to save their life. The other 3 will die. 
- Selling and buying of organs would be so unethical; it would ruin the definition of life and eventually destroy humanity. There would be elevation of crime in the need to save others and eventually the economy would come to a screeching haul and only those of high power would be living. In the future you could potentially see super humans, those who just reharvest their organs with new ones in order to survive. 
- Upon death all usable organs of deceased persons become the property of the state, and so would be available for transplantation- consent would be neither required nor requested. 
- Conscription (eliminates many factors, but also raises them) advantages are just add-ons to enhance the health care system but the negatives violate a lot of important and valid ideas. 
- Some believe since buying and selling of blood is legal that so should organs. 
- Apart from distributional unfairness, free markets for transplant organs would make human organs a commodity, making them intrinsically morally wrong and just plain, old wrong. 
- A bunch of different things which there ought not to be a free market for (ex. Persons, sex, pornography, votes, academic grades etc.)
MORAL OBJECTIONS TO AN ORGAN MARKET: 
- Selling X is wrong if X does not belong to the seller (or body belongs to God, which is why it is wrong to sell and buy organs) 
- Selling X is wrong if X has dignity, technically our “organs” don’t have dignity but as a whole person we have consciousness, freedom, rationality and DIGNITY. Ownership means I can’t sell, I can’t make gift of them. It is true for organs.
- Selling X is wrong when X involves degrading or physically harming some specific person (not harmful, but risky. It enhances the recipient and ennobles the donor)
- Selling X is wrong if the sale of X weakens some crucially important social institution (doesn’t really apply to organ case. It could presumably strengthen that institution of healing and altruism if critically speaking)
- Selling X is wrong if X is an “intimate” thing. (Does not apply specifically)
- Selling X is wrong if X is something that it is bad to want. (Such material is wrong, eo ipso wrong to pander to these bad wants by selling such things)
- Selling X is wrong if X will tend to be used only in violent, criminal activities (no help to present case, would not explain why it is wrong to sell organs but right to donate them)
- Selling X is wrong if X should be apportioned only on the basis of desert. (we think that persons should receive a certain harm or benefit only if they deserve it, it would be too strong because it would rule out donation as well as sale) 
- Selling X is wrong if the poor may sell X to the rich, which are less favorable to the poor (only if the poor gets a bad deal, being the case that no price is a fair price, and it would rule out donations which fails)
- Conclusion: NEGATIVE response, every principle either fails or would rule out donation. Since the strategies demonstrated has its limitations the questions are still in the balance to be argues by others. (Should be “Selling X is wrong if X is a human organ). He has not included and looked at all aspects to this moral issues and sees this as an open debate for everyone. 
ETHICAL OBJECTIONS TO AN ORGAN MARKET:
- Some organs (ex. Kidneys) can be removed and sole while the donor is still alive, but who would want to sell organs which kill the donor when removed? (Organ seller contract with making the decision of large, immediate profit of non-vital organs or selling vital organs on a futures market for investments of money now)
- It encourages killing and killing of comatose and brain dead patients to harvest their organs and profit from it (Taking away the voluntary option)
- Quality of organs would be an all out battle of legal issues 
- Exploits poor (due to their already suppressed health, behavior and living arrangements, it is an act of desperation. Other options would need to be implanted to prevent exploitation
- Selling organs is dangerous whether it could kill the donor or not.
- Unfair, only the wealthiest could afford to buy organs. 
- Xenogradfting (animal organ transplant) is not more ethical because animals cannot give consent. 
- Religion  (AUTONOMY)
- Inappropriate commodification of the human body increases costs of everything in economy including healthcare, wars would break out over who lives and who dies.
- Uniform Anatomical Gift Act states; prohibition of the sale of human organs and tissues with the exception of blood, sperm and eggs. 
- One of the most contentious debate at the moment (donor safety, unfair appeal of financial incentives to the economically disadvantaged, turning the body into a money-making tool, wealthy people would be able to access more readily) 
- A lifetime of health risks and higher insurance for organ transplants
- Would burden the health care system with much higher costs later in life for health diminishing patients from organ selling for money.
- PUBLIC HEALTH CARE SYSTEM: Private system (sold and bought in exchange between individuals in a private matter) public system (state would buy them and make them available for free transplantation) intrinsically wrong with bad consequences undermines respect and human dignity, everyone for themselves. 

2. Reading 33 (“Social Context: Clinical Trials, HIV, and Pregnancy: A Third World Tuskegee”) concerns a randomized clinical trial that was done in a number of developing countries. Describe the trial briefly but clearly. (What was its purpose? Why was it conducted in a developing country?) Explain why some critics of the trial feel that it was unethical. Do you agree with them? Support your view by detailed arguments. 

- Aim in finding a cheap and effective way of preventing HIV-positive pregnant women in developing countries from transmitting the virus to their newborns. 
- In developing countries such as 5 African countries, Thailand and Dominican Republic.
- Done in developing countries to see the correlation without the treatment and medical assistance that is easily attainable in the US or Canada (Regimen 076) 
- Reduced chances in fully developed countries of transmission compared to developing countries.
-  Not attainable in developing countries due to expenses, hospitals and equipment for intravenous administration. Also breast-feeding for financial reasons is more apparent in third-world countries making HIV transmission increased compared to women in US or Canada that use prepared formula instead? 
- Countries are also too poor to pay for the already born HIV-positive babies with their treatment, making it only within reach of the richest individuals and nations.
- An oral medication would be both cheaper and easier to admin in poorer countries. 
- Unethical because they believe the comparison group needs to be something that is realistic. 
- The care received by HIV-positive pregnant women could be measured against the outcome of the clinical trials.
- The principle is generally accepted that people deserve to receive treatments that represent the standard of medical care for their problem. 
- The results of a test of an experimental treatment are compared with the results of the standard treatment. 
- Placebos are not a good idea due to the potentially lethal or disabling disease involved.
- Placebo treatment does give false hope and also is the same as what pregnant women with the disease are getting anyways- nothing. 
- Americans should not impose their standards of care on developing countries (placebo)
- Placebos are meant to take the place of medication in hope that the patient will physiologically believe they are getting better (self-medicated) this works in minor illness that can be treated with time and belief, but HIV is a serious and deadly disease and mustn’t be ignored- much like cancer.
- Another reason placebos would be unethical in developing in countries is due to the uneducated and unsophisticated individuals. It is not clear whether they could be considered capable of understanding the medical and scientific information provided to them and therefore, their consent could not be considered genuine. 
- Patients have little to no grasp on consent and their risks. Does not match the complexity of the ethical and scientific issues involved. 
- The placebo was discontinued not for moral reasons but for data and cost reasons, they were paying money for nothing and no results.
- They wasted a large number of lives and a huge amount of money.
- Placebo undermines and feeds the patient with lies.
- Preventing the transmission of the virus at birth is probably not worth the investment of cost and effort. 
- Making breast-feeding safer is the main objective in preventing the transmission of HIV at birth, without administration of drugs.
- Was the placebo trial relevant and worth it in the end? 
- Research on humans is a very old method; it is widespread and essential to medical science. 
- If HCP’s are going to be using placebos they should only be using single-blind procedures in order to increase the health care system and improve on their medical care of the ill. 
- Some argue that other ways of getting the desired knowledge must be found. 
- The HCP needs to determine which one would be more effective. If you have such evidence then there is no need for any clinical trial of placebos or alternatives. 
- This argument rests on the assumption that either you have conclusive evidence for something or you have no evidence for it. (to determine the effectiveness of medicine).
- Need evidence that one may be better and more effective then the other new one to proceed. When uncertain trails should be carried out to determine the best treatment for the future and patients. 
- Patients must ALWAYS consent to be in clinical trials and understand the risks; only then do physicians hold the power of determining the procedure for the “test subjects”.
- The HCP can tell them the medication is the best or that they don’t think it is in their best interest to participate, although this will impede medical research it is important to provide the patient with the needed information and let them make their own informed decision and consent. 
- HCP are tied in the middle between choosing what is the good of the patient versus the good of the society. 
- HCP do have an obligation to promote but they cannot force or push a patient into doing a trail that won’t benefit them. 
- Ethical guidelines governed RCT’s are ambiguous (Declaration of Helsinki says the control group should receive the current best treatment) 
- It would be permissible to conduct such a trial only if the benefits that result from it would be made available to people in the country where the trail is conducted.
- etc. 

3. In Canada, as well as most other countries, passive voluntary euthanasia is legal whereas active voluntary euthanasia is not. (The only exceptions are Belgium and the Netherlands, where both are legal.) What is the main reason commonly given for treating the two forms of euthanasia differently? Discuss in detail whether this justification for permitting passive euthanasia, but not active euthanasia, is convincing. (At some point in your answer you should consider what James Rachel’s has to say about this issue in Reading 34.)

- Refers to the practice of ending a life in a manner, which relieves pain, and suffering. 
- Categorized by voluntary, non-voluntary, or involuntary and active or passive. 
- Passive euthanasia is defined as withdrawing medical treatment with the deliberate intension of causing the patient death. “Do not resuscitate order”. The patient will die on their own terms and the doctor simply stands by and watches as their patient dies.
- Main goal of a HCP is to never give up on your patient unless otherwise stated.
- Active euthanasia is taking specific steps to cause the patient’s death, such as injecting the patient with poison, i.e. Overdose of painkillers or sleeping pills. 
- Difference between active and passive is that in active euthanasia, something is done to end the patient’s life while in passive euthanasia something is not done that would preserve the life. 
- The process of being “allowed to die” can be relatively slow and painful, whereas being given a lethal injection is relatively quick and painless.
- Some people there is a moral difference between passive and active, they believe killing someone is worst than letting someone die. 
- Law technically forbids active euthanasia
- Active euthanasia is condemned not merely as illegal but “as contrary to that for which the medical profession stands”, whereas passive euthanasia is approved.
- The standard answer is that active euth is killing and killing is wrong, while passive euth is merely letting a person die, is this convincing?
- MAIN QUESTION: is active euthanasia morally acceptable? Should it be legalized?
- ARGUMENTS FOR ACTIVE EUTHANASIA: may reduce suffering (quicker and less painful than just letting die- also more dignified death), increase autonomy (if death is what the patient wishes, the easiest way out would be what permits active euthanasia), life and death decisions made on irrelevant grounds (whether operation or other forms of treatment are an option), the distinction between killing and letting die is mere legalistic hair-splitting (not morally relevant, they are both equally as bad), reduces costs (places increasing burdens on HC system though), doctors knowledge and effects of drugs to hasten or cause death, majority favor permitting active euthanasia
- ARGUMENTS AGAINST ACTIVE EUTHANASIA: active is killing; killing is intrinsically wrong, uncertain prognoses, incompatible with the mission of HC, which is to preserve life, too much power in hands of medical professional, distress or guilt feelings, pressure on patients to accept euthanasia even if that is not what they really want, weakened society and change of mind
- Although (response to back up arguments against) reducing suffering is a clear and valid point, autonomy is very important, intending to kill someone is way different that killing someone for their own good, dying is a benefit and in such cases killing may be morally acceptable, 
-“Double effect” as a loophole to practice active euthanasia, it does not follow that active euthanasia is acceptable, or that the behavior of such doctors is acceptable (define: set of ethical criteria for evaluating the permissibility of acting when one’s otherwise legitimate act will also cause an effect one would normally be obligated to avoid. – relieving a terminally ill patient’s pain and death follows. 
- Intentially killing a patient is different from foreseeing the death of a patient as a result of pain medication. 
- Purely medical decision/issue to be settles by patient and doctor. 
- Sometimes killing a person is a benefit to that person, and in such cases may not be wrong.
- Uncertainty must be confirmed and reviewed with the patient, same uncertainty is present in the case of passive euthanasia.
- Too simplistic to say that the purpose of medicine is to preserve life.
- Sometimes death might be in the overall interest of the patient.
- Active euthanasia can prevent abuse (starvation, kidnap etc.) 
- Stressful and guilty no matter what path chosen. HCPs should feel guilty only if they assume that active euthanasia is wrong. 
- Careful procedures and regulations, is it enough to outweigh the arguments for active euthanasia?
- Sharp difference between each type of euthanasia
- The number of ill and elderly patients is increasing, creating a heavier burden on the HC system.
- Those who should decide to withdraw life support: family members, patient’s doctors, the hospital and committee reps incl. hospital admins and public members
- Although, family members do not understand the conditions of the patient.
- Questions, when is a patient’s quality of life so poor as to make further life undesirable? When has a meaningful life become impossible for the patient? When is further medical treatment futile?
- All depends on the situation and thoughts, feelings etc of the patient and HCP. 

4. Reading 41 describes a scenario in which decisions must be made as to which of several injured patients should see the only available doctor first. After formulating a number of medical criteria to be used in such situations, the authors turn to non-medical rules or criteria. Discuss in detail, which, if any, non-medical criteria it would be morally permissible to rely upon in allocating scarce resources in health care. (Your answer should include discussion of, but need not be restricted to, the following rules which were considered in class: the Sympathy Rule, the Fair Turn Rule, the Innocents First Rule, Third-Party Interests Rule, and Past/Future Contribution to Society Rules.

- Level 1 (critical) is a category of triage nurses use for patients who need a physician’s care immediately, Level 2 (emergent) <15 min, Level 3 (urgent) <30 min, Level 4 (semi-urgent) <1h, Level 5 (non-urgent) <2h.
- Impartiality: meaning “freedom from bias, favouritism or prejudice” 
Sympathy (metarule): rule that governs the production, use, and interpretation of other, lower-level rules. It was okay for Alice to send in her aunt before the drunk! 
Minimize YPLL- measures impact of a disease or other negative health determinant, operates at the mesoallocation or macroallocation level. 
Substantial Benefit: If a patient stands to benefit substantially from being treated first, while the patient ahead of him in the queue will not benefit substantially from being treated, then the patient who will benefit substantially should be treated first. Number of life years? Quality of life years?
Fair Turn rule: Patient B can go ahead of patient A (who arrived first) if A has had a fair turn at life and B has not. For 5-year to bump 22-year old if needed treatment. AVERAGE LIFE EXPECTANCY. 
Innocents First: Patient A, who is innocent and who cannot wait for care, ought to be given priority over patient B, who is known to be at fault for the injury and who also cannot wait, other things being equal. (Lena over Terence) 
Third-party interest: childless person vs. parent of young child (dependent case), drunk vs. doctor (public good case), person with highly infectious disease vs. person without infectious disease (innocent threat case). 
Public Interest rule: public interest is great enough; patient may be given priority over those who came earlier. (Pope or PM over ordinary person)
Medical benefit: where the medical interest is great enough, a patient may be given priority over those who came earlier. 
Past-Future Contributions rule:  not morally permissible because it is too difficult to measure the contributions of each patient and impossible to determine the future contributions if two patients of the same medical urgency enter, and one has contributed to society substantially, while the other has not, it is not moral grounds for a decision. Medical officials should be impartial and treat them in order of entrance into the ER. 
- Micro- on a small scale (distributing dialysis machines amongst individuals) macro- large scale (allocating funds between treatment or research, one disease vs. another) 
- JUSTICE is an important principle as to how they should be allocated if everyone is to be treated justly and fairly. 
- **Distributive justice: how benefits and burdens should be distributed if the distribution is to be just and fair. Retributive justice: what punishment is appropriate for wrongdoing.
-  Desert theory: everyone should get what he/she deserves based on talent, effort, contribution, need etc., Utilitarianism: things should be divided up in such a way as to maximize happiness, seems to ignore justice and fairness, Rawls’ theory: things should be divided equally unless inequalities make everyone better off, we need a procedure that is impartial, Libertarianism: inequalities are okay as long as no one’s rights are violated. 
- Social contract theory- people don’t like living in a state of nature, a state without government, rules, and order, so they come together and agree to set up a state. 
- Original Position- deciding on the rules/institutions of their society, full rational and entirely self-interest, select rules and protect their own interests.
- Veil of Ignorance- prevents people from knowing any of their persona; characteristics (strong, weak, rich, poor, male, female etc), fair agreement possible?
- Max reasoning strategy- wanting to avoid the worst outcome picks the one whose worst outcome is best. 
- Criteria for ordering patients (medical- nature of injuries, seriousness, possibility of benefitting from treatment & non-medical- number of dependents, contribution of patient to society, age, relatives, friends)
- “Worst First, First Come, and Hopeless Second”
- Treat those with the most serious injuries first, after that, it’s first come, first served. Make an exception for those who cannot be saved- treat them after those who can be saved
- FIRST COME, FIRST SERVED. Exception- most seriously go first, hopeless last.
- Order patients by level, and, within each level, use the first-come rule
- Other relevant criteria (priority to those suffering more, can be treated more quickly, will have a better quality of life if saved)
- Other criteria: past contribution to society, future contribution to society, significance of treatment for medical science (research?), moral worth of patient (religious leader ahead of a prostitute) 
- Hard to decide who is important to the society and their family? 
- Treat patients as means, not ends.
- “Buy” as many life years as possible for the money spent. This adds value to each person’s well being, no matter what his or her illness.

5. In recent years more and more Canadians are seeking what are referred to as alternative medicines of one form or another. Explain as clearly as you can what is meant by the term ‘alternative medicine’, and then discuss in detail whether, or to what extent, the Canadian health care system should be prepared to pay for treatments involving alternative medicine when Canadians opt for them.

- Alternative medicine is in Western cultures, it is a healing practice that is not like conventional medicine.
- Medical practices not recognized, or acknowledged, as effective by the medical establishment, but used by a significant number of people. 
- It has not been shown consistently to be effective.
- Based on historical or cultural traditions.
- Medical herbs play a big role in alt medicine
- Acupuncture, anthroposophy, ayurveda, chiropractic, herbalism, homeopathy, naturopathy, Siddha medicine, Unani & traditional medicine. 
- Helps with whole medical systems, mind-body interventions, biologically based therapies, manipulative therapy and energy therapies.
- CAM: same interventions when used in conjunction with mainstream techniques.
- Focuses on individualizing treatments, treating the whole person, promote self-care and self-healing, recognizing spiritual nature of each individual. 
- Difference between CM & AM: CM- based on an accurate understanding of biology, the functioning of the body that has been scientifically verified. AM- based on out-dated theories, assumptions about functioning of the body, or other beliefs not adequately tested. 
- Criticisms of conventional medicine: fails to appreciate the importance of patient’s mental state, non holistic, neglects spiritual component of health, over reliance on drugs and influences drug companies, over emphasized curing/treatment of illness and disease, rather than prevention, rushed, non personal, fragmented. 
- Alt med: strong tradition, last hope to CM, don’t understand science behind CM, placebo effect, more natural, not connected with false big business’ 
- AM is harmful because it is not based on reliable evidence, people are gullible, cheated out of medicine and given false hope.
-  Should the public health care system be expected to fund treatment that has not been scientifically verified as effective or reliable? Components of AM should be incorporated into CM. 
- Alternative Med has become huge in Canada with those individuals trying to be more healthy and natural. Drugs are too overused today and patient’s autonomy and health is taken advantage of by coning them into buying pills upon pills for useless, treatable things. 


6. It is sometimes argued that prenatal screening for the purpose of terminating a pregnancy if the fetus is diagnosed with a “birth defect” is unethical on the grounds that it discriminates against those with the relevant disabilities. Explain this type of objection to prenatal screening (for the purpose specified) as clearly as you can. Discuss in detail whether such objections are convincing. 

- 2-3% of babies have some major “birth defect”.
- Tests to plan and prepare for birth of a disabled child or terminate pregnancy.
- Reasons given FOR prenatal screening: prevent birth of disabled child, reduce, prevent, and suffering that accompanies having a disabled child, preserving scarce economic or medical resources for family or society, protection of human genetic heritage, eliminating “bad” genes from gene pool, parental rights to reproductive freedom. 
- Objectives AGAINST prenatal screening: abortion objection (whether there is any objection to prenatal screening and the abortions that often result, over and above whatever general objections there may against abortion. Prenatal screening is blatantly discriminatory. Harmful to individual disabled people- prenatal screening would help to legitimize discrimination against disabled people, would reduce their numbers, which, in turn, would harm them further by making them more isolated, less powerful, etc. Have an adverse effect on human diversity- disabled people make “a unique contribution to the world”. They “teach valuable lessons about respect for difference, about the nobility of achievement in the face of great obstacles, and even about the value of life and what makes a life worth living”. Hurtful to disabled people- like saying that such people should not exist, that it is a bad thing to be disabled. Like saying “the rest of us are trying to prevent the existence of people like you”. 
- Defense of prenatal screening from objections: if the objections to prenatal screening were valid, it would follow that certain actions would be permissible, it is clear that these actions are not permissible, therefore, the objections are not valid.
- Drug that has the following effects: increases women’s sexual pleasure, increases fertility by inducing ovulation, also causes destruction of the egg already in the fallopian tube and causes a new and different egg to be released, the new egg will be damaged in a way that will cause the person which this egg will develop into to be disabled in some way 
- The disabled child the woman conceives in the hypothetical example is a different child from the one she would have had if she had not taken the drug. So, by taking the drug, she is not causing an existing fetus to become disabled, but rather is causing a new fetus to be created which will be disabled. 
- It is obvious that it would be wrong for a woman to take such a drug knowing that it will have this effect, i.e. that it will cause her to have a child who is disabled rather than another, different child who is not disabled. Prenatal screening must be, at the very least, morally permissible.
- Moral objection to voluntarily having a disabled child- an objection that is strong enough to make it wrong to causes oneself to have a disabled rather than a non-disabled child. But if there is such an objection, it must surely be at least permissible for people to try, by morally acceptable means, to avoid having a disabled child and to have a non-disabled child instead.
- Opponents of prenatal screening and selection claim that the life of a disabled child is just as good as the life of a non-disabled child.  If this were correct, why would it not be permissible to deliberately damage one’s fetus in such a way as to cause it to become a disabled person. And wouldn’t those who oppose such acts be discriminating against disabled people. But these consequences seem to be absurd. 
- Issue of causing disabilities: deliberately choosing a deaf sperm donor, not really a disability or disadvantage. Deaf people are different but their quality of life is not lower than that of non-deaf people. Deaf people have their own culture. 
- Issue of using prenatal screening to avoid disease: use embryo selection to ensure no illness. Genetic therapy using genetic engineering to prevent or avoid illness, as opposed to genetic enhancement i.e. using G.E. just to get desired traits for more cosmetic reasons. GT is usually considered okay, but GE is not. 
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