PHI1370 Final Exam Review

Study Questions for Part A (16 points)
1) What is meant by presumed consent, punish/reward and conscription in the context of procuring human organs for transplants?

· Presumed Consent: it is assumed that people wish to donate, unless they sign a form explicitly indicating otherwise. The rationale behind this is that many people would not go to the trouble of denying permission to use their organs, so many more organs would become available 

· Punish/reward: 

· This idea has different versions

· Organ donors given priority as organ recipients 

· Non-organ donors go to bottom of waiting lists for organs

· Non-organ donors are not eligible for organ transplant 

· This idea would be hard to administer, and it calls into question the ethics of punishing and rewarding patients 

· Conscription: upon death all usable organs of deceased become property of the state, and so would be available for transplantation- consent would be neither required nor requested

· This would save thousands of live and be less costly but would violate the autonomy of the decedent 

2) What ethical problems are raised by what is called transplant tourism?

· Transplant tourism: traveling to a foreign country for a transplant because of the shortage of organ donors and long wait times in host country 

· Ethical issues of transplant tourism

· Is it fair for the recipient to receive free medical care upon their return when they illegally obtained organs 

· Donors are usually a marginalized group, often poor and illiterate. Many donors lost their jobs after donation because they could no longer lift heavy objects 

· Health conditions for donors are often very poor (unsanitary conditions, lack of post operative care)

3) Explain the difference between physician-assisted suicide, passive voluntary euthanasia and active voluntary euthanasia?

· Euthanasia: a person(X)  intentionally kills or permits the death of another person (Y) for their own benefit (Y)

· Passive voluntary euthanasia: the subject is competent and requests their own death, and a person (X) intentionally allows another person (Y) to die for their own benefit (Y)

· Active voluntary euthanasia: the subject is competent and requests their own death, and a person (X) intentionally kills another person (Y) for their (Y) own benefit 

· Physician –assisted suicide: a physician intentionally helps a patient (Y) to commit suicide 

4) Why is passive voluntary euthanasia legal in Canada but not active voluntary euthanasia?

· Define passive voluntary euthanasia and active voluntary euthanasia 

· The general view is that active euthanasia is killing and killing is wrong. While passive euthanasia is merely letting someone die 

5) How is James Rachels’ Smith/Jones example in reading 29 supposed to be relevant to the morality of active voluntary euthanasia?

· Example from reading: Smith and Jones are both monitoring their 6 year old cousin (the death of this child would mean gain for both men). Smith drowns his cousin in the bath whereas Jones observes his cousin hit his head and fall face down in the water and drown but does nothing to save him
· This example points to the distinction between killing and letting die and underlines that it is a mere legalistic hair-splitting. Rachels’ objection holds that the distinction between killing letting die is not morally relevant- the only difference between the two acts is that one is killing and the other is letting die but morally they are equally bad 

6) Describe two major considerations that count in favour of legalizing active voluntary euthanasia in Canada. (Don’t evaluate them.)

· Would reduce suffering 

· Killing a patient is sometimes quicker and less painful than letting the patient die (and may also allow for a more dignified death

· For example: ALS patients cannot speak, swallow walk, move without assistance, and some would say if a person is afflicted with this are they suffering more by living? 

· Would increase autonomy

· Being serious and true to maximizing autonomy, if death if what a competent person wants then society should permit active euthanasia 

· Some would claim that people have a human right to euthanasia 

7) Describe how randomized clinical trials work.

· The objective of an RCT is to test the effectiveness of an intervention 

· Patients are randomly divided into two groups

· Experimental group: receives an intervention

· Control group: group that is given a placebo or best current treatment 

· Types of blind trials

· Single blind: patients don’t know which group they are in but their doctors do

· Double blind: neither the patients nor their docotrs know which group they are in 

· Phases of RCTs

· Phase I: tested on small group to see if the drug or treatment of safe, the maximum dosage is determined 

· Phase II: tested on a larger group (100-300) who have the illness 

· Phase III: tests on a larger group (1000-3000) with a control group to compare the effectiveness 

· Phase IV: further resting to gather additional information about effectiveness 

· If at the end of the trial the rate of improvement in the experimental group is significantly greater than for the control group then there is evidence that the new therapy is more effective in treating the illness

· The evidentiary strength increases as the number of participants increase and the longer the trial endures 

8) Explain why the Hellmans in Reading 38 believe that randomized clinical trials sometimes raise a serious ethical problem for physicians.

· Randomized trials often place physicians in the ethically intolerable position of choosing between the good of the patient and the good of the society. We urge that such situations be avoided and that other techniques of acquiring clinical information 

9) Explain clearly the doctrine known as “clinical equipoise”.

· This doctrine holds that there is genuine uncertainty within the expert medical community (not just necessarily on the part of the individual investigator) as to which of alternative treatments is more effective 

· If it is to be acceptable to conduct a trial, there must be uncertainty as between the effectiveness of different treatment 

· If a physician merely has a hunch that one treatment is better there is no obligation to inform the patient. The obligation is only to inform the patient if the medical community has a preferred treatment

10) Briefly describe two theories of justice.
· Justice is an important principle in the context of allocating scarce resources
·  Theories described will be based on distributive justice (how benefits and burdens should be distributed if the distribution is to be just and fair)
· The desert theory: a distribution is only just if each person gets what he/he deserves. Some criteria of desert include talent, effort, contribution, danger, difficulty, need 
· It is argues that determining how much different people will receive can be arbitrary and unfair 
· The Utilitarian theory: a distribution of benefits and burdens is just if and only if it maximizes overall happiness 
· Different ways of dividing things up may produce different amounts of happiness (i.e. dividing up ice cream cones on a soccer team vs. distributing organs among patients) 
11) Describe the “Worst first, first come, and hopeless second” rule for deciding which patients should see the doctor first in the triage case, reading 44.
· This rule holds that those with the most serious injuries are treated first, but after this it’s first come first served. There is an exception for those who cannot be saved to treat them after those who can be saved 
· Basically the rule is first come, first served with two exceptions: more seriously injured go in first and the hopeless cases go in last 
12) What is the Sympathy Rule in the triage case, reading 44?
· This rule begins with the impartiality rule which is that HCP should usually be impartial in helping patients. However the rules must be appropriate for people with ordinary human sympathies and feelings (i.e. biases toward friends or relatives)
· The sympathy rule would NOT permit HCP to help their relative/friends in any way they like. It would permit them to give priority to their relative only in very extreme, life and death situations 
· This rule is okay in society’s POV because society values both impartiality and close ties between relative and friends. The sympathy rule os a compromise between the two 
· Therefore in the case of reading 44 it was oaky for Alice to send her aunt in first 
13) What is meant by the term ‘alternative medicine’? (Try to be as precise as you can.)
· Alternative medicine: remedies, treatments or practices used for medical purposes but not recognized or accepted as effective by medical establishment (also called folk medicine, complementary medicine). This does not necessarily mean non-Western medicine 
· Emphasizes a holistic approach to health including importance of natural substance (as opposed to man-made drugs of modern medicine). It often also involves a spiritual or religious component (emphasizes relation between body and mind) 

· Examples of alternative medicine include: homeopathy, herbalism, ozone therapy
14) What is it about alternative medicines that many people find attractive?
· AM have a long history and tradition which many people find reassuring and it is usually cheaper than complementary medicine 
· AM often consists of natural substance which many people find reassuring, while CM is seen unnatural (i.e. because of the use of drugs) 
· Unfortunately for many people CM does not work to cure them so AM is their last hope. Additionally AM is often less invasive than CM and can be done at home which removes the unfamiliarity of a hospital environment 
15) What are the most important ways that alternative medicines can be harmful?
· People opt for AM rather than obtaining medical treatment and sometimes pay the price because their illness has advanced 
· Some forms of AM can be physically harmful and there is little or no government regulation of them
· People don’t always inform their doctor they’re using AMs and these measures can be harmful when taken with medicine (affects continuity of care) 
· AMs often give people false hope (i.e. claiming AM can cure cancer that conventional medicine was unable to treat) 
Study Questions for Part B (24 points) 
1) In reading 16 Dr. Mack Lipkin argues that there are many circumstances in which it would be morally permissible for doctors and other health care professionals not to tell patients the truth, or sometimes even lie to them. Do you agree or disagree? Why or why not?

· Crucial question: whether the deception was intended to benefit the patient or the doctor 

· Circumstances Lipkin says it is permissible to not tell the truth:

· Impossible to tell patients the whole truth, it is too complicated and there’s to much information or doctors don’t know the whole truth (there’s too much uncertainty in medicine)

· Patients could misinterpret information they are given 

· Ethical issues

· Utility consideration using act utilitarianism: Always try to do those particular acts that will produce as much happiness as possible. an act is right is and only if no other act could have performed that would produce a higher utility. This shows sensitivity to special cases in that it invites us to deal with each case as unique 

· A physician must consider what will produce the greatest happiness for the patient. Has the patient made their wishes clear about the depth of knowledge they would want? For some patients they do not wish to be told the whole truth

· Kant’s Universality test for the rightness of an act 

· Universality version: always act in such a way that the maxim of your act could be a universal law

· Test of right actions:

· Identify the maxim (rule) of your act

· Supposed everyone follows the same maxim

· Consider what the result of the two options would be: if the result if a contradiction then the act is wrong;  if there is no contradiction then the act is permissible 

· If the rule was that physicians are not required to tell patients the whole truth, then all physicians could leave out details to the patient. This would impact the trust between the doctor and patient which would decrease effective of treatment 

· Autonomy: the degree to which one has control over their body, life and decisions regarding medical care

· Is a patient’s autonomy reduced if they do not have the whole truth regarding the condition? 

· Paternalism and beneficence must be examined because is doing what is in the patient’s best interest sometimes being dishonest with them 

· I think that physicians should give patients the whole truth about their condition or treatment. While the argument that some patients lack the medical knowledge necessary to fully comprehend the information they are being given, the burden of responsibility should be on the health care provider to ensure the highest understanding possible 

2) Is there anything inherently or intrinsically wrong with buying and selling human organs (as long as suitable precautions are taken to avoid abuse)?

· Two versions of selling organs exist: people would be allowed to sell organs while alive and also after their death, OR allow sale of organs only after their death 

· Arguments for allowing the sale of organs

· Would probably greatly increase the supply of organs

· People own their bodies including their organs

· Would help to avoid abused of transplant tourism

· To ensure not only the wealthy would buy organs the state could purchase organs and make them available for transplant (as opposed to allowing private sale of organs between individuals). This would ensure that individuals of all classes and needs were supplied with organs and not just those who are able to pay 

· While there are some inherent issues with buying and selling of human organs: 

· Organ donation can be seen as physically harming the donor but removing or transferring an organ need not harm or degrade the donor

· The poor would not be affected because the state could regulate the distribution on organs based on the physical needs of the person 

· Autonomy, utility, beneficence 
3) What are the strongest arguments that could be given against legalizing active voluntary euthanasia in Canada? How convincing are they?
· AE is killing and killing is intrinsically wrong 

· Even if killing is intrinsically wrong this should not be given absolute weight. 

· The ‘wrong’ of killing must be weight against other wrongs. If a patient is suffering to the point where they are wishing for death is their autonomy not compromised by a doctor refusing to do what their patient wants? But the intrinsically wrong actions is harming a person not killing. Mostly killing a person is a harm to that person and therefore is wrong. However sometimes killing a person is a benefit to that person and in such cases may not be wrong 

· The medical prognoses on the basis of which decisions about euthanasia are made are uncertain 

· Even if a prognosis is uncertain a patient can be fully informed of this and still given the right to decide for themselves what they wish the course of treatment to be

· The same uncertainty exists in cases where passive euthanasia performed 

· Incompatible with the mission of HC which is to preserve life 

· AMA claims that AE is contrary to what the medical profession stands for, but PE is approved

· It is too simplistic to say that the purpose of medicine is to preserve life. Medicine has more than one purpose like relieving suffering, promoting the medical well being of patients and sometimes death might be in the patients best interest 

· Ideas of non-maleficence and beneficence 

· Might put pressure on vulnerable patients (i.e. elderly) to accept euthanasia even if it is not what they really want 

· The danger of pressure can be minimized and attempted to be control through careful procedures and regulations 

· This same danger would be present even in the case of passive euthanasia (would the same vulnerable persons feel pressure to forego treatment?)\
4) Should health care providers be required to be strictly impartial in allocating scarce health care resources amongst those who need them, or should it permit some degree of favoritism or nepotism?
· Allocating scarce medical resources exist at two levels:
· Micro allocation: on a small scale (i.e. distributing dialysis machine amongst individuals)
· Macro allocation: large scale (i.e. allocating funds between treatment or research, one disease vs. another 
· The main issue in allocating resources is ensuring that the distribution (whether micro or macro) is just  
· Distributive justice: how benefits and burdens should be distributed if the distribution is to be just and fair 
5) In deciding how to distribute scarce medical resources amongst people who need them, should doctors, nurses, and other health care providers rely upon any non-medical criteria? If so, which ones should they rely on? Defend your view by argument.

6) Some people today maintain that our publicly funded health care system in Canada should adopt a more tolerant view of alternative medicines and agree to fund at least some of them? Do you agree or disagree? Support your view by argument.
· Define alternative medicine vs conventional medicine (medical practices accepted and used by the medical establishment 

· Give three reasons for AM and three against

· HCS in Canada should embrace the useful parts of AM (i.e. body mind connection) and incorporate the good parts (acupuncture) (offering yoga to workers) 

· AM should be used in health care BUT it should not be publicly funded for several reasons

· Some think that because a certain practice has been used for hundreds or thousands of years means there must be some effectiveness. However just because is has been around for a long time is not a form of evidence, and therefore is not necessarily medically effective. This only indicates that it is widely believed to be effective 

· AM demonstrates mainly anecdotal evidence meaning people have undergone treatment and reported feeling better afterwards 
