 Chapter 3
The Health Care Professional-Patient Relationship

· Doctors should be non-judgmental regarding touchy subjects  

The Dilemmas of Scott Starson
· Has been institutionalized for 15 years – he didn’t want to be medicated 
· If he admits to a serious illness, it opens him to being treated against his will. If he denies it, doctors can conclude that he doesn’t recognize his illness and treat him.
· With treatment, he could recover and be released from the psychiatric institution, at the cost of his creativity; without he could maintain his creativity but remain institutionalized. (64)
· When there is a disagreement between two people it seems as though they are talking past each other 
· He is okay with going to the institution but he doesn’t want to take any medication – he felt that going under treatment, it would destroy his creativity 

Doctor-Patient Relationship
· Doctors are required to do what is best for their patients and respect their dignity (65).
· Philosophers say things like ‘how do we know what is best?”
· Doctors should also acknowledge that their patients are often vulnerable.
· Nevertheless, these basic duties still require that we define what is best for the patients and how to respect their dignity.
· In addition, there are competing views of what the goal (or goals) of medicine is to be:
· The prevention of death.
· The alleviation of suffering.
· To optimize the patient’s chances for a healthy life.
· He expectations of medicine change over a lifetime – any one of these three can be of importance during different stages of life 
· There are also differences concerning how to characterize the doctor-patient relationship.
· Physicians or doctors and patients
· Health care workers and clients
· Health care providers and consumers
· The analogies that we use tell us something about what we think about medicine – for example; health care providers and consumers tells us that health care is a good that you can buy and is there for those who can pay for it; basically an exchange of money for service
· As Alfred Tauber notes, doctor and patient suggests a relationship based on calling: of which the core principle “lies an ethical commitment to make each of us whole when diseased” (66).
· Members of the health care profession are not like other professions – there is something about medicine which we have an intrinsic right to; there is something about health where the doctor would be motivated by doing a job well 

· Characterizing the relationship as one of providers and clients or consumers:
· Calling patients clients can obscure that the patient is in a vulnerable position.
· Talking about providers and consumers implies that the health-care relationship as a commercial exchange with minimal ethical obligations.
· [bookmark: _GoBack]Tauber: this terminology suggests that “the norms of the marketplace are what should govern the practice of medicine, and leaves little space for the committed and caring relationships that seem integral to sound medical practice” (66).

Models of the Doctor-Patient Relationship
· The Engineering Model
· The Paternalistic Model
· The Contractual Model
· The Covenantal Model

The Engineering Model
· According to this model, doctors are considered as applied scientists, who “must deal with facts and divorce themselves from all questions of value” (67).
· This cannot give us an ethical model.
· This model fails because value judgments must be made about medical practice.
· It is unfair to ask doctors to leave value judgments out of medical treatment.
· Finally, doctors cannot just follow patient wishes.

The Paternalistic Model
· Doctors make decisions about health care, and the patient is supposed to follow.
· Just as a parent knows what is good for a child, the doctor knows what is good for the patient.
· This was, for some time, the model used in medical practices.
· It also permits the doctor to lie or conceal information about the diagnosis and prognosis.
· It gives too much power to physicians and does not treat patients with respect.

The Paternalistic Model: 3 Flawed Assumptions
· That the goals of medicine are clear, so that doctors know what’s best for patients.
· That giving diagnosis and prognosis is an exact science.
· That all physicians are competent and know what is in their patients’ best interests (68).

The Contractual Model
· It recognizes the autonomy of the patient.
· Both doctor and patient has a role to play in decision making.
· Both doctor and patient are obligated to share information.
· However, by treating both doctor and patient as autonomous individuals, it might lose sight of the vulnerability of the patient and the power differentials between doctor and patient.

William F. May: The Covenantal Model
· This model emphasizes the reciprocity of the doctor-patient relationship. 
· May argues that the doctor must be considered within the community); comparison to a professor (69).
· It requires doctors to excel beyond following rules, acknowledging rights, and performing duties (70).
· It emphasizes preventative medicine.

Autonomy
· From the Ancient Greek autonomia: self-rule.
· As Childress and Fletcher argue, modern biomedical ethics emerged out of the concern that the autonomy of patients was not being respected.
· “Autonomy acts both as a moral principle that can guide ethical decision making and as an ideal of human flourishing” (75).

Two concepts of autonomy
· First, autonomy is valuable because it facilitates making good choices.
· The authors argue that this is the proper way to think about autonomy: to connect autonomy to the achievement of valuable goals.
· Even though there is debate over what we ought to accept as valuable goals.
· Second concept: autonomy allows us to choose for ourselves, regardless of the particular choices made.
· The authors object to this concept because it would justify choices that are misguided, wasteful, useless, or harmful.

· So to refine their concept of autonomy, they argue that autonomy should be understood as a capacity and achievement. 
· As a capacity:
· First, one must be able to make choices and understand the consequences.
· One must have sufficient information.
· There must be social and political circumstances that allow for free decisions. That is, there must be an absence of coercion.
· As an achievement, it is something we work toward, though it can be undermined by illness and infirmity (76).

Ethical Limits of Autonomy
· Four important principles for bioethics: autonomy, justice, beneficence, and non-malfeasance.
· Justice: considering the fair share of one’s access to resources.
· Beneficence: that we ought to do well.
· Non-malfeasance: we ought to prevent harm.

The Harm Principle
· J.S. Mill: “Each is the guardian of his own health, whether bodily, or mental and spiritual. Mankind are the greater gainers by suffering each other to live as seems good to themselves, than by compelling each to live as seems good to the rest” (74).
· “The only purpose for which power can be rightfully exercised over any member of a civilized community, against his will, is to prevent harm to others” (74/78).

The Common Good
· Autonomy and choice can be limited by concern for the common good.
· While an action doesn’t directly harm others, it might not be the best allocation of resources or have the best consequences.
· 
Ethically Justifiable Paternalism
· There are cases where we think our autonomy can be limited for our own good.
· This is when people have to make decisions for you; if they don’t know what you want and they have to make decisions for you, we have to justify this in some way 
· More specifically: to do good or prevent harm to us or other 
· The difficulty is determining when our autonomy ought to be limited.
· This may happen if someone gets into a car accident and fall into a coma – have to make a decision whether the person wants to stay on life support or not; if your decision is not made clear then people have to make them for you 
· “Paternalistic interference with the choices of those who are incompetent and thus not autonomous is not only morally acceptable but required” due to principles of beneficence and non-malfeasance (79). 

Informed Consent
· “You shall not treat a patient without the informed consent of the patient or his or her lawful surrogate except in narrowly defined emergencies” (79).
· Patient autonomy is “translated” into medical terms as informed consent.
· Requires of the doctor:
1. Providing sufficient information on diagnosis and prognosis.
2. Not to lie or withhold information
3. To establish whether this information is understood
4. Not coerce or pressure the patient.

Competence
· The standard for informed consent is competence, rather than autonomy (this is because autonomy can be undermined by illness).
· Competence is a easily standard to meet than autonomy; illness can change the way people end up making decisions 
· Competence means “the ability to make choices based on an understanding of the relevant consequences of that choice on oneself and others” (79).
· More broader definition than autonomy 
· “Competency exists along a spectrum” (80). – we expect adults to be competent or autonomous compared to a 13 year old

Two Types of Paternalism
· There are two types of paternalism: weak paternalism and strong paternalism.
· Two schools of thought when it comes to making decisions for people who are not fully informed or capable of making their own decisions 
· We will look at how they treat those who are competent and incompetent (they are treated differently) 

Weak Paternalism
· With a competent patient (that is, who understands the consequences of the diagnosis, prognosis, and treatment), the weak paternalist believes it is morally justifiable for a doctor or health care professional to use explanation and argumentation. Pressure and coercion (lying or deceiving) are not. 
· Basically, you can encourage or persuade the person to undergo a treatment, but can pressure them into it 
· With an incompetent patient, the principles of beneficence and non-malfeasance justify the use of pressure and coercion.
· This person does not understand the consequences of the diagnosis, prognosis and treatment so they can be pressured into undergoing a treatment that will prevent harm 

Strong Paternalism
· Like weak paternalism, with an incompetent patient, the principles of beneficence and non-malfeasance justify the use of pressure and coercion.
· However, the strong paternalist believes that pressure and coercion can be justified with competent patients for two reasons:
· The patient will subsequently be grateful (I suppose this means that the patient would recognize that in retrospect the doctor was right).
· An appeal to an objective standard of well-being.

Feminist Challenges
· The models that rely on autonomy treat the doctor-patient relationship as a concern of individuals and their choices.
· Feminist challenges look at the assumptions of these approaches to see what biases are assumed. They ask:
· How women and marginalized groups are oppressed, and if this has effects on their autonomy.
· Whether the model of the autonomous individual corresponds to women’s lived experiences.

4 Conditions
Susan Sherwin gives four conditions for informed consent:
1. The patient is deemed to have rational choice.
2. The choice should be reasonable, given the options.
3. The patient has been given sufficient information.
4. Choice is free and uncoerced.

Each is Problematic (84)
1. The rationality of women and the marginalized is frequently denied.
2. The available options may exclude other possibilities the patient might have preferred.
3. Sufficient information is limited by what health care professionals consider relevant.
4. Patients are only given the appearance of choice, “that actually disguises the fact that powerful medical forces that lie well beyond the patient’s control are actually at work” (84).
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