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PP217 Exam Review



Module A: Reproductive Issues
How does the notion of “personhood” figure into the debate around abortion? How might we determine “personhood”?

Kantian perspective refers to a special kind of thing that can bear rights as a person. Persons don’t have to be human, and some human organisms might not be persons (brain-dead).

Personhood: The classification of personhood does not refer to a biological characteristic, but rather to a moral, or sometimes legal, feature. So if we try to spell out the argument intended by claims like “abortion is murder” or “foetuses have a right to life” it seems that we will need to include the notion of personhood. 

What are the moral and legal arguments against abortion? How are these arguments usually attacked?

Our premises will say something about the wrongness about killing persons without exonerating reasons, and also that abortion is the killing of persons. What is the conclusion? There are two possibilities: the argument might be a moral one, intended to establish that abortion is morally wrong; on the other it might be a normative legal argument, claiming that abortion ought to be illegal. Let us state these in turn. 

The moral right-to-life argument would be:
Premise 1: Killing an innocent person, not in self-defence, is wrong

Premise 2: Abortion kills an innocent person (the fetus), not in self-defence

Conclusion: Therefore, abortion is wrong

The legal argument 
Needs to establish that it is a sort of thing that the state may reasonably outlaw. Saying exactly what the state has a right to outlaw in general is tricky, but it is clear that serious harm to others qualifies. 

Premise 1: Autonomy may be forcibly curtailed to prevent fatal harm to other persons

Premise 2: Abortion fatally harms another person (the fetus) 

Conclusion: Therefore, a woman may be forcibly prevented from aborting a pregnancy

*In both cases, the conclusion seems to follow from the premises; the question is whether or not the premises are true. The standard response to this is to deny premise 2:
	Objection: Abortion kills no person, because a fetus is not (yet) a person

The question is what makes someone count as a person: what exactly makes for moral standing? Sumner suggests sentience – the ability to experience suffering. Others think more rigorous criteria like autonomy, or the ability to form plans and pursue them. Mere sentience applies to cattle, and we don’t treat them as persons. Others, often on religious grounds, hold that an embryo is a person from the moment of conception. 

What is the “bodily integrity” argument? What ethical theory does this argument rely one? 

Body integrity: In context of medical ethics, we could restate this by saying it is a matter of autonomy (abortion). This is the argument that Linda may have in mind when she says, “no one has the right to tell a woman what is to be done with her own body.” The idea is a Kantian one that we have no moral right to interfere in the ends of others. This would be to use them as a mere means to our own ends. From this point of view, forcing women to carry a child to term is using her as a mere means, as a sort of child-producing instrument.

Those who think a fetus has moral standings will challenge this by saying that one’s own rights end where other people’s rights begin. 

Counter argument to this is sort of balancing rights like that the suggested by Thomas and Waluchow, where women’s rights generally override those of fetuses. 

Judith Jarvis Thomson argues that no one is obligated to help others at significant cost to themselves. How does she use the analogy of the famous violinist to support this claim? Are there any times where you would have to help the person? 

One cant be forced to keep another person alive. Her argument is based on an analogy with someone forced to provide life-support to a famous violinist. Is there any moral obligation to go on providing support? She answers no: one is not obliged to help others at significant cost unless one has freely promised to do so. This is a classic argument by analogy, and we can ask two questions about it: first, is she right that the duty   to aid is so weak in the violinist case? And are there morally relevant differences between the violinist case and pregnancy?

What is the feminist argument to support abortion?

Feminists often make reference to the bodily integrity argument, but core feminist pro-choice argument is different. The body integrity argument is primarily moral: it attempts to show that women have a moral right to abortion and that therefore it should be legal.  The first feminist argument, sidesteps the moral question altogether in favour of the normative legal question. 
	
	Premise 1: Freedom to choose abortion is essential to gender equality

	Premise 2: Lack of gender equality is a great moral wrong
	
	Conclusion: Therefore outlawing abortion is a great moral wrong

People who make this argument say abortion might be wrong in some cases, or even in general but think consequences of a law against abortion is morally worse. They also point out abortions will happen illegally so the “evil” prevented by the law would be small. By arguing abortions should be legal, feminists are not claiming to have settled the moral question; but are claiming pregnant women should be free to decide the morality of their own case. 

What happened in the case of Ms. G? 

Mrs. G tested Canadian law that fetuses do have a legal standing. She challenged this by trying to state that they do not have rights under the law. Ms. G’s solvent addition was likely causing physical damage to the fetus that it could result in a disabled child. Even if we hold that the fetus is not a person, the child will be, so is it not wrong to harm them in advance? The moral question is obvious: one should try to care for their child to the best of one’s abilities. The legal question is more difficult: is judicial intervention ever warranted? The royal commission decided that to restrict her liberty in order to ensure the safety of the fetus is unlikely to promote anyone’s well being. 

The paradox of pre-natal rights: Thomas and Waluchow identify a paradox that threatens to confuse the issue. A paradox is a logical problem in which we seem to have good reasons to claim that something is both true and false at the same time. In the present case we assume with the courts, a fetus is not a person and does not have any rights. The following must be true:
1. No one is harmed by abortion; therefore, a woman may deny her child life.
2. A child can (morally at least) complain of harm due to neglect that happened before birth
3. Therefore a pregnant woman may not harm her child but may deny it life (which is a great harm)

Possible solution is to say (1) misstates the issue: it is the woman who has the right to deny herself the chance to give birth. If she chooses not to, she is not denying life to anyone, since there is no future child. Another way of putting this is that a possible child is not a child.

This leaves only the problem that it is possible to cause delayed harm: one can perform an act now that causes harm to someone later. Usually the law recognizes and punishes these laws. Consider tampering with someone’s breaks and they die, you’d be responsible. Is this the same if Mrs. G continues her solvent use because it will harm the fetus? The question is whether the courts should recognize this sort of harm to children if it occurs before birth. 

What are the four possible positions, according to Browne and Sullivan, for the rights of the fetus? What are some of the issues with these positions? 

Four possible positions for the rights of the fetus:
1. The Middle Theory: A fetus has no rights at conception, but gains full rights at some point in its development (and before birth).
2. The Gradualist Theory: A right to life begins to phase in at some point of fetal development, starting as a weak right to life and growing in strength as the fetus develops
3. The Conservative Theory: The fetus has a full right to life from the moment of conception.
4. The Liberal Theory: The fetus does not have any right to life at any time in its development (before birth). (ibid, 374a)

*All of these theories have problems. Both the middle theory and the gradualist theory are faced with the problem that there is no obvious point in fetal development where one day the fetus clearly should have one type of rights (or no rights), and the next day it should have full rights. Any line that is drawn is arbitrary. 

* Conservative face objection that they are committed to opposing contraception and supporting celibacy while liberals support infanticide since there is noting that a late-term fetus lacks that a newborn infant lacks

These critiques are the start of a larger debate, but what they point out is not clear. This supports those who want to decriminalize abortion. Without a strong argument for fetal rights, it seems that the argument for the right to bodily integrity requires that women be able to choose abortion. There are always two ways those who want to restrict abortion can argue against this. 
	
	If late term abortions are allowed, this will lower our psychological barriers against killing as well as our respect for life in general. Therefore, we should legislate as if one of the middle theories were true (which would allow abortions up until a certain time)

* Brown and Sullivan argue against these positions by returning to the harm done to the woman. If we are going to restrict liberty of the women we need more than a chance that the fetus has a right to life. We know a women’s liberty is harmed when abortion is criminalized, and that it impacts the equality between women and men. While it is possible that conservatives are correct, this possibility is not strong enough to outweigh the rights of women who we know to have full rights to life and bodily integrity. 

What is selective abortion of a fetus? 

There is a couple that has been informed that there fetus has a mild genetic disorder. The main moral issue is whether this is grounds for abortion. Aborting a pregnancy to a mild flaw or because it is the wrong sex strikes us as morally problematic. It is hard to say what is going wrong in some situations. 

Selective abortions: a particular potential child is being prevented: one that has a disability-mild or sever-or perhaps is not the kind the parents want. There are three main places in modern medicine where these issues arise. 

IVF: In vitro fertilization, making of test tube babies, involves combining sperm and egg outside of a human then implanting the resulting embryo in a woman’s uterus. After this the pregnancy is “normal.” Since failure rates are high with IVF the excess embryos are discarded once the pregnancy is successful. This is in itself is a problem for those who believe on religious or other grounds that human life is sacred form the time egg and sperm combine.

Most people don’t see embryos as people, even if they see late stage fetus as having moral standing. There are some moral issues with parents using IVF to get to select certain genes for their child. There is also the issue of selective reduction, which is terminating some pregnancies and not others because IVF often results in multiple pregnancies. 

What is prenatal diagnosis? Why might parents want this information? 

Prenatal-Diagnosis: Now provided in some form to most women in Canada. Uses ultra-sound, amniocentesis and chorionic villus sampling, doctors can determine in advance whether the child-to-be has certain diseases such as down syndrome, as well as the sex of the fetus. This makes it possible for parents to avoid giving birth to a disabled child or that of a certain sex. There are two moral issues here for parents: how much of this information should they seek? And in what circumstances is it right to abort the pregnancy on the basis of the results? 

What are the arguments Lippman argues against? (“public health” and “reproductive autonomy”) 

Lipmann critiques genetic testing as part of prenatal diagnosis, focusing in particular on the idea that while we think that we “need” prenatal diagnosis, this need itself is misleading. She lists the many harms that can and are occurring as a result of prenatal testing.
(Note set aside the right to life issues: what are the benefits of prenatal diagnosis?)

She outlines the common arguments in favour of prenatal screening: 
(1) Public health issues: deems clear that certain abnormalities are not desired by society, and through prenatal diagnosis we can identify fetuses with unwanted birth defects and eliminate them. This is the public health model as it seems to increase the overall health, it does this not by curing defects, or preventing them, but eliminating those fetuses that have them 
(2) Reproductive autonomy: prenatal screening gives parents information about their fetus. The information will allow parents to make a more informed decision. They could use the information to prepare psychologically and practically. They could use the info to see if they don’t want to have the particular child. 

Lippman challenges these arguments by arguing that: the choice is illusory and disability is socially constructed. What are these arguments? 

Illusionary Choice: Some feminists argue that the choice to undergo prenatal testing isn’t a real choice at all. She argues “despite professional guidelines to the contrary, ultrasound screening is preformed in NA on almost every pregnant woman appearing for prenatal care early through their pregnancy.” Ultrasounds have become expected, and may be difficult for a woman to refuse it. Thus by offering prenatal diagnosis, the medical establishment may effectively be interfering in women’s autonomy. 

Disability is Socially Constructed: The concept of disability itself is not necessarily a medical term but is relative to society in which a person lives. Lippman says disability is “socially constructed.” Consider two different descriptions of a child born with a disorder.
Description 1:  We can say the pregnancy malfunctioned. The body should have “naturally selected” the fetus for abortion. The body will spontaneously abort a fetus if it is malformed. Therefore the pregnancy has failed.

Description 2: We can describe the situation as one in which society has failed because it cannot accommodate the disabled. Part of what makes a person disabled has to do with their difficulty of living in society (e.g. not autonomous). However, in a different society the same disorder would have smaller impact on the person’s life. 
Serious Genetic Diseases: While the above argument is convincing, you have to question whether it is true for all abnormalities, or only some of them. Most physical and mental diseases can be overcome with social support and changes in physical environment, but some disorders cannot be overcome even with massive economic and social support. Consider a family that knows their child has Huntington’s would it be cruel to bring a child into the world that knows they are going to die.

What is the “expressivist argument”? 

Expressivist argument: If you choose to terminate a pregnancy based on the result of prenatal diagnosis of some genetic abnormality you are saying you value the absence of that abnormality over all and any other characteristics that person may have. Further, you are also communicating to people currently alive with this abnormality that they should not be alive. This is made worse when professionals encourage termination based on the discovery of certain abnormalities through prenatal testing. This creates negative attitudes and discriminatory attitudes towards people with disabilities. According to Malek, Lippman is making an expressivist argument.

How does Malek argue against the “expressivist argument”? What thought experiment does she use? 

In response, Malek provides a number of thought experiments to test our intuitions. Her first scenario is as follows; you are walking towards an intersection, preparing to cross the road. Suddenly time freezes and a guardian angel appears. The angel says that if you cross the street you will get hit and will be paralyzed from the waist down. The angel unfreezes time. What do you do?

Malek argues most of us would choose to stay on the sidewalk. You are thus choosing a future in which you do not have a serious disability. Does this send a negative message to people with disabilities? People with disabilities aren’t being disvalued. As Malek moves through her scenarios, each seeming as intuitive as the last, we reach the end where a couple is faced with the choice to abort their 10-week fetus when they discover they will be paraplegic. Malek thinks their decision to abort would no more indicate they they thought people with disabilities were less valuable than it would if you chose, in the first scenario, to not get hit by the car. 
 
	Question 1
	3.33 / 10 points


Identify each of the following questions as moral, positive legal, or normative legal:
		[image: ncorrect Response]
	__3__
	(2)
	Do the courts recognize the fetus as a person?

	[image: ncorrect Response]
	__2__
	(3)
	May the law rightly restrict selective abortions?

	[image: orrect Response]
	__1__
	
	Is it always wrong to break the law?

	[image: ncorrect Response]
	__1__
	(3)
	Should euthanasia be allowed?

	[image: orrect Response]
	__1__
	
	Is it ever right to kill?

	[image: ncorrect Response]
	__3__
	(2)
	Would an abortion law be unconstitutional?



	
		1.
	Moral

	2.
	Positive Legal

	3.
	Normative Legal




	Question 2
	
	7.14 / 10 points


For each of the following arguments on abortion, is it an expression of the right-to-life argument, the bodily integrity argument, the feminist argument, or none of these?
		[image: ncorrect Response]
	__3__
	(4)
	Abortion is wrong because it kills a potential person.

	[image: orrect Response]
	__1__
	
	Whether abortion is right or wrong is something that each woman must decide for herself.

	[image: ncorrect Response]
	__4__
	(3)
	No-one is obligated to help another against her will.

	[image: orrect Response]
	__2__
	
	The law punishes the killing of people, and fetuses are people too.

	[image: orrect Response]
	__3__
	
	No-one may tell a woman what to do with her own body.

	[image: orrect Response]
	__1__
	
	Regardless of the morality of abortion in particular cases, it would be a serious setback to women's autonomy and equality in general if we were to allow doctors, courts, or husbands to overrule a pregnant woman's judgment.

	[image: orrect Response]
	__2__
	
	It is always wrong to take a human life.



	
		1.
	Feminist

	2.
	Right-to-life

	3.
	Bodily integrity

	4.
	None




	Question 3
	
	0 / 10 points


The first premise of the moral right-to-life argument may be stated as ___________; the first premise of the legal right-to-life argument may be stated as _____________.
	
	[image: ] 
	Abortion is wrong; abortion should be illegal.

	[image: orrect Answer]
	[image: ] 
	It is wrong to kill a person (except in specific circumstances); the law may prevent harm to others.

	[image: ncorrect Response]
	[image: ] 
	A fetus is a potential person who may be deprived of a future life; a fetus is a human life from the moment of conception.

	
	[image: ] 
	Abortion is immoral; abortion is legal in Canada.

	Question 4
	
	10 / 10 points


Which of the following questions represents the issue of judicial intervention into pregnancy?
	
	[image: ] 
	Is it wrong for a pregnant woman to do things that might harm the fetus?

	
	[image: ] 
	Is it moral to pursue new interventions into reproduction like in vitro fertilization?

	
	[image: ] 
	In what situations should the law allow an elective abortion due to genetic defect?

	[image: orrect Response]
	[image: ] 
	Should the law ever restrict a woman's freedom for the sake of her future child?

	Question 5
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Which of the following are cases of selective abortion?
		[image: orrect Response]
	__1__
	
	Aborting a pregnancy based on sex.

	[image: orrect Response]
	__2__
	
	Electing abortion in order to pursue a career.

	[image: orrect Response]
	__1__
	
	Reducing a multiple pregnancy to a single fetus.

	[image: orrect Response]
	__2__
	
	Ending a pregnancy because of abuse by the father.

	[image: orrect Response]
	__1__
	
	Terminating pregnancy based on amniocentesis results showing the presence of Down Syndrome.



	
		1.
	Yes

	2.
	No







[bookmark: _GoBack]



Module B: End-of-Life Issues
What is the difference between active and passive euthanasia, and voluntary, involuntary and non-voluntary euthanasia? What is doctor-assisted suicide? 

Euthanasia: Ending a person’s life for his or her benefit. Usually the patient is already dying but they wish to die because they want to die sooner or more gracefully. The person who does the killing is someone who is not the person who is dying. Often divided into passive and active
	
	Passive euthanasia: Not a kind of killing – allowing the person to die
	
	Active euthanasia: definite act by someone that causes death 
	
Involuntary: Forced on them – form of murder and there are no serious arguments in its favour (moral debate about euthanasia is usually about voluntary)

Non-voluntary: Performed on someone who cannot express her wishes; it is thus neither against her wishes no in accord with them (neither voluntary or involuntary) – R v Latimer case is a classic example of non-voluntary euthanasia (passing that euthanasia with surrogate consent is a grey area: if the surrogate is acting on the previously expressed wishes of a now-incompetent person it seems to be a form of voluntary – on the other hand if their wishes were never known then can we regard this a non-voluntary

Assisted Suicide: cases where the dying person preforms the critical action, using means provided by someone else (e.g. a doctor can set up a machine that has lethal doses of drugs at the push of button, but the patient themselves will push the button).

*There is no legal provision for assisted suicide or euthanasia – but suicide is not illegal but to counsel or aid someone else’s suicide is specifically forbidden by the Criminal Code
However, patients can’t be treated against their will, therefore a patient can say no to life support (thus passive euthanasia is legal in Canada). 
Passive non-voluntary euthanasia is also legal in Canada (in sense that surrogates can choose to terminate life-support) 
There are some places around the world where physician assisted suicide and euthanasia are now legal 

Doctor-Assisted Suicide: The patients perform the act of euthanasia themselves with a drug that the doctor gave them or the doctor actually commits the act of euthanasia. 

Of the above, which are legal in Canada?

Passive euthanasia and passive non-voluntary euthanasia are both legal. This is because patients can refuse treatment through a DNR or if the patient is incompetent the surrogate can choose to stop treatment for them. 

How does futility enter into the conversation about end of life issues? What is futility? How are judgements of futility value-laden?

Futility: Ending a life is morally problematic even if on balance it is our duty to do so in certain classes. We need to consider what the morally preferable strategy is. There is a conflict between autonomy and utility (a patient and their surrogates may insist on continuing treatment. The question is at what points do the demands of utility outweigh autonomy. Futility to some degree is value-laden and second based on assumptions about how much uncertainty is acceptable. Judgements about futility involve predictions about the future, therefore how certain must a doctor be to call further treatment futile? This seems to be a more question that is masked by the language of futility. 

Futility as value-laden: Meaningless to say that an intervention is futile. Futility implies uselessness – whether something is useless depends on what one’s goals are. Medical judgements of utility must make assumptions about what goals are reasonable (this is a form of paternalism). 
Determining what is futile care: “Futile” makes certain actions morally acceptable (e.g. not performing CPR) it’s important to consider that the determination of futility is dependent on many factors, including how the patient values her own life. Futility might also be subjective. If a health care provider needs to know when they should or shouldn’t proceed with care would be futile – complicated by the really psychological issues that patients face when they are choosing how much pain and suffering they feel is acceptable as they near the end of their lives

How do values conflict in the case of Mrs. Jones? What about the case of John? 

*Two cases are examined where further treatment seems to be futile

(1) Mrs. Jones: 81-year-old woman whose health has deteriorated in the past year and needs a respirator to breath. She has had many cardiac arrests and she will have more. She cannot make informed consent. She can’t determine for herself if resuscitation will be futile. A doctor might find this futile even cruel. Son says mother is very religious and she believed she needed to return to her home in Jamaica before dying and therefore the doctors should do everything possible to keep her alive until the son can arrange transport. Even though the doctors want to respect both Mrs. Jones’ wishes, and her religious beliefs, they see any further actions they can take as futile they will not be able to accomplish what is being asked. Here is a conflict between different subjective ascriptions of futility – her death outside Jamaica means her soul will be condemned to wander the universe for eternity – therefore even the smallest chance that she could return to Jamaica would be worth it to her.
(2) John: 26 year old who is afflicted with neurological disease “elephant man’s disease.” Includes non-malignant tumours, which attach themselves to the body’s nerves and cause severe disfigurement. John has suffered from the disease for over 20 years. He demands no more surgery. He wants to be removed from the respirator. John is not dying but he is suffering. The quality of life is very low. Determination of futility is different. There is no cure for John’s disease. The surgeries are not intended to cure him. John’s disease has already eliminated the ability for him the reach the goals he has for his life. John sees further treatment to be futile

What is apparent in both cases is that there can be genuine disagreements about the ascription of futility between the doctor and the patient. Each is valuing the life of the patient in a different way bit if our real concern is the avoidance of futile treatment, whose opinion should we listen to? Need to consider relationships between the physician-patient and nurse-patient 

Active vs. Passive euthanasia
In both the cases of Mrs. Jones and John, depending on what decision is reached, we are talking about euthanasia. In neither case is the patient going to end their own life. Mrs. Jones case is passive euthanasia because of the DNR. John’s case involves the removal of his respirator, which should case him to die of oxygen starvation within a few hours. Since the doctors would have to actively remove the respirator with the knowledge that it would kill him. 

Brock argues that the distinction between active euthanasia is mistaken. What is Brock’s argument? What examples does he use to support his claim? 

The idea seems to be that there is something inconsistent about accepting passive euthanasia but refusing to be actively involved. If the reason we refuse to kill is because it harms someone, then would not the same reason support the prevention of suffering while someone dies? In practice, the ban on active euthanasia seems to guarantee that medical staff is responsible for a significant amount of suffering.

Brock argues the distinction is mistaken – using a pair of arguments from analogy – the first is meant to show that withdrawing life support is a form of killing 

First Analogy: Consider the greedy son who secretly unplugs his mother from a respirator against her will, in order to get her inheritance – this would be deliberately killing her. But he performed the same actions as a doctor would when withdrawing treatment. Therefore, says Brock, we should call such “passive” euthanasia too. 

Brock thinks the distinctions have nothing to do with killing and letting die

Second Analogy: Meant to show that withdrawing treatment is morally equivalent to not beginning in the first place. He claims there are no morally relevant differences between the two cases. First someone who has made clear they should not be placed on a respirator arrives in an emergency and is not placed on a respirator; the second person is immediately put on a respirator but later the doctors learn his wishes and the respirator is removed. 

If in these cases killing and allowing to die are not morally different then there needs to be other factors that make killings worse than allowing to die. 

What are some arguments against active euthanasia? (Active euthanasia is killing of an innocent person, suicide is already a legal option, it might negatively impact palliative care, it conflict with a doctor’s duty not to cause harm, it will lead to involuntary euthanasia? 

(1) The objection that it is wrong to kill an innocent person and euthanasia is killing an innocent person. 
a. We already accept such killings in the form of passive euthanasia – he says withdrawing life support is a kind of killing
b. Killing is wrong because it deprives a person of a valued future and ruins everyone of their plans
c. Brock’s comments on religious reasons and public policy: that the sanctity of life is largely a matter of religious belief seems to be good reason not to make laws on its basis 
(2) It’s common to object that euthanasia is unnecessary because there are effective pain management medications. This may indeed be a good reason for particular people not to seek euthanasia – but doesn’t seem to be a reason to forbid euthanasia for people who give informed consent
(3) Suicide is already a legal option – so there is no need for medical assistance in the form of euthanasia. It can be responded that suicide is not always a realistic option – these arguments argue euthanasia should be legal only if necessary – not clear that this premise is true: why should we prevent people from receiving euthanasia if that is simply his preference 
(4) Some object that euthanasia will negatively impact palliative care: why bother caring for the dying when they can simply ask to be killed. There are three responses to this claim: 
b. Euthanasia and palliative care are compatible ways of caring for the dying just as “good cardiologic care and the availability of heart transplantation” are compatible 
c. Relatively few people are likely to choose euthanasia, so the need for palliative care will not diminish 
d. Recognizes that this objection rests on empirical claim that in fact, palliative care will suffer – evidence for this claim seems to be the widespread availability of passive euthanasia – which has not apparently affected the care of dying patients
(5) Claim that euthanasia is incompatible with a doctor’s duty; either the duty not to harm of the duty to preserve life. There’s a consequentialist version of this argument: if doctors start to kill regularly, it will erode trust in medicine. There is also a deontological version: the preservation of life is at the moral centre of medicine. 
a. Brock calls this view vitalism (it is in conflict with what are usually understood to be the key values of medical ethics). 
b. This is precisely on the basis of two of these key values – autonomy and beneficence 
(6) We have slippery slope argument that active voluntary euthanasia will lead to involuntary euthanasia or other bad consequences. There are several versions of the argument
a. Legalizing active voluntary euthanasia will lead to legalizing active involuntary euthanasia 
b. Legalizing killing of this sort will devalue life – this is held to be bad because it will lead to increases in unjustified killing or carelessness about health and safety 
i. The version most likely of concern has to do with subtle pressure: patients may be pushed into accepting euthanasia despite their real wishes 
ii. Brock notes that the empirical premise is untested so we do not know how great a risk this is – he suggests though that we can minimize the risk by putting in a place careful procedural safeguards such as counselling and cooling-off period during which the patient can change her mind 
(7) There is another slippery slope argument with non-voluntary euthanasia at the bottom of the slope. Here it is the moral premise he challenges: granted that non-voluntary euthanasia might come to be allowed, this is only because the argument for it is good 
a. There is potential for abuse here
b. He suggests that careful policy can minimize risks 
c. Current policy regarding withholding life-sustaining treatment based on surrogate consent may not be strong enough


What are some arguments for active euthanasia? (Respect for autonomy, individual well being)

There are two main arguments to the effect that euthanasia should be allowed 
(1) A right to euthanasia would seem to follow from the principle of respect for autonomy, or self-determination. Preventing euthanasia means forcibly preventing people from doing what they have freely chosen to do with their own lives (this is not something the law should do)
(2) A right to euthanasia seems to follow from the principle of beneficence, or individual well-being – there are two ways we can put this argument 
a. Following Brock – if a competent person claims that it is in his friends interests to have a certain procedure preformed, we should be leave him: we are the best judges of our own well-being 
b. The other might be called the cruelty argument: refusing to provide euthanasia condemns the dying to an end that Is so unpleasant that death would be preferable 

Who was Sue Rodriquez? What argument did she make to the Supreme Court? 

Used by Sue Rodriguez’ lawyer in her attempt to overthrow Canadian law against assisted suicide – suicide is legal in Canada, but helping people kill themselves isn’t. This amounts to discrimination on the basis of disability. The Supreme Court agreed but concluded that the discrimination was allowable given the state’s overriding interest in protecting life 

Module B: Self-Test 

Question 1

Identify each of the following as cases of:
a) Active voluntary euthanasia
b) Assisted suicide
c) Non-voluntary euthanasia
d) Involuntary euthanasia
e) Passive euthanasia
		[image: orrect Response]
	__3__
	
	The Nazi "euthanasia" of disabled people.

	[image: orrect Response]
	__1__
	
	The Sue Rodriguez case.

	[image: orrect Response]
	__5__
	
	On a patient's request, adding a lethal dose of morphine to an IV drip.

	[image: orrect Response]
	__4__
	
	On a patient's request, removing a feeding tube.

	[image: ncorrect Response]
	__2__
	(4)
	Unplugging a permanently unconscious person from life support.

	[image: orrect Response]
	__2__
	
	The Latimer case.



	
		1.
	Assisted suicide

	2.
	Non-voluntary euthanasia

	3.
	Involuntary euthanasia

	4.
	Passive euthanasia

	5.
	Active voluntary euthanasia









Question 2

True or false; these questions are about Canadian law:
		[image: ncorrect Response]
	__2__
	(1)
	Withdrawal of life-sustaining treatment is legal.

	[image: orrect Response]
	__1__
	
	Suicide is legal.

	[image: ncorrect Response]
	__1__
	(2)
	Life-sustaining treatment may be continued against a competent patient's wishes.

	[image: orrect Response]
	__2__
	
	Giving someone a tool to commit suicide is legal.

	[image: orrect Response]
	__1__
	
	Active voluntary euthanasia is illegal.



	
		1.
	True

	2.
	False






Question 3

Using judgments of futility to decide when to withdraw treatment may be problematic because:
	[image: ncorrect Response]
	[image: ] 
	Such treatment has no objective.

	
	[image: ] 
	The patient's autonomy should override the physician's judgment.

	[image: orrect Answer]
	[image: ] 
	Such judgments contain hidden value assumptions.

	
	[image: ] 
	Treatment should be continued until death under all circumstances.



Question 4

According to Brock's analogy, a greedy son who turns off his mother's respirator in order to get his inheritance:
	
	[image: ] 
	Performs passive euthanasia.

	
	[image: ] 
	Merely allows her to die.

	[image: orrect Response]
	[image: ] 
	Has killed her.

	
	[image: ] 
	Is no more guilty than a doctor who turns off the respirator at the mother's request.



Question 5

From a Kantian point of view, killing is (usually) wrong because:
	
	[image: ] 
	It deprives the victim of a future.

	[image: orrect Response]
	[image: ] 
	It frustrates all the victim's projects.

	
	[image: ] 
	Life is intrinsically valuable.

	
	[image: ] 
	None of the above.



Question 6

List and explain seven arguments against euthanasia; check your work with the course notes.
List and explain seven arguments against euthanasia; check your work with the course notes.
1. wrong to kill an innocent person, euthanasia is killing an innocent person
2. euthanasia is often unnecessary because of effective pain medications
3. suicide is already a legal option - no need for medical assisted suicide
4. Euthanasia will negatively impact palliative care
5. Euthanasia is incompatible with a doctor's duty (duty to not harm or preserve life)
6. Slippery slope argument that active voluntary euthanasia will lead to legalizing involuntary euthanasia 
7. Slippery slope argument with non-voluntary euthanasia at the bottom of the slope


Module C: Allocation Issues
What is micro-allocation? What is macro-allocation? 

Micro-allocation: Micro-allocative questions deal with choosing which patients receive certain scarce goods such as hospital beds or organs for transplant. At this level hospitals need to decide what programs to fund and what programs to cut. Utilitarian and deontological approaches often clash – how much inefficiency must we allow? 

Macro-allocation: Macro-allocative questions deal with how various parts of the system are funded. Highest level of macro-allocation decisions are made about how much of society’s wealth should go to support health care rather than other goods 

In issues of micro-allocation, what two values often come into conflict? 

The two values that come into clash is deontological and utilitarian. How much inefficiency must we allow in the name of human dignity? 

Freedman et al. claim that a justifiable scheme for allocating scarce medical resources must involve what two components? 

(1) Take into account realistic assessment of whether this resource will help this specific patient in a way that means it is being used wisely and efficiently
(2) Must respect then needs and interests of the institution and the greater patient population. 

When we look at efficiency it is true that scarce resources must be given to a patient who needs the resource, and will benefit from it (needs to be the only option. By using these criteria we might be able to narrow down the list of potential patients.

What allocation method do hospitals usually use, according to Freedman et al.? What is wrong with this system? 

Usually hospitals works on a first come first serve method. This seems fair because all patients are treated equally but this is not the most efficient. For example in the case of the airbed the first come will not need the bed necessarily so we have to use different methods to allocate resources. 

It would seem that priority should be given to patient A with stage 4 ulcers unless that patients B & C with stage 3 ulcers could be prevented from progressing to stage 4 in the same treatment interval that it would have taken to regress to stage 3. This is an argument of utility – maximize the benefit that can come from a single air supply bed while the patient rights are to be respected the real aim is to be as efficient as possible. 

Glannon argues that we should allocate resources by taking into consideration how the patient ended up needing the resources in the first place. Who is Glannon targeting in this article? Why should this impact who gets to use the resource?

He looks to a different approach to allocating resources: focusing on liver transplants. He starts with the claim that we know chronic drinking causes cirrhosis and liver failure, sometimes chronic drinking can be caused by environmental and genetic factors but it can also be completely their own fault. He says people end-stage life liver disease (alcohol related) should have low priority than those who do not have that. He needs to show that it does not interfere with the desire for justice. How can it be fair to treat those with ARESLD? He argues we are responsible for the harm we cause to ourselves and that when we do it we know it is risky.  He is targeting those with liver disease caused by alcohol consumption. 

What kinds of risky behaviours, according to Glannon, should impact your ability to receive scarce resources? 

In the case of ARESLD we might agree with him but it seems with those with ARSLD are somewhat responsible for their own condition. He sees a social side to the argument, for instance firefighters and police officers are subject to health care problems but knowingly engage in risky business should we limit resources to them too? He argues no because there is social acceptability to their profession. However if we think about different types of risky behaviour where do we draw the line? If it was your own fault should you go to the back of the line? 
Risky careers: race car driver, professional athletes, president, etc. 
Risky activities: skydiving, rafting, skiing, rock climbing etc.
Risky consumption: smoking, overeating, under eating etc. 

Glannon’s argument supports a person’s autonomy: you have the ability to make a choice about how you are going to live your life. The choices you make will impact your ability to get scarce resources. He says “autonomy and responsibility are mutually entailing concepts”

Thomas and Waluchow argue that health care is a basic need, and that all basic needs should be preferred over all wants (museums and hockey rinks, etc.) What are two counter arguments against this claim?

An argument towards health care is that it is based on a distinction between basic needs and wants.

Basic Needs: Instrumental goods that is necessary. Basic needs must always take precedence over other wants. Since health care is a basic need it should therefore be preferred over “museums and hockey rinks” when making funding choices. 

Two counter arguments: 
(1) Not all “health care” actually addresses basic needs (e.g. cosmetic surgery) but this still assumes all other aspects of health care should trump other concerns 
(2) The second argument denies this premise – spending only on health care until perfect health is achieved is absurd if “perfect health” isn’t attainable because the health care system could always be improved so there is no limit to the amount of money that could be spent on it. Essentially if we say basic needs should always take precedence then nothing else will ever be funded. 

Two more objections: 
(1) Premise of the argument allows that there are other basic goods including absence of extreme poverty – even if we accept primacy of basic goods health care will have to compete with other programs 
(2) Might be that things not normally called health care actually have impact on health: improvements on living conditions, better air, improved sanitation and more conscientious life-styles 

The Romanow Report argues in support of our public health care system. How does he counter the claims from those who support a private model?

The Romanow Report: Some people say Canada’s health care system is falling apart – 2001 Chretien appointed commission to study state of health care in Canada and to make recommendations – called Romanow report argues in maintain the public system and suggests rumours of collapse are overblown. We must consider the political context. People who believe less government is better government think public health care is unsustainable and think private public health care is the only reasonable solution. Romanow argues public health care is more sustainable. He doesn’t think the system should be entirely public. In Canada we have a mix of public and private funding.

Allocation within health care (There are two types of difficulties within the health care system)
(1) Conflicts between various kinds of care – if there are too many patients for the amounts of beds in both neonatal and emergency but funds can only go to one – which should get preference – issues of utility and justice both come into play 
(2) Conflicts between present benefits and future ones – is it more important to save one life now or ten later? Can we expend resources on mere chance of saving others in the future? 

Private vs. public funding: One of the most important macro-allocation problems is how do we fund health care? Health care exists on a spectrum. On one side there are those that are completely privet and those that are completely public but most systems have a bit of both. Benefits of public health care systems are that everyone is treated equally. Private systems created a two-tired health care system: those who have money can avoid long lines while this removes the burden from the public it can result in lower quality of public health care. 


What happened in Chaoulli v Quebec? What was Chaoulli’s Complaint? 

Chaoulli v Quebec: 2005 Quebec ban on private health insurance for services that are covered under the province’s public insurance plan was challenged. The ban was intended to prevent a two-tiered health care system the claimant argued patients can endure pain and suffering waiting in the public health care system. Argued the charter of rights and freedoms – for personal security. Court decided ban on private insurance was “not necessary for prevention of the public system” In response to the decision the provincial government introduced wait time guarantees for certain procedures. When patients had to wait longer than 9 months then service would be treated in a private manner. He says abandoning the public system wont change the funding problem. Health care will have to be paid for some how. This will make the country depend on the wealthy. 

Module C Self-Test
Question 1
Identify each of the following as either micro-allocation or macro-allocation problems:
		[image: orrect Response]
	__1__
	
	Who should pay for health care: government or individuals?

	[image: orrect Response]
	__2__
	
	Should a more ill person be able to bump a patient from a bed?

	[image: orrect Response]
	__1__
	
	How many dialysis machines should the hospital have?

	[image: orrect Response]
	__1__
	
	Should we build another hospital or subsidized housing?

	[image: orrect Response]
	__2__
	
	How should organs available for transplant be allocated?



	
		1.
	Macro

	2.
	Micro






Question 2
At base, many debates over micro-allocation arise from a conflict between:
	
	[image: ] 
	Autonomy and beneficence.

	
	[image: ] 
	Justice and rights.

	[image: orrect Response]
	[image: ] 
	Utility and respect for persons.

	
	[image: ] 
	Physicians' judgements and patients' wishes.


Question 3
Which statement best describes Freedman et al.'s approach to allocating a scarce resource?
	[image: orrect Response]
	[image: ] 
	In order to act efficiently, scarce resources must go to the patient that needs it the most, and will benefit the most from it.

	
	[image: ] 
	In order to act fairly, scarce resources must go to the first patient that needs it. Resources should be allocated on a, "first come, first served" basis.

	
	[image: ] 
	In order to act fairly, patients on a waiting list for a scarce resource should be disqualified if their illness/injury can be attributed to their own risky actions.

	
	[image: ] 
	In order to act consistently, all decisions regarding the allocation of scarce resources should be made by a hospital committee.


Question 4
What Principle of Bioethics does Glannon use to support his claim that patients who have a role in their own injury/disease should have to wait longer to access scarce resources?
	
	[image: ] 
	Beneficence

	[image: ncorrect Response]
	[image: ] 
	Justice

	[image: orrect Answer]
	[image: ] 
	Autonomy



Question 5
Which of the following best represents the conclusion of the Romanow Report?
	
	[image: ] 
	Health care in Canada is in crisis.

	[image: orrect Response]
	[image: ] 
	Health care is best provided by a non-profit, government-funded system.

	
	[image: ] 
	Public funding is best coupled with private delivery of services.

	
	[image: ] 
	Non-profit delivery should be funded by private insurance.
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