Lesson 1 Consequentialism – John Stuart Mill (1806-1873)
· Consequences determine what is right and wrong. 
· In order to determine: suggests we weigh out the likely outcomes and pick the ones that most probably give the best outcome/results. 
· Best way to determine results: 
· Egoism: “best formal” outcome
· Utilitarianism: defined as the overall or general happiness or well being of anyone affected by that action 
Deontology – Immanuel Kant (1724-1804)(Duty Based)
· Opposite of consequentialist theories
· Something’s are right or wrong regardless of the consequences. 
· Deontologists believes that some obligations or duties should never be broken; even though breaking them can have better outcomes = we ought to do the right thing, not because of the potential outcomes but because it is the right thing to do. 
Virtue Ethics – Aristotle (384-322)
· Not about what to do in a particular situation but rather about what kind of person I should be. 
· Connects with Eastern and Western cultural traditions. 
· Discovers the highest “virtue” or “traits” that an individual should posses in a lifetime. 
· Virtues (good) should be achieved and Vanities (bad) should be avoided. 
Ethics of Care – Various Authors (Feminists thought) 
· 3 other theories focused on the “masculine” way.
· Traditional way of ethical theories for privileging the “rational, individual and self-interested” account of human name; feminists view: Suggests that if we incorporate the experience of ALL humans then it is not fair (because it is a masc. view on things)
· Men POV: Justice way. Women POV: Moral categories of care of relationships 
-Dependency, vulnerability and partiality. 
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· Nature of ethics itself
· Meta -> “beyond”; asks questions
that go beyond physics and looks for 
specific moral rules or facts. 
3 branches of ethics:
· Meta-Ethics 	          Normative Ethics (second major branch)
· Normative Ethics     - Norms: guidelines, standards or rules.
· Applied Ethics          - Philosophers present theories about what
                                    rules should guide our behavior. 
· Four main types of theories:
· Consequentialism 
· Deontology
· Virtue theory 
· Ethics of Care (emerges from feminist thoughts)

Applied Ethics 

· Systematic development of fields of ethics research around controversial questions
· Attempts to resolve such controversial issues. 
· Most prominent of applied ethics: Biomedical Ethics




Towards a Soft Objectivism 

Tolerance, respect for multiculturalism, and the value of an open attitude 
· Ethical Objectivism: - objectivism hasn’t yet established the right ethical code
The recognition that reasons can be given for comparisons between cultures across time (respects diff. cultures.) 

Lecture 1.2 – Meta-Ethics and Other Considerations 

The words “moral” and “ethical” – can be used interchangeably.

Morality: An explicit or implicit system of rules that governs the behavior and values of a certain group of people. 
Ethics and Moral Philosophy: The study of morality; its concepts, practices and justifications.
· Morality is the “thing” and ETHICS is the study of that “thing.”
· A moral philosopher is a thinker who considers that theories and concepts of morality are correct. 
· Ethics is the systematic study of morality. 

Ethics and Law:  - law and morals don’t always correspond with each other; doing something immoral does not mean that it is illegal (ex:
                              lying to a friend – wrong but not illegal in a sense).
· Legal system thought to have a moral foundation 
· Just because the government has passed the law, doesn’t mean that it is morally justified.  Ex: Slavery
· **Justice in one sense means enforcing or following the laws but we can also ask whether the law themselves are just. 
· “Rights” that are justified require moral ethical reasoning. 
· Negative rights: non-interference -whereby others refrain from doing something to interfere with you. 
· Positive rights: (welfare rights) are rights to be provided with some item or service you require for your welfare (well being) ex: elementary school education or health care. 

Ethics and Religion: - In a multi-cultural society; there cannot be ONE particular way of moral code, ethics and religion. 
		-  If the ethics were based on faith then it wouldn’t be ethical for people who do not the share the same faith. 
Implicit Meta- Ethical Positions
Ethical Relativism 			                         
- What is right or wrong based 
on the speakers culture. 
- Ethical relativist: would hold 
there are no “universal” or 
objective.”
- “relative” to his/her own 
culture; the cultures approval/
disapproval determines the 
speakers thought on the subject. 


Ethical Objectivism 
- There are objective moral facts in the universe that are not related to the speaker’s culture of to their subjective feelings. 
-  therefore, objective moral facts that are not relative to either the speaker’s emotions nor to their culture. 
Prima Facia reasons to be suspicious…
· Ethical Subjectivism
· Does not allow genuine moral disagreement/debate
· Fails to recognize the role of reasons in moral evaluation. 
· Ethical Relativism 
· No moral judgements between diff. cultures 
· No moral progress
· No shared values 
Ethical Subjectivism 
-  Works behind the surface of ethical debates
- Def: imply an underlying belief that morality is reducible down to subjective emotions or belief. 
- a commitment  to protecting the integrity of an individual’s right for autonomy and self-determination

		Kant’s Deontological Theory 
(Duty or obligation to do certain things regardless of the consequences)
(“monistic approaches” = theories that suggest several equally basic principles are known as “pluralistic” approaches.)
· Rationality and the “good will” as intrinsically valuable 
· Kant: ethics must be connected to the intentions behind an action rather than to the consequences of actions. 
· We discover our ethical desire by the ability to reason and since reason is the same regardless who is reasoning, concluded: that we would all find the same ethical duties. 

Hypothetical vs. Categorical Imperatives 

· If you don’t fit the “if’ part of the sentence, then you don’s have to listen to the “then” part of the sentence. “if you are hungry, then go buy yourself a cookie” – hypothetical imperatives. 
· Binding hypothetically
· Ethical laws cannot be hypothetical.
Categorical Imperative
· Universal Law of Nature Formula: CI1 Act – Act in such a way that you can at the same time desire that the principle of your action become a universal law of nature.  (determine the principle of your action = maxim of action, once you have that then you can determine if will become a universal law of nature. 
· There is no categorical rule against lying. 
Practical Imperative or Respect Formulation:
Act so that you treat humanity, whether in yourself or in another, as an end and never merely as a means. 

Act Utilitarianism (AU) vs. Rule Utilitarianism (RU)
AU: each case evaluated via the principle of utility. We look at the possible actions and all of the expected outcomes, and then the right thing to do in the situation is the one with the best overall outcomes. 

RU: find the general rules that will promote the most happiness in society. 
· Rules of thumb, when I lack the time or impartially to go through the actual calculation
· A rule is important when I know that my own calculation risks being biased. 

Philosophers argue: RU usually falls back on AU, since rules are not absolute and should be broken when the outcomes are better
Categorical Imperative Cont’d
- Def.: a universally binding, unconditional, or absolute moral requirement. 
· The “end” is our goal and the “means” are the tools we use to get there. 
· To treat humans as ‘ends’ is to respect their rationality and their autonomy.  (never use each other but have a categorical imperative to respect one another)
Perfect vs. Imperfect Duties
Perfect duty: are duties that are obligatory and can never be breached ex: “do not lie”
Imperfect Duties: are duties that aim at a particular outcome, like duties of beneficence. 
Beneficence: acts performed for the overall benefit of the patient, designed to improve his quality or length of life. 
Prima Facie Duties
A duty that is morally obligatory unless it conflicts with another moral duty, in which case the more pressing duty takes precedence. Duties: 
· Fidelity (keeping promises)
· Reparation (fixing previous mistakes)
· Gratitude (thankful)
· Justice
· Beneficence
· Self-improvement 
· Nonmaleficence 
Any of them conflict: choose the most appropriate. 


Virtue Ethics 
· Not about what to do in a certain situation, but rather about what kind of person I should be. 
· We become “virtuous” by acting virtuously, such that we develop stable character traits. 
· 2 types; intellectual virtue = we learn through education etc, shows us how to follow rules of logic. Moral virtues = training our emotions to be obedient to the virtuous intellect in all our actions.
Consequentialism- Classical Unitarianism
Principle of Utility: Belief that we ought to maximize
benefit or good consequences and minimize harm 
or negative consequences for the greatest number of 
individuals affected by a situation or our actions.
(similar to Cost-Benefit Analysis).
· Promoting the best outcome.
· Maximize good consequences and 
maximize bad consequences too.
Sometimes it is called Hedonistic utilitarianism, because of the term “hedonist,” which is someone who seeks pleasure. 
 However, it isn’t always about the quantity of the happiness but it also has to judge the QUALITY of the pleasure.
This theory is impartial; because when the utilitarian moral agent is thinking about the outcome, they have no goof reasons to prefer their own happiness over anyone else’s. 
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		 Medical students- takes an oath, code of ethics (offers moral practical guidelines for how physicians should deal with)
Contemporary professional codes: Canadian Medical Association “codes of Ethics” 
· includes: general responsibilities, Responsibilities to the patients to society, Responsibilities to the profession and responsibilities to oneself. Plus the doctors virtuous practices and the social role of medicine. 
Principles of Biomedical Ethics: 
1- Principle of Autonomy and respect for Persons
· All persons are autonomous beings worthy of respect and such have a fundamental right to self-determination that is limited only by unjust infringement on the rights of others. 
· To respect: acknowledge their right to hold views, make choices and to take actions on their personal beliefs.
· Persons have a fundamental right to self-determination, to able to determine their own destiny – so long they don’t do it at the cost of others. 
2- Principle of Nomaleficence 
· Suggest a Prima Facie obligation to inflict NO harm upon others.
· Everyone has a duty to advance the good of others if it is possible to doo so without undue risk to oneself, where the nature of the good is completely within the values of the recipients of the action in question. 
· What counts as harm? 
· What could be harmful to someone can mean something different to someone else
· Ex: Patient refuses medicine, inflicting harm to themselves, doctor not interfering, patient is breaking the rule of nonmaleficence.
· No-moral harm: no one is the culprit 
· Moral- harm: doing it on purpose
3- Principle of Beneficence 
· Everyone has a duty to advance the good of others if it is possible to do so without undue risk to oneself – where the nature of the good is in keeping with the competently held values of the recipients of the action in question. 
· “doing good” through mercy and kindness or charity
· “good” that is done for another, in fact fits with their understanding of the good.
· Benevolence: is the character trait or virtue of someone (beneficence does not require extreme sacrifice on the behalf of the benevolent. 
4- Principle of Equality/Justice 
· All persons, insofar as they are persons, are equal and be treated the same. 
· Principle that suggests that all persons should have equal access to care, and that all persons in similar situations should get treated the same way. 
· However, some factors can contradict with the fact that ppl in the same situation should be treated the same way. Ex: is it fair to a non- smoker vs a smoker for entire life should be competing equally on a lung transplant?
Hippocratic Oath and Other Codes				
· The urgent and ethically charged 
context of medical decision-making. 
· Development of professional 
“codes of conduct” 
· Every conversation between HCP and patient is 
Potential for ethical action 
· Code of conduct does not mean that it is justified
· Biases towards the code of conduct. 

Lesson 2
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Lecture 2.2  
Autonomy 
· An autonomous individual is free from outside control to create and direct their own life plan. 
· Diminished autonomy would be someone who is unable to deliberate upon a self-chosen life-plan. 
· Liberty: freedom from external limitations
· Agency: free from internal limitations upon the ability to perform intentional actions.
· Traits to consider when wanting to be autonomous: understanding, reasoning, rational decision making and independence. 
Autonomous person vs. Autonomous action 
· Autonomously making a decision requires a FULL understanding and to be fully aware. 
· Many degrees of autonomy 
· Some patients who are deemed incompetent might still be able to make autonomous decisions. 
Action: 
· What determines an autonomous decision 
· If it is intentional 
· Performed with understanding 
· Free from external influences
· Focuses on specific actions and choices in order to determine if a person is autonomous 
Respect for Autonomy 
· The rational, mentally mature individual’s right to make decisions regarding his or her own life – obligates health care providers to allow these patients to direct their own medical care 
· The notion of “harm” must be approached from the POV of the patient.
· Positive/ negative influence on decision making: - remoteness from equipment/ experts; lack of information relating to the decision, fear, anxiety etc. 


			

Competence (key term of biomedical ethics) 
· Def: Evaluates not only the content of the decision, but also the process of arriving at the decision
· It can be defined as: 1) Rational and mentally mature individual 
		       2) Free from internal and external influences that may block his/her ability to understand the situation 
		       3) Able to make a decision that reflects his or her longer term, completely held values. 

· When competence is absent: 
	- Proxy or surrogate decision-making (family member or someone who has best interest) 
	- Substituted judgments (evaluated according to what the patient would have decided) 
			       






Informed Consent

Definiton: Informed consent involves a patient who understands and is fully aware of the possible technicalities and outcomes that a certain procedure may have and authorizes a physician to proceed with the treatment.

· Some information can be frightening to the patient, therefore these five basic parameters need to be met in order for the information to be met and for the patient to be considered as “informed”

- The competent patient or surrogate must also make an informed consent (or refusal). 

1. Disclosure: the patient must receive through disclosure relevant information.
2. Comprehension: the patient must understand the information being given to him. 
3. Voluntariness: the patient must not be coerced into giving consent or refusing treatment.
4. Competence: the patient must be competent to consent or refuse treatment 
5. Consent: the patient must actively give consent or refuse treatment. 

Sometimes, informed consent is not always fully obtained or given because protecting the patient autonomy because = paying attention to patient autonomy can be time consuming and costly and the possibility of liability on HCP’s can intervene as well. 
















Susan Sherwin – “A rational approach to Autonomy in Health Care”

· Actual practice of informed consent can fall short; in order to have this luxury, HCP’s balance liability, costs, and training or counseling of HCP’s ( a lot of practical barriers to informed consent). 
· Sherwin: Feminism provides an alternative perspective for understanding a socially grounded notion of autonomy. 
· Selfhood is an ongoing process, rather than something static or fixed. 
· Sherwin: the theory that someone is not autonomous as a result of social disadvantage or oppression does not mean we should limit the free choices of these individuals. 
· Relational ‘alternative” and the requirements for broad social change: positively change the real autonomy of oppressed groups. 





5. The Fiduciary Model 
· Relationship of trust – for honest communication and belief that the physician is working towards best interests of patient. 
· Patient follows prescriptions and gives all relevant info. 
· BEST MODEL – standard of the HCP – patient relationship – balances the autonomy of both parties and promotes trust. 
· Attempts to balance Prima Facie biomedical principles – from patient autonomy to commitment, to informed consent, to beneficence and nomaleficence.
HCP – Patient Relationship Models
1. Paternalistic Model 
· physician holds final decision making power. 
Covert -> physician becomes the expert who is ultimately making the decision for the patient, not with the patient 
Significant overriding concerns requires to justify this model.
2. The Agency Model 
· physician performs wtv actions requested by the patient 
· provides patient with all information and proceeds  with the patient’s decision; even if it conflicts with the physician’s own belief. 
· Few believe that the agency model is the best, cause too much authority is given to the patient 
3. The Contractual Model
· Terms of the contract are negotiated and the duties of the physician are limited to those explicitly agreed to the negotiation. 
· Explicit and implicit contract, entered freely by both parties 
It is less clear that all physicians duties can be derived from a contract, since the duties are to care, beneficence and nomleficence – hard to be put all in a contract.

4. The Friendship Model 
· physician acts as friend, perhaps arguing with patient as to make the best decision (but patient is the ultimate decision maker).
· Personal interest in the well being of the patient. 
· Feels free to argue when patient is not acting the way they’re supposed to 
Work in modern healthcare? – NO, because too many levels of just trying to get a family doc. Too many ppl too many doctors. 
	- This model: not always good – get too emotionally invested(better for doc to be distant)

· Justifying “hard” paternalism 

1. A patient is at risk of a significant, preventable harm.
2. The paternalistic action will probably prevent the harm 
3. The projected benefits to the patient of the paternalistic action outweigh its risks to the patient
4. There is no reasonable alternative to the limitation of autonomy.
5. The least autonomy-restrictive alternative that will secure the benefits and reduce the risks is adopted. 
6. A paternalistic action would not damage substantial autonomy interests. 
Suspension of autonomy in order to prevent harm or in order to benefit a patient. 
	Ex: seatbelt law: paternalistic gesture 
Paternalism

· The intentional overriding of one person’s preferences or actions by another person, where the person who overrides justifies this action by appeal to the goal of benefiting or preventing harm to the person whose preferences or actions are overridden. 
· Sometimes autonomy and beneficence conflict with paternalism
· Runs the risk of conflicting with patient autonomy. 
· Best interest of the patient, might require withholding information, misleading to the patient and even forcing patient into following -> these factors go against medical care (centered on informed consent). 
Soft/Weak Paternalism vs. Hard/ Strong Paternalism
· Weak: The belief that it is permissible to interfere with the autonomy of a competent person only when he is acting in an irrational form that could lead to harm himself or others. 

· Strong: The belief that it is permissible to override the autonomy of a competent individual in order to promote beneficence and nonmaleficence.

· Substantially non-voluntary action: 

· They are causes that undermine the person’s autonomy (substance abuse etc..) 
· Weak paternalists will then temporarily suspend the patient’s autonomy (if he suspects any influences) 
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Involving children in Medical Decisions – Harrison
· Ethical principle that provide guidance in the care of adults are insufficient in the context of children. 
A Family-Centered Approach – respecting developing autonomy, principle of beneficence, and the impact of the situation has on the close relatives of the child. (respect the child’s decision as well)
· Children have different levels of voluntariness, different abilities to understand complex decision etc. Still developing a “stable sense of self”
3 – parties when it comes to makingconsequentialist a decision:                1) child
					            2) HCP’s
					            3) Parents
In Canada: patient has the right to refuse treatment (prima facie right over their own body) 
· Competent adults can refuse even life-saving treatment 
· Mature minor, surrogate decision maker
· Mature Minor competenc: not related to age, but the ability to prefrom the task in question. If child not compentent – surrogate is given 
· Children developing capacities: 
· Infants and young children (no capacity)
· Primary school aged children (capacity to assent)
· Adolescents (at time reaching a full capacity to consent) 

· Harrison et al: suggest that children would be treated paternalistically because they have no significant decision-making ability. 

The Concept of Informed consent – Faden and Beauchamp

Competency – changes all the time and it is intermittent (related to different tasks).
· Incompetency- does not judge; just not competent to make a decision or do a certain task (generalized judgment). 

Tests of competence in order to determine if a patient has diminished competency (if struggling to make a medical decision) 
· Inability to express or communicate a preference or choice
· Inability to understand one’s situation and it’s consequences
· Inability to understand relevant information. 
· Inability to give any reason at all for the decision being made. 
· Inability to give a rational reason 
· Inability to give risk/benefit type reasons 
· Inability to reach any time of reason what so ever. 

Standards of Competence – Buchanan and Brock 
3 types :
1. Minimal Standard of Competence
· Focuses on autonomy, more subjective 
· Not every expressed choice will be competent 
2. Outcome Standard of Competence 
· Focuses on beneficence, more objective (live up to the standard in order to competent) 
· (Recap) Beneficence: action that is done for the benefit of others
3. Process Standard of Decision-Making Competence 
- Focuses on the process of the reasoning that leads up to that decision.
· Balances autonomy and beneficence 
· looking for a standard of competence that balances both. 

· Expected benefit/ =harm assessment changes the required level of competence to make that decision 
· Accepting a beneficial procedure requires minimal competency 
· Refusing a beneficial procedure requires maximal competency

· The GREATER the risk relative to other alternatives… the greater the level of communication, understanding and reasoning skills requires for competence to make that decision.
Patient decision process:
1) how well that patient understood everything 
2) if the decision is unexpected, the HCP will have to see whether the decision is beneficial to the patient.
a. Offering a soft paternalism 
b. Making a non-optimal decision (“help me understand your choice”)
c. Protect autonomy and beneficence by asking that question ^




1) is the patient competent?
2) Is the consent voluntary?
3) Has the relevant info. been properly disclosed?
4) Has the recommendation been fully provided?
5) Has the patient fully understood the recommendation?
Sense – 1: autonomous authorization
· Individual understands the situation and authorizes the physician to proceed. 

Sense – 2: Social practice of informed consent (valid consent)
· Consent will be considered “effective” or “valid” – because it has been obtained by procedures that satisfy rules. 
· Does not refer to an autonomous decision, however to a legally or institutionally effective authorization from a patient. 
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[bookmark: _GoBack]“What about the family?” – John Hardwig 

· To what extent can the patient’s family legitimately be asked or requires to sacrifice their interests so that the patient can have the treatment he or she wants? 
· “Family” – meaning those who are close to the patient

According to Hardwig: - Family sometimes have more at stake than the patient does and sometimes these decisions need to be taken into account, overriding the patient’s preference 
· lives deeply connected to whom we are close with; given this: a patient’s decision may hurt or effect the family (cost wise, emotionally etc.)

“Quality Care and the Wounds of Diversity” – Kenneth Kipnis 
**story of the Korean patient in Hawaii 
· offered treatment of 50% chance of recovery -> patient refused because could not take it anymore
· All japs staff: exploiting and oppressing him (he believed) 
· Kipnis suggests that physicians should confront the problem directly, but then accommodate in the name of hen value of health care
· In medical decision-making, the HCP too must be respected, and so there are limits to patient autonomy. 

Ethical Relativism in a Multicultural Society – Macklin 
· Respect for individual Autonomy can conflict with cultural sensivity. 
· Western culture: patients expect to have all the info. disclosed to them whereas other culture; HCP disclose info. to the family members rather than the patient -> respect for autonomy, different for every culture, some is normal and some is not. 
· HCP’s should ask patients how they would like info to be disclosed (respect the patients autonomy).

Intolerance vs Over tolerance 
· Intolerance: where practices that pose no threat are refused due to a lack of respect 
· Over tolerance: HCP allows a family’s culturally based requests to override the autonomy of a patient.
· Respect for autonomy grants patients who have been medically and properly informed the right to refuse a proposed treatment. 
· When beliefs cause harm to others (patient), over tolerance attempts to prevent those harmful consequences and are justifiable.

· Cultural diversity: Ethical principles need to be flexible in their application in order to respond appropriately to genuine differences. 
· Cultural norms for a patient may not be moral to the HCP (trying to find a middle ground between both)
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“Telling the Truth to Patients” – Mack Lipkin
· When can veracity/truth-telling be justifiably “suspended” in the medical context? 
· Should always tell the truth no matter what -> but can have certain limitations 
· Veracity is not an absolute obligation but a Prima Facia duty (all things being equal, one should tell the patient the truth)
· Not knowing may lead the patient to be confused and lead to anxiety
· Act of withholding information out of kindness for the person being deceived. 
· The fact that deception occurs, does not mean that something unethical happened. 
· If the patient knows everything, doesn’t mean that it will heal them quicker. 

David C. Thomasma 
· Telling the truth is the “default,” yet veracity is on a “secondary value” and can thus be suspended: 
· The context 
· The secondary nature of value of truth 
· That truth is necessary at some point to reach a cure
· That withholding information is only a temporary solution 
· Truth should be out default

· When the receiver receives the truth, it is not in state to “act rationally and autonomously” then the others must act to “protect us from harm”
· Truth is actually a secondary value: the primary value in any relationship is survival of the community and well being of the individual 
· Balancing Prima-facie duties
· Withholding the truth can only be a temporary solution, unless there are significant considerations against telling the truth, the default should be in favor of truth. 
Privacy and Confidentiality
· Confidentiality is the duty of an HCP to keep a patient’s life in private
· Bodily privacy
· Information privacy
· Communication privacy

· A person revealing that he has HIV, potentially exposes herself to discrimination and intolerance. 
· Patients need to have control over the disclosure of their diagnosis 
· Harder to keep confidentiality because, put into comp systems: easier to create access points for users to read info. 
· Policies are created in order to maintain patient info. confidential. 

Confidentiality in Medicine: A Decrepit Concept – Siegler 
· Info can be passed through the hands of hundreds of HCP members without the patient’s approval, creating a breach of confidentiality for the patient. 
· He idea of confidentiality is systematicallt breached 
· Confidentiality allows patients to trust HCP’s; therefore creating an improvement in healthcare 
· 3rd party interests: family members, revealing to employees. 
· As medicine expands, the size of “team” and information to be shared is more likely to increase. 
· Siegler suggests: that all of this expanding is for the better care but can bring diminished confidentiality for the patient. 
· Impose: 
· “Need to know” protocols (wtv needs to be discussed and no more. 
· Patients needs to be informed that confidentiality is evolving 
· Talk about what was disclosed/counseling (patient)
· Sharing information not too abruptly and loud so that no one can overhear. 
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Canadian Health Care Act 
-5 general policy principles
1) Public administration: the system be run by public officials and on a non-profit basis. 
2) Comprehensive: all necessary services be provided
3) Universally: in that all residents are entitles to equal coverage 
4) Portability: in that, all residents moving within Canada or traveling within or outside Canada remain entitled to coverage.
5) Accessibility: in that all insured persons have reasonable access to necessary services. 
Problems:
- residents must wait a long period of time (unsustainable to have to wait)
- “profit” sector (private) – removes physicians from public sector: easier to treat cases 
- Should be bases on the need rather than the “ability” to pay. 

“Managing Care the Canadian Way” – Pat Armstrong
· Canada has seen an increase in US style “managed care” (may solve the issue with Canadian healthcare) 
· For profit – very strict on staying at the hospital, “skimming” process 
· Serve the most healthy patient.
· Introducing “profit” system, can introduce refusal of care based on economical considerations. 
· Armstrong: the Canadian system is not perfect, but it has “developed a system that provides equitable access for many people to far better care than managed care has provided in the US. We have done this with more bureaucracy, more choice and at a lower cost. 
· Managed care is an industry that amasses incredible profits by limiting care and not actually providing improvements. 
· Health care, a commodity? 
· Pellegrino: seems to suggest that there are market forces that encourage medical students to pursue economic advantage first, and the art of medicine and community second. 
· Making money -> a secondary good for the physicians. 
· Health care is not a commodity, impacts of commodification are negative -> does not deliver its promises in terms of quality and costs of lowering via free market competition; health care is a universal need and we should all have an equal claim. 
Microallocation?
	Scarce resources 
· Structural scarcities (limited hospital beds)
· Extreme scarcities (high need for organs for transplant)
Allocation: the distribution of resources when there is some limited set of resources and various alternative or competing ways they could be allowed. 
· Macroallocation (large-scale)
· How the gov’t divide overall resources between all of the services that they fund. 
· Mesallocation (medium-scale)
· Health board decides how much of their funding goes to each hospital.
· Microallocation (individual-level) 
· Where HCP’s must decide between individual recipients care (who gets first, second etc..) 
Allocation considerations need to move both downward (macro to micro) and upwards (micro to macro) 
· must have a macro distribution in order to then decide upon a micro distribution (downwards) 
· Works upwards – what the patient has the right to receive 
The right to decent minimum of Health Care – Buchanan
· A claim to a “right” to a decent minimum must be based in a more general theory of justice 
· Only the “theory of justice” would justify that people have a right to a decent min. 
· No “universal” decent minimum.. 
· Working definition of “rights,” justifying my claim and laws that protect this right: 
· Rights not overridden
· Decent Minimum seems to indicate that all should have a right to health care; whether better or faster healthcare should be up for sale on an open market model. 
· How do we determine decent?
· “decent” must be defined – that is, what is considered “decent” for a good and tolerable life. 
Canadian Health Care 
· Canada did not always have a public health care system – became a reality in 1984
· All residents have a reasonable access to medically necessary hospitals and services. 
· Primary objective: “to protect, promote and restore the physical and mental well-being of residents in Canada, without financial barriers. 
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What is Health? 
· What consists as an illness has changed over the years 
· Some definitions are hard to define the line between “healthy” and “unhealthy” 

Scientific/biological framework
Scientific -> individual who is healthy in one setting may not be healthy in another setting 
Biological -> have to define environment – relative optimal functioning and define disease as conditions that block this functioning. 

What determines Health Disease as “Social Constructs?”
· Health and diseases are social constructs (illness and disease, health and treatment). 
· Who counts as normal human being and what counts as a normal state are “normative” questions -> not a natural fact. 
· Normative question as to who is considered to be a “normal human being” and who counts as a “healthy state” 
· Answered by: 

· Frame-work relative: what is normal in one group, is perhaps abnormal or “ill” in another group. 
· Scientific/biological? – Not necessarily, because is the goal of health merely a biological goal of survival or environment- relative optimal biological functioning. 

What is Health Organization? 

· Health is the state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.
· The who does not “merely” biologically defined disease, but rather focuses on the overall “state” of the human in terms of physical, mental and social well being. 
· Health is not only the biological spectrum but also the quality of life 
· Health cannot just mean “absence of disease” -> means more (overall well being)


PHIL 235 Working Definition of Health: 

· Health is a state of generally good (if not optimal) physical and mental functioning of a person, making possible their well being within their environmental and social context – where “good functioning” and “well being” are defined by the person in question and where the “social context” is not unduly influencing that definition of “good functioning” and “well being.”


THIS CLASS CAN GO FUCK ITS SELF 
Lecture 5.2
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