Importance of Ethics in Health Care
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· Two Types of Philosophical Issues in Health Care
· Conceptual Issues 
· Have both theoretical and practical importance 
· Theoretical
· It is interesting to know precisely how these concepts are to be defined
· Practical
· How they are to be defined can make a difference to actual practice in health care
· Ethical Issues

· Hippocratic Oath
· Above all do no harm”
· Nature of illness can make patients highly vulnerable, which creates the possibility for abuse
· There are charters to protect human rights 

· Three Revolutionary Changes in Health Care
· Development of scientifically-based medicine 
· Emergence of large health care institutions and bureaucracies 
· New attitudes toward patients (human rights or patient rights)

· Human Rights Movement
· Emerged in mid-20th century with Universal Declaration of Human Rights
· Response to horrors of early 20th century wars/genocides
· Today human rights are a significant force in world affairs and also in health care
· In traditional medicine, treatment of patients was highly paternalistic “Doctor knows best”
· Patients had no say 
· Now, paternalism has been replaced by practice of “informed consent” where the patient decides
· Patients always have to consent to any medical intervention 
· Patients have rights that must be respected and although this is a good change, it raises new issues 

· Rules
· Wherever you work, there will be rules and procedures to ensure that the rights of patients are respected, and other ethical standards are met but following these rules will not be enough because:
· The rules may presuppose that you’re already familiar with health care ethics 
· No set of rules can anticipate all the contingencies that might arise meaning you will need to rely on your own capacity for moral judgement and reasoning
· Ultimately, you’re responsible for your actions and it is not an excuse to say you were just following rules or orders
· You may be the one who has to make the rules
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· The Issue
· We describe some acts as right 
· We have an obligation to do them
· Other acts as wrong 
· We have an obligation not to do them
· What is it about a given act that determines whether an act is morally right or morally wrong?
· We do provide explanations as to why some acts are wrong and some are right but most of the time it’s incomplete 
· Moral theory gives a complete explanation 

· Moral Theory
· Moral theory tries to give complete answer to the question of “What is it that determines whether an act is right or wrong?”
· Answering this question could help us resolve moral dilemmas and disagreements in health care

· Moral Codes vs Moral Theories
· Moral code is merely to say which acts are right and which are wrong
· Moral theory is deeper
· Not only tries to distinguish right from wrong but also to explain why some acts are right and why some are wrong

· Criteria of Adequacy for Moral Theories
· Good or plausible moral theory should be:
· Consistent with our moral sense
· Consistent without carefully considered moral judgements in different situations 
· Helpful in figuring out which acts are right
· Moral theory help solve controversial situations where people can’t agree whether something is right or wrong

· Examples of Moral Theories
· Ethical Egoism
· Right act is to do what’s best in your own interest 
· Utilitarianism 
· Consequentialism moral theory 
· Kantian Ethics
· Non-consequentialism moral theory 
· Ross’s
· Combines Utilitarianism and Kantian Ethics
· Virtue Ethics
· Feminist Ethics
· Most influential is utilitarianism and Kantian ethics
· Each of these theories is an attempt to answer the important question of “what determines whether an act is right or wrong?”

· Two Types of Moral Theory
· Consequentialism 
· Rightness or wrongness of an act depends only on its consequences
· Non-Consequentialism 
· Consequences are not the only thing that affects the morality of an act 
· Deny if consequences 
· All acts have consequences!

· Utilitarianism
· Most prominent form of consequentialism 
· Accepted by many philosophers today
· Leading defenders that were philosophers include:
· Jeremy Bentham (1748-1832)
· John Stuart Mill (1806-1873)

· John Stuart Mill
· British philosopher, economist, civil servant
· Family friend of Bentham
· Very precocious child
· Nervous breakdown at 20
· Major reformer
· Member of Parliament
· Proponent of women’s rights
· Important works include:
· Utilitarianism 
· On Liberty

· Rough Statement of Utilitarianism 
· “The creed which accepts as the foundation of morals, Utility, or the Greatest Happiness Principle, holds that actions are right in proportion as they tend to promote happiness, wrong as they tend to produce the reverse of happiness”

· The Utilitarian “Theory of Value”
· Distinction between:
· Being instrumentally good -> good as a means
· To things that we want 
· Example: Money to get things you want 
· Being intrinsically good -> good for its own sake 
· Good as an ending 
· Something you pursue as an end of itself 
· Happiness is the only thing that has intrinsic value
· Utilitarians claim that only one thing is intrinsically good which is happiness
· Each person’s happiness is of equal value 
· Happiness of rich people is equally important as the happiness of the poor 
· Greatest happiness principle 
· Wisdom is not intrinsically good, only a means to achieving happiness whether for yourself or for someone else 

· Many Utilitarians Assume Further
· Happiness consists of pleasure and the absence of pain (Hedonism)
· Pleasure is understood broadly to include not just physical and sensual pleasure but also intellectual, artistic, emotional and other sorts of pleasures 
· Pleasure and pain can be quantified 
· Sometimes you have to sacrifice the happiness of one person to make a large group of people happy

· Argument for Utilitarianism 
· Happiness is the only thing that is intrinsically good, valuable or worthwhile
· Happiness is ultimately the only thing that is relevant to how we should behave, to what is the morally right, best, correct way to act
· Morally, we should promote happiness

· Principle of Utility
· An act is morally permissible only if there is no other act one could have done that would have produced more overall happiness

· Principle of Diminishing Marginal Utilities 
· The more of a thing you get, the less happiness you derive from it 
· When you’re deriving up benefits (things people want), equal distributions tend to maximize happiness
· Giving $1000 to charity for poor children creates more happiness than spending it on myself or throwing a party for my friends 
· The more you get of something, the less happiness you get from it 

· Utilitarianism Imposes High Moral Standard 
· “The happiness which forms the utilitarian standard of what is right in conduct, is not the agent’s own happiness, but that of all concerned. As between his own happiness and that of others, utilitarianism requires him to be as strictly impartial as a disinterested and benevolent spectator”
· The happiness that’s relevant here is not the own person making the act but also the people that are also affected by these acts 
· Whenever you’re doing something, your motive shouldn’t only be your happiness but also the happiness of other people 
· Utilitarians believe the principle of utility alone accounts for all right and wrong
· Many utilitarians also believe that this principle underlies our common-sense judgments about right and wrong 
· Acts such as killing, stealing, lying, breaking promises, are considered wrong because they tend not to maximize happiness
· Utilitarianism is hard
· Utilitarianism is a Progressive Doctrine
· Justify or Require:
· Abolition of slavery and discrimination 
· Abolition of child labor 
· Equality for women
· Animal welfare
· Programs for public health and safety
· Helping the poor
· Prison reform 

· Is Utilitarianism a Plausible Moral Theory?
· Is it an accurate plausible account of right and wrong acts? 
· Testing for moral theory is to:
· Look for examples of acts that:
· Utilitarianism says we should do but which seem to us wrong
· Utilitarianism says we should not do but which seem to us to be right acts

· Some Problems for Utilitarianism 
· Some say the theory is too impractical
· Might sometimes violate people’s rights
· Would sometimes lead to unfairness
· Gives weight to pleasures that are bad/immoral
· Cannot account for special relationships between people, family, friends
· Is too demanding, requires too much of people
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· Rule Utilitarianism 
· Applies the principle of utility rules
· Determine what rules would maximize happiness in society, and then follow those rules 
· Promote human rights 
· Include a realistic rule for charity 

· Act Utilitarianism 
· Applies the principle of utility to individual acts
· Always try to do those particular acts that will produce as much happiness as possible

· Clarification
· Note that rule utilitarians don’t claim to know exactly what these rules are
· They are only claiming that there is some system of rules, whatever they are, which are such that, if people were follow those rules, then more overall happiness would result than if people followed any other set of rules
· Rule utilitarians claim that the morally right way to behave is to follow these ideal rules

· Common Objection to Rule Utilitarianism
· Objection is that rule utilitarianism collapses into act utilitarianism
· What system of rules would produce the most happiness? 
· System that contains one rule “Maximize Happiness”
· If everyone follows this rule, wouldn’t happiness be maximized?

· Answer to this Objection
· There are strong reasons to think the one-rule system described on the previous slide would not maximize happiness
· The reason for this is that people would make mistakes about what acts will maximize happiness
· People need more direction and guidance than just being told to promote happiness, they need to be given fairly specific rules to follow

· Maximizing Happiness
· What rules would maximize happiness?
· Don’t lie (except in extreme situations)
· Don’t steal (except in extreme situations)
· Don’t kill (except in extreme situations)
· These rules include familiar rules of common-sense morality
· Without such rules, society could not exist, there would be chaos, and not much happiness


· Possible Objection to Rule Utilitarianism 
· Some critics argue that rule utilitarianism involves a kind of rule worship
· For example:
· Not doing an act just because there is a rule against it, even though the act would produce more happiness than anything else we could do

· Kant’s Ethics
· Moral theory

· Immanuel Kant
· 1724-1804
· Born, lived, and died in Konigsberg, Prussia
· Strict protestant upbringing
· Taught as a Privatdozent for many years
· Captivating lecturer, great conversationalist, people set their clocks by his walks

· Utilitarianism VS Kant
· Utilitarianism
· Consequentialist 
· Only the consequences of an act are relevant to its being right or wrong
· No type of act is intrinsically right or wrong
· Kant’s Ethics
· Non-consequentialist 
· Consequences are not relevant
· Some acts are intrinsically wrong
· For example:
· Lying
· Breaking promises

· Categorical Imperative
· Kant’s ethics involves a single basic moral principle
· Categorical imperative (CI)
· Categorical 
· No exceptions
· Imperative
· A command
· Kant gave different formulations of the CI

· General Features of Kantian Ethics
· Morality applies equally to everyone 
· Only acts done from a good will (good motive) have moral worth
· Morality is intimately connected with rationality 
· Wrong acts involve a kind of inconsistency or contradiction

· First Version of the Categorical Imperative
· “Respect-for-Persons” Version:
· Always act in such a way that you treat people, including yourself, as ends in themselves and never merely as a means

· Clarification
· Okay to treat people as a means, but not to treat them merely as a means
· Difference between the way we treat inanimate objects and the way we treat people
· Our nature as rational, autonomous agents who have free will is what merits respect

· Advantages and Weaknesses of “Respect-for-Persons” Version of Categorical Imperative
· Advantages
· Simple, plausible moral principle
· Provides a foundation for autonomy and human rights
· Provides some guidance in the context of health care
· Weaknesses
· Somewhat vague
· Not too clear what counts as treating someone merely as a means
· Does not account for all right and wrong 

· Second Version of the Categorical Imperative
· The Universalizability Version
· Always act in such a way that the maxim of your act could be a universal law
· Maxim is a rule of action that tells you do a certain act
· Universal law is a law or rule that everyone must follow
· Whenever you do something, make sure that it would at least be possible for everybody else to act in the same way, that is, to do the same type of act you’re doing

· Kant Insisting Upon this Requirement
· His thought is that universality is a fundamental feature of the moral outlook
· Morality is objective, impartial, and treats everyone in the same way
· If it’s wrong for you to do something, it must also be wrong for me to do it

· Illustration
· Act
· Making a false promise 
· Maxim of the Act
· Get something by making a false promise and then making the false promise
· Universalizing 
· What would happen if everyone followed this same maxim (rule)?

· Kant’s Universalizability Test of Right Action
· Identify the maxim (rule) of your act
· Suppose everyone follows the same maxim (rule)
· Consider what the result of the above would be 
· If result is a contradiction, act is wrong
· If no contradiction results, act is permissible

· Everyone Breaking Promises
· Institution of promising would collapse, it would cease to exist, and it would be impossible for anyone to make promises
· Result contradicts goal in doing the original act, namely, trying to get something by making a false promise. 
· Cannot pursue this goal if the institution of promising does not exist 
· “Break your promises” is an impossible rule

· Contradiction
· The contradiction Kant has in mind is between the consequences of everyone’s doing, the act and the goals you have in doing the original act of making a false promise

· Examples
· Kant thought there were many other acts that are similar in this respect
· Stealing
· Cheating
· Lying
· Killing
· Being rude
· The possibility of a person doing these acts requires that most people, most of the time, do not act in these ways, making them wrong acts
· Their maxims can’t be universalized

· Connection Between the Two Versions of the Categorical Imperative
· Institution of promising depends on the fact that most people go to the trouble of keeping their promises so when someone breaks their promises, they’re a free rider
· Using the institution of promising (using other people) merely as a means to achieve own selfish goals

· Objections to Version 2 of the Categorical Imperative
· Version 2 of it is too rigid
· Not always wrong to break promise or tell lie
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· W.D Ross
· 1877-1971
· Scottish philosopher
· Spent early childhood in India
· Taught at Oxford University

· The Ethical Theory of W.D Ross
· Ross rejects whole idea of a single moral theory
· He does not believe there is a single underlying moral theory that explains all right and 
· He does not think there is any single property that all right acts have in common or that wrong acts have in common, other than just being right and wrong 
· This view is called Moral Pluralism

· Prima Facie Moral Principles
· Doing right thing involves following set of principles
· These principles are not absolute, but they are Prima Facie which is that we should follow each of the rules, unless there is a good reason not to 
· When rules conflict, we try to decide which should override the other

· Ross Includes Utilitarian and Kantian Ideas
· Ross agrees with utilitarians that the principle of utility is relevant to how we should behave
· Other things that are equal, we should try to maximize happiness
· He also agrees with Kant that we have duties to tell the truth, and keep promises
· Ross’s ethics embraces elements from both utilitarianism and Kant’s ethics

· Moral Knowledge
· How we know what is good and what our prima facie duties are
· Ross held that we have a moral faculty that gives us the ability to see directly that certain things are true in the domain of ethics
· Moral faculty is comparable to perceptual faculties
· Ross referred to this direct knowledge as Intuition 
· We are able to see by direct intuition that some things are good or bad, right or wrong

· Problems for Ross’s Theory
· Is the idea of intuitive knowledge in ethics defensible?
· How would we explain this capacity?
· How would we explain the moral facts that we intuit in this way?
· Are they physical, non-physical?
· When prima facie duties conflict, how do we know which one overrides the other?
· Ross says we’re bound by the more stringent duty, but how do we tell which one that is?

· Virtue Ethics
· Skeptical of moral rules and principles
· Morality is too rich to capture the rules and abstractness of right and wrong
· Morality is embedded in social and cultural practices and institutions 
· Goals of ethics should be to become a virtuous person, to acquire the virtues, such as:
· Honesty
· Generosity
· Courage
· Compassion
· Being virtuous will lead one to do what is right
·  Try to become a virtuous person
· Morality is like a skill
· Requires education, training, and practice
· To become a virtuous person, you can’t just follow a set of rules and directions
· You also have to have the desire to become a good person 
· Important to try to emulate models of virtue in the past

· Problems for Virtue Ethics
· Problematic cases
· How do you decide whether to participate in war?
· Problem of new situations
· What does a virtuous person do when it comes to human cloning?
· Possible conflicts between virtues
· Between beneficence and fairness
· Don’t virtues presuppose moral principle
· Why is honesty and virtue?
· Because it tends to increase happiness

· Care Ethics
· Focuses attention on role of morality in close personal relationships
· Emphasizes importance of such virtues as sympathy, compassion, and kindness
· Similar to virtue ethics in being skeptical of the value of moral rules
· Criticizes traditional moral theory for attaching too much importance to objectivity and impartiality

· Feminist Ethics
· In 1982, Carol Gilligan argued in her book, In A Different Voice, that there is a distinctly female approach to ethics
· Male ethics emphasizes reason, rules, abstraction, objectivity, impartiality, etc….
· Female ethics emphasizes involvement, attachment, solidarity, concern for particular cases, caring, etc…

· Feminist Criticisms of Traditional Ethics
· Not enough concern for women’s rights and issues
· Focused on abstract, intellectual issues, and neglected oppression, and political domination
· Overlooks moral problems in the private as opposed to the public domain
· Undervalues community, peace, solidarity, interdependence, etc…
· Overvalues theory, rules, and concepts, at the expense of emotion and feeling in ethics

· Moral Principles/Values in Health Care
· The 5 Principles Approach to Health Care Ethics:
· Utility
· Autonomy
· Non-Maleficence
· Beneficence
· Justice

· Examples of Specific Moral Principles
· Respect persons/human dignity
· Be tolerant of other cultures/religions
· Personal integrity, be true to your own beliefs
· Principle of proportionate means
· Treat people fairly and impartially
· Protect the common good
· Promote knowledge and truth
· Principle of double effect

· Moral Theories and Moral Principles
· Moral Theories
· Put forward as a complete description and explanation of right and wrong, meant to hold always, and can never be overridden
· Moral Principles
· Less comprehensive than moral theories
· They are relevant considerations in a broad range of situations but might be overridden by some other principle of value
· Moral Rules
· Even narrower than principles such as telling the truth or keeping your promise

· Ross and the 5 Principles Approach
· Both approaches reject idea that there is a single, underlying characteristic or property that all right acts share (that makes them right) and a single property that all wrong acts share (that makes them wrong)
· Autonomy 
· Concerns the extent to which people have control over their lives and actions
· Two Main Issues:
· Why is autonomy good, or valuable, or important?
· What exactly is autonomy?

· Importance of Autonomy
· Autonomy is considered very important
· We think it is a good thing for people to be in control of their own lives
· This attitude wasn’t always so prevalent because past other values were given greater importance

· Greatness about Autonomy
· Instrumental Value
· The utilitarian perspective
· Each person is better able to know, and control, her own happiness
· Able to have a greater influence on your own happiness 
· People derive satisfaction from controlling their lives
· Individuality leads to new ideas, knowledge, etc…, which benefits humanity
· Governments should only restrict a person’s freedom to prevent harm to others
· Intrinsic Value
· The Kantian perspective
· Ability to act autonomously is good in itself
· Autonomy is what makes us unique/human
· Character traits that we regard as virtues presuppose autonomy 

· Third View of Autonomy
· Human Rights
· Everyone has the right control their own lives that’s why they should be given a high degree of autonomy
· Regardless of the value or importance of autonomy, people have a fundamental right, a human right, to control their own lives
· Libertarian Political Philosophy that regards liberty as the most important value

· Being Autonomous 
· 3 Different approaches:
· Negative concept of freedom
· Hierarchical, or double decker, theory
· Idealistic theory

· Negative Concept of Freedom
· Some philosophers have defined freedom as “the absence of external constraints”
· External constraint is one that intervenes between our beliefs and desires on the one hand, and our actions on the other, to prevent us from doing what we want to do 
· Negative concept has some plausibility 
· Overlooks free will
· We have a decision-making faculty, the will
· External constraints do not affect the freedom of a person’s will
· They just prevent us from doing what we freely decide, or will, to do 
· Sometimes a person’s decision-making faculty is not under his/her control
· Internal constraints undermine or destroy freedom of will



































Monday, January 21st, 2019

· The Double Decker (Hierarchical) Theory
· Autonomy is a second-order capacity to reflect upon one’s first-order preferences and desires, and the ability to either identify with these or to change them in light of higher-order preferences and values. By exercising such a capacity, we define our nature, give meaning and coherence to our lives, and take responsibility for the kind of person we are
· 1st Order Desires
· Ordinary desires for things in the world 
· 2nd Order Desires
· Desires that are in some way about other desires
· Desires to satisfy or not to satisfy other desires, or even to have or not have other desires 

· Requirements of Autonomy 
· Having higher order desires/preferences
· Having ability to evaluate your first-order desires, and resist them or change them when they are not in your interest 
· Freedom can also be limited by internal constraints

· The Idealistic Theory
· The autonomous person must be exceptionally authentic, self-possessed, consistent, independent, in command, resistant to control by authorities, and the original source of all his or her personal values, beliefs, and life plans

· Autonomous to a Patient
· Patient must:
· Be aware of available options
· Be free from any form of coercion or manipulation in choosing between them
· Be competent 
· Having ability to make rational choice between available options
· Be empowered
· Have ability to pursue whichever option is chosen

· Beneficence and Non-Maleficence
· Beneficence in the:
· Broad Sense means both helping and not harming others
· Narrow Sense means just helping, as opposed to not harming, other
· Beneficence is more positive than non-maleficence
· To conform to rules of non-maleficence all you need to do is refrain from doing harmful acts
· To conform to rules of maleficence, you must actually do certain things, you must actually help others
· Values of autonomy and beneficence might sometimes pull in opposite directions
· If you are determined to do what benefits a person, you might sometimes have to interfere with her autonomy

· Balancing Beneficence and Non-Maleficence in Health Care
· Common dilemma faced by health care providers is how to balance the potential benefits of a medical treatment with the risks it involves
· If risks are too great, they can be accused of harming the patient, yet risks are often worth taking
· To some extent the practice of informed consent can help with the problem but let the patient decide
· You may not be able to help the patient, but make sure you don’t harm the patient
· Not actually part of original Hippocratic Oath
· Don’t cause needless harm either intentionally or through negligence or lack of competence
· Ensure that your treatment does not make the overall health of the patient worse
· Specific Beneficence
· Directed toward people with whom we have a special relationship
· General Beneficence
· Directed toward other people in general

· Evidence that Harming is Worse than not Helping
· Greater moral stigma attached to harming
· Wrong to seriously harm one person to benefit another person
· You must accept greater risk to yourself to avoid harming someone that to help someone
· Harming is more often illegal than not helping 
· Harming would be worse than not helping because:
· Not harming others is more important to society than helping others
· Not harming others is usually easier than helping others
· Rules of non-maleficence are easier to enforce than rules of beneficence

· Justice
· Very important principle in the context of allocating scarce health care resources
· Main issue is how they should be distributed if everyone is to be treated justly and fairly
· Retributive Justice
· What punishment is appropriate for wrongdoing
· Distributive Justice
· How benefits and burdens should be distributed if the distribution is to be just and fair to everyone concerned
· Main concern is mainly with distributive justice

· Just VS. Fair
· The Desert Theory
· Everyone should get what he or she deserves
· Utilitarianism 
· Things should be divided up in such a way as to maximize happiness
· John Rawls’ Theory
· Things should be divided equally unless inequalities make everyone better off
· Libertarianism
· Inequalities are okay as long as no one’s rights are violated

· Moral Virtues
· Qualities, attitudes, dispositions or characters traits that:
· Contribute to being a good person
· Help us to do what is right and avoid doing wrong
· Can only be acquired through training and practice

· Main Issue in Confidentiality in Health Care
· If there are any circumstances in which it is permissible for health care providers to disclose information about a patient to 3rd parties without the patient’s consent and when it is permissible

· Importance of Privacy
· Privacy has intrinsic value 
· Without it, human life simply could not exist as we know it
· We behave differently in private and in public
· There are all sorts of things you might say or do in private that you would never say or do in public
· Privacy is absolutely essential for people to be able to exercise control over major aspects of their lives

· Influential Court Case
· Tarasoff VS. University of California, 1976
· 1969, a psychiatric patient told his therapist he planned to kill his girlfriend
· Therapist informed University security guards but not the women herself or her family
· Patient killed his girlfriend
· Court ruling in 1976 
· Health care providers must take steps to protect individuals under threat and the public

· 2 Common Mistakes about Confidentiality 
· Overestimating the strength of the obligation to maintain confidentiality
· Underestimating the strength of the obligation to maintain confidentiality

· Edwards’ “Justifications” of Confidentiality
· Protect the privacy of the patient
· Protect the social status of the patient
· Protect the economic interests of the patient
· Promote doctor-patient communication
· Encourage people to seek medical help
· Promote trust between physician and patient
· Protect the autonomy of the patient

· Tacit Promise of Confidentiality
· Relationship between health care provider and patient involves a tacit promise 
· Health care provider promises to keep information about the patient private, unless the patient poses a serious threat to others

· 5 Reasons for Confidentiality
· Protect privacy of patients
· Protect interests of patients
· Protect autonomy of patient
· Fidelity to implied, or tacit, promise to patient
· To protect and promote medicine/health care in society 

· Difficulty in Maintaining Confidentiality in Health Care Today
· Medical confidentiality, as it has been traditionally understood by patients and doctors, no longer exist. This ancient medical principle… has become old, worn-out and useless; it is a decrepit concept
· Mark Siegler
· Siegler isn’t opposed to confidentiality
· He thinks it is extremely important
· Problem is how to protect it
· Main problem is sheer number of people nowadays who have legitimate access to a patient’s charts and record
· Siegler is pessimistic about confidentiality, he suggests the following steps to help:
· Emphasize that the duty to maintain confidentiality applies to all health care workers who have access
· Divide patient’s records into different parts, and give access only to parts that are relevant
· Patients should be informed how many health care workers will need access to their records
· Patients should be able to review their records and decide how much will be accessible and to whom
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· FAQs About Breaching Confidentiality 
· Is it okay to talk about patients during breaks?
· No. Others may overhear. Info should be shared only on a need to know basis
· My nursing colleagues share info about patients on Facebook without giving names. Is that okay?
· No. People might recognize patients merely from what is said about them
· Must info about a patient be shared with a police officer when requested?
· No. Info must be shared if and only if the police have the required legal documents, such as a warrant
· When is it okay to access the electronic chart of a patient?
· Info can be accessed only on a need to know basis

· Preconditions for Breaching Confidentiality
· Be reasonably certain that there is no other way of resolving the problem
· Be reasonably certain that breaching confidentiality will help to resolve the problem
· Be reasonably certain that the evil of breaching confidentiality is outweighed by the good to be obtained

· When Confidentiality may be Breached
· The Canadian Medical Association
· Respect the patient’s right to confidentiality, except when this right conflicts with your responsibility to the law, or when the maintenance of confidentiality would result in a significant risk of substantial harm to others or to the patient, if the patient is incompetent; in such cases, take all reasonable steps to inform the patient that confidentiality will be breached
· Respect confidentiality
· Keep patient’s info private

· American Medical Association
· After 1980 
· If required by law
· Before 1980
· If required by law
· To protect the welfare of the patient
· To protect the welfare of society 

· Edward’s Conditions
· The patient has given permission
· A good law requires disclosure of information
· There is a threat to the life of the patient or other persons
· There is the threat of serious bodily harm to the patient or other persons
· There is the threat of psychological harm to the patient or other persons
· Case Studies for Confidentiality
· Analysing case studies
· What are the relevant facts of the case?
· What moral issues are raised by case study?
· Is there any additional info that might be helpful in making a judgement about the case?
· What is the morally best course of action for the health care workers in the case study?
· The issue is usually not about what other people involved in the case should do 

· Relationship between HC Provider and Patient
· It is not okay for a health care provider and patient to have a close relationship because their relationship is an interference 
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· The Issue
· When, if ever, are HCPs justified in lying to patients or in not telling the whole truth?
· Connected with consent
· Failing to tell patients the truth may interfere with consent 

· Lying and Withholding Information
· Important difference between direct lying and withholding information 
· Direct lying seems morally worse than withholding information 
· In medicine, difference isn’t so great
· Health care providers are under a special obligation toward patients which does not apply in everyday life
· Withholding info in HC is, therefore, much more like direct lying 

· Danger of Self-Deception in Health Care
· Health care providers may be under pressure to deceive themselves about whether interest of patient requires them to withhold information from the patient 
· Very important for health care providers to be honest with themselves 

· Radical Change in Medical Practice
· 1961
· Survey indicated that 90% of physicians would avoid telling patients truth about a diagnosis of terminal cancer
· 1980
· More than 90% of physicians do inform patients of terminal cancer
· Part of reason for change may be more effective treatments for cancer 

· Temptations Not to Tell Truth
· Cases of terminal illness
· Colleague is intoxicated on duty, makes mistakes
· Patient wants you to say she is unwell so she can stay home to care for her sick child 
· Telling a child that a painful procedure won’t hurt
· Student asks for reference for a job he didn’t do
· An exhausted daughter wants you to tell her father that she’s medically unfit to care for him
· How much should the patient be told about the side effects of the drug she’s taking

· Justifications for Telling Patients the Truth 
· Very strong presumption in favour of telling the truth
· Lying requires a very special justification 
· Presumption can be justified on both 
· Utilitarianism grounds
· Imagine where we would be if we could not depend on people to speak the truth
· Kantian grounds
· Treating someone with respect generally requires telling them the truth 

· Common Reasons for Lying in Health Care
· Impossible to tell the whole truth 
· It’s too complicated and there’s too much information 
· Doctors don’t know the whole truth
· There’s too much uncertainty in medicine
· Patients may misinterpret info they are given 
· Some patients don’t want to know the truth 
· Naked truth may be harmful to patients
· Withholding info might sometimes help a patient

· Objection 1
· Patient inability to understand
· Reply
· Important for Health Care providers to recognize that they have an obligation to try hard to provide patients with as much accurate info about their condition as is feasible 
· This is part of the job and in most cases,  it can be done 

· Objection 2
· Doctors don’t know the whole truth 
· Reply
· Of course, doctors often don’t know the whole truth
· There are many uncertainties 
· This is no reason to withhold info the doctor does possess and, in such cases, patients should be informed as accurately as possible of these uncertainties 

· Objection 3
· Patients may misinterpret info
· Reply
· This is an ever-present concern but is rarely a legitimate reason for withholding important info
· Experience should help Health Care providers to anticipate and forestall such misunderstandings 

· Objection 4
· Some patients don’t want to know the truth 
· Reply
· Research shows that the great majority of patients do want full info about their condition 
· Doctors should clarify with patients at the beginning whether they want to be informed of serious illness this way there is no real deception 

· Objection 5
· The truth may be harmful
· Reply
· There is no evidence to suggest that in most cases the truth will be harmful
· Health care providers should be truthful unless there is clear evidence that the info will be harmful
· Where there is such evidence, the deception should be temporary 
· Very rare 
· A.L. Arnold, et al, suggest that perhaps the best approach for Health Care providers in dealing with seriously ill patients is “Hope for the best, but prepare for the worst”
· Uncertainties may often justify such an attitude even toward patients who probably do not have long to live

· Objection 6
· The case of placebos
· Reply
· At very least, HC providers can avoid direct lying
· Tell patient they’re giving them something that might help which is true
· Evidence suggests that placebos may work even when patients are told it is a placebo 



















Ethical Issues Related to Organ Donation
Thursday, January, 11th, 2019

· The Problem 
· Every year, hundreds of Canadians and thousands of people world-wide die because they cannot get the organs they need for transplants 
· Tragedy is magnified by the fact that so many of these deaths are preventable 

· Issues to Discuss
· Organ donation in Canada today
· Why don’t more people become organ donors
· Myth and facts about organ donation
· Transplant tourism
· What steps can be taken to increase the number of organs available for transplants

· Data from Canadian Transplant Society 
· Every year many people die while waiting for an organ donation
· Approximately 260 Canadians 
· One donor can save up to 9 lives, and tissue donors can benefit more than 75 people
· Over 1600 Canadians are added to organ wait lists yearly
· Caring for these people is very costly
· Increased organ donation rates would not only save lives but would save money 
· 90% majority of Canadians support organ donation but less than 20% have made plans to donate
· Canada’s donation rate is below many other countries including Spain, United States, and the United Kingdom 
· Average patient on waiting list for kidney will wait for 4 years for their new organ

· Transplants Save Money
· According to a report by the Canadian Institute for Health Information
· Cost for hemodialysis treatment is approximately $60,000 per patient, per year 
· One-time cost for kidney transplant is approximately $23,000, plus any additional expenses for medication necessary to maintain the transplant
· Over a 5-year period, transplant translates to almost $250,000 in cost savings for health care system, while also significantly improving quality of life

· Note About Terminology 
· Term Organ Donor in rest of these slides does not refer to someone who has actually donated an organ 
· What we mean is someone who is officially willing to donate an organ, in other words, those who have signed their organ donation card 

· Reasons Why More People Don’t Become Donors
· Not ready to make a decision when they renew their health cards
· Irrational attachment to our own bodies
· Religious reasons
· Beliefs about after-life
· People are just selfish 
· I’m not going to die any time soon so what’s the rush 
· Other reasons 

· Myths About Organ Donation
· There are many myths about organ donation, and a great deal of misinformation, which may discourage some people from becoming organ donors

· Myths and Facts about Organ Donation
· Myth
· Doctors will not try to save my life if they know I am an organ donor
· A person might always recover from brain death 
· Older people cannot donate organs and tissues
· My family will be charged for medical procedures involved in donating my organs 
· Donated organs are sold, with profits going to medical community 
· Some religions don’t approve of organ donation
· A patient with history of chronic illness can’t donate organs 
· Organ donors cannot have an open casket at their funeral
· Fact
· The medical staff trying to save lives are different from the team that would do transplants 
· Patient can recover from a coma, but not from brain death
· Comas and brain death are not same thing 
· People of all ages may be organ and tissue donors
· Physical condition, not age, is most important
· Donation costs are not covered by donor’s family or estate
· Federal law prohibits buying and selling of organs 
· Organ donation is permissible for all major organized religions and is fully supported by most 
· Very few medical conditions automatically disqualify a patient from donating organs 
· Missing organs won’t be noticed if there’s an open casket

· Transplant Tourism 
· Shortage of organ donors and long wait times has resulted in a black market
· Many Canadians travel to other countries for transplants which is called transplant tourism 
· Transplant tourism involves a number of important ethical issues 

· One Ethical Issue
· Patients who receive transplants abroad often return with medical problems because of poor care they received 

· Main Ethical Issue
· Health care conditions for donors are often very poor
· One study found that among one group of donors
· All living in poverty and most were illiterate
· All but 2 saw no improvement in their way of life after the removal of a kidney 
· Many lost their jobs after returning home because they could no longer lift heavy objects

· Possible Solutions to Shortage of Organs
· Present system improved
· Remove any bureaucratic obstacles
· Required request 
· HCPs must request donation from family of deceased 
· Ensure that family members are not permitted to overrule donor’s wishes
· Mandatory declaration
· More aggressive campaigning 
· More efficient system for matching organs with recipients, for transporting organs, etc… 
· Presumed consent
· It will be assumed that people wish to donate, unless they sign a form explicitly indicating otherwise 
· Rationale
· Some people would not go to the trouble of denying permission to use their organs, so more people would end up being organ donors
· Punish/Reward
· Organ donors given priority as organ recipients
· Non-organ donors go to bottom of waiting lists for organs 
· Non-organ donors would not even be eligible for organ transplants 
· Conscription of organs
· Upon death, all usable organs of deceased persons become property of state, and so would be available for transplantation
· Consent would be neither required nor requested 
· Permit the sale of organs 
· Scientific advances will make organ donation unnecessary

· Possible Objections to Presumed Consent
· Still might not provide enough organs
· Violates right to control over your own body
· Old worry that with presumed consent in place, doctors might not try as hard to save a patient whose organs they could use for transplants
· If strategy is to get decedent’s organs because of a kind of neglect or laziness, why would conscription not also be morally permissible  

· Argument for Opt-in System/Reward/Punishment
· Would appeal to justice
· If I’m not willing to have my organs used, upon my death, to save others, why should I be entitled to the use of other peoples’ organs?
· Simple argument from fairness

· Objections to Punish/Reward
· Hard to administer
· Would not work if people could join after they find out they need an organ transplant
· HC system should not be in the business of punishing and rewarding patients
· HC system could not allow people to die if it has means to save them 

· Advantages of Conscription 
· Would save thousands of lives
· Simpler and less costly than other approaches 
· Would remove stress for family and staff 
· Fair and equitable to everyone 

· Objections to Conscription
· Violates autonomy of the decedent 
· Violates right of family members to control body of deceased
· Religious objections
· Would generate outrage among public 
· Not consistent with consent-based medicine 

· Possible Replies to Objections
· Autonomy objection does not apply
· Since dead people have no autonomy, their autonomy cannot be violated 
· Even if some harm is done to the decedent and the family, this is outweighed by the enormous good that results
· Even if public is outraged, they shouldn’t be because the case is the same as conscription for military service, or taxation, and other practices done for the public good
· Because there is no risk of harming cadavers, and because their organs may be life-saving, post-humous organ donation is an example of an easy rescue of an endangered person 

· Should the Sale of Human Organs Be Made Legal?
· Issue is not transplant tourism
· Different versions
· People would be allowed to sell organs while alive and also after their death
· Allowed to sell their organs but only after their death 

· Arguments for Allowing Sale of Organs
· Would probably increase supply of organs
· People own their bodies, including their organs, so they shouldn’t have a right to sell them
· Would help to avoid the abuses of transplant tourism 

· Reasons for Saying We Own Our Bodies
· Lawsuits for loss of a body part
· Often said that abortion should be permissible because women own their bodies 
· Why should HCPs require the consent of patients unless the latter own their bodies
· How else should our relationship to our bodies be described 

· How Would the Sale of Organs Work in a Public Health Care System?
· Private HC Systems
· Organs would be sold and bought within a private system of exchange between individuals 
· Public HC Systems 
· Only the state, government, would be allowed to purchase organs as needed, and then make them available for transplants for free 

· Two Types of Objection Against Sale of Organs 
· Permitting the sale of organs would have bad consequences 
· Too costly for government to buy organs
· Only poor people would sell their organs
· This would be exploitation
· Slippery slope to killing people for their organs 
· Sale of organs would discourage donations
· Commodification objection
· Would undermine respect for the human body and would undermine human dignity 
· Sale of Human Organs is intrinsically wrong 

· The Cost Objection
· Government could put aside a certain budget for purchasing organs and not exceed it
· Government would decide how much to pay for organs 
· In some respects, transplants would certainly be cheaper than alternative treatments

· Would a Free Market Exploit the Poor?
· This looks more like a rationalization of an instinctive opposition to buying/selling organs than a sincere concern about exploitation
· People are permitted to sell their labour cheapy
· Refusing to allow poor people to sell body parts is paternalistic and infringes on their right to do as they please with their own property
· Would increase number of organs available for transplant which is more important that the reduction of motivation for donating organs 
· Objection that the sale of organs would undermine respect for the human body is too vague and not supported by any evidence 

· Danger of People Being Killed for their Organs 
· There is no basis for thinking that legalizing the sale of organs would lead to killing people for their organs
· Allowing the sale of organs would greatly increase supply, which would reduce the price, and so would be more likely to reduce the danger of people being killed for their organs 

· Is Selling/Buying Organs Intrinsically Wrong?
· Why would buying/selling organs be wrong by its very nature?
· Especially if it saves lives
· Burden of proof is on opposition to provide a clear answer to this question
· Possible answer might be that buying and selling human organs is too much like buying and selling people, it is treating people like a commodity which is wrong on Kantian grounds 

· Response to Commodification Objection
· Commodification objection seems unconvincing
· It is confused to identify people with their bodies, and even more so, with parts of their bodies, with their organs
· Kant may be right that humans have the special quality of dignity, and so it would be wrong to buy or sell them, but human organs don’t have dignity 
· Human organs are functional
· Their value lies in their performing a certain function in the organism 

· Nelsons Approach
· Selling X is wrong if X does not belong to the seller 
· Selling someone else’s property 
· Replies
· But we do own our organs
· Even if we didn’t own them, this principle won’t work because it would mean we couldn’t give our organs away either
· Selling X is wrong if X has dignity 
· Our organs don’t have dignity 
· Reply
· Even if human organs did have dignity, the reasoning wouldn’t work because dignity is incompatible with ownership and so would preclude donating organs as well 
· X is wrong when it involves degrading or physically harming some person
· Replies
· Removing or transferring an organ need not harm or degrade the one from whom it is taken or the one to whom it is transferred
· Second reply might be that many things in life may be degrading
· Get used to it
· Selling X is wrong if it would weaken some important institution like family
· Reply
· There is no institution that would be weakened by the sale of organs 
· Selling X is wrong if X is an intimate thing 
· Sex
· Reply
· Organs are not intimate in the required sense 
· Selling X is wrong if X is something that it is bad to want 
· Replies
· Desire for an organ transplant is not bad 
· Even if it was, this would also preclude donating organs
· Selling X is wrong if it will be used in violent, criminal activities
· Replies
· Does not apply to sale of organs
· Objection would also preclude organ donation
· Selling X is wrong if X should be apportioned on the basis of desert 
· Reply
· We don’t think organs should go only to those who deserve them
· If we did, organ donation would be ruled out
· Selling X is wrong if X would be sold by the poor to the rich on terms which are less favourable to the poor
· Replies
· Not clear why the poor must get a bad deal
· The argument would apply to lots of things that are sold 


















Assisted Suicide and Other End of Life Issues
Thursday, February 14th, 2019

· Euthanasia
· X intentionally kills Y or permits Y’s death, for Y’s own benefit

· Voluntary Euthanasia 
· Subject is competent and requests her own death 

· Non-Voluntary Euthanasia
· Subject is not competent and cannot request own death 

· Involuntary Euthanasia
· Subject is competent and expresses her wish not to die 

· Passive Euthanasia
· X intentionally allows Y to die for Y’s own benefit

· Active Euthanasia 
· X intentionally kills Y for Y’s own benefit 

· Suicide
· Y intentionally kills herself

· Physician/Medically Assisted Suicide
· A physician intentionally helps Y to commit suicide

· Issues to be Discussed
· The case of Sue Rodriguez 
· Some arguments for Physician Assisted Suicide 
· Bill C-14: the Canadian Assisted Suicide Law
· Critical Discussion of Assisted Suicide 
· Comments on Active, Voluntary Euthanasia
· A defense of non-voluntary euthanasia 

· The Case of Sue Rodriguez
· Assisted Suicide
· Before 2016, it was not legal in Canada 
· Suicide has been legal since 1972 
· Contracted Lou Gehrig’s disease at age 40 
· Prognosis was that she would soon lose her ability to swallow, speak, walk and move without assistance
· She wished to continue living as long as she could still enjoy 
· She worried that by the time she could no longer enjoy life she would be unable to end her life
· She petitioned the courts in B.C to allow a medical practitioner to set up the means by which she might end her life with assistance
· She asked that the section of the criminal code which makes it illegal to assist someone in committing suicide be declared invalid 
· Her argument was that the illegality of assisted suicide discriminated against those physically unable to take their own lives
· Appealed to sections 7, 12, and 15 of Charter
· Courts decided against her, arguing that section 241:
· Reflected a legitimate state interest in protecting the vulnerable and was consistent with a widespread social consensus that human life must be respected 
· Reflects the state’s policy that human life should not be depreciated by allowing life to be taken 
· Court argued that any violations to Rodriguez’s rights under the Charter were justifiable according to Section 1 of the Charter 

· Other Situations where Assisted Suicide Might be Desired
· Where pain management does not work
· For patients with Alzheimer’s 
· Cases where the cost of treatment might be considered too great
· Where burden on family is too great 

· Some Arguments for Permitting Physician Assisted Suicide
· Would sometimes reduce suffering 
· Assisting a patient in dying is sometimes quicker and less painful than merely letting the patient die 
· May also allow for a more dignified death
· Would increase autonomy
· If we are serious about maximizing autonomy, and death is what a competent patient wants, then society should permit or accommodate PAS
· Sometimes would make the stronger claim that people have a basic right to assisted suicide or euthanasia, perhaps even human right 
· Killing as opposed to letting die
· We allow passive euthanasia, that is, letting someone die if this is what they want, so why not assisted suicide?
· When a patient is being kept alive on life support and the patient requests that we withdraw the life support, we accede to the patient’s request
· Would help to reduce costs
· End of life care will place increasing burdens on HC system
· Medicine already practices what amounts to active euthanasia
· Doctors administer pain relief drugs knowing they may be hastening or cause death 
· Polls indicate that a majority clearly favor permitting physician assisted suicide 


· Bill C-14: Canada’s Physician Assisted Suicide Law
· Passed on June 17th, 2016 
· Is a compromise law in Canada on medically assisted suicide
· Some lawmakers wanted a more restrictive law and others wanted a less restrictive law
· Permits medical assistance in dying for consenting adults in “an advanced stage of irreversible decline” from a serious and “incurable” disease or illness and for whom natural death is “reasonably foreseeable”
· A person may receive medical assistance in dying only if they meet all of the following criteria:
· They are eligible for health services in Canada
· They are at least 18 years of age and capable of making decisions with respect to their health 
· They have a grievous and irremediable medical condition
· They have made a voluntary request for medical assistance in dying 
· They give informed consent to receive medical assistance in dying after having been informed of the means that are available to relieve their suffering, including palliative care
· A person has a grievous and irremediable medical condition only if they meet the following criteria:
· They have serious and incurable illness, disease, or disability
· They are in an advanced state of irreversible decline in capability 
· That illness, disease or disability or that state of decline causes them enduring physical and psychological suffering that is intolerable to them and that cannot be relieved under conditions that they consider acceptable 
· Their natural death has become reasonably foreseeable, taking into account all of their medical circumstances, without a prognosis necessarily having been made as to the specific length of time that they have remaining 
· Safeguards
· In addition, the law incorporates detailed safeguards to prevent various types of abuse, including:
· 10 Day waiting period in case patients change their minds, and patients must consent again immediately before the assisted death takes place
· 2 Independent medical opinions are required
· 2 Independent witnesses are required who must satisfy certain conditions, including not being beneficiaries in the patient’s will
· How is PAS carried out?
· In Canada, 2 types of MAID are allowed
· Physician or nurse practitioner can directly administer a substance that causes the death of the person who has requested it
· Physician or nurse practitioner can give or prescribe to a patient a substance that they can self-administer to cause their own death 
· Death occurs either through active voluntary euthanasia or physician assisted suicide 
· Criticism of Bill C-14
· Constitutionality of Bill C-14 is being challenged in the courts for being too restrictive
· People with long term disabilities who might for this reason wish to end their lives, would not be eligible because their death is not reasonably foreseeable
· Nor would those whose medical condition is curable but who do not wish to undergo any of the available treatments 
· Minors who might have exactly the same interest as adults in assisted suicide are excluded
· Questionable what the phrase “for whom natural death is ‘reasonably foreseeable’” even means 
· Does not allow for advance directives 
· Law does not apply to those who merely have a mental illness
· Major Question
· Why is it restricted, in effect, to terminal patients? 
· Some non-terminal patients might also have valid reasons for wishing to end their lives. Why shouldn’t the same “medical service” be available to them?
· What is so special about terminal patients?
· Answer
· These patients are going to die soon anyway, so that assisted death or suicide is only speeding up what is already destined to happen anyway
· How is this supposed to be relevant?
· Because it minimizes the extent to which we humans will be interfering in the natural course of events 
· Restriction minimizes the extent to which we interfere with God’s plan for the universe
· The restriction to terminal patients reflects the influence of religion over Bill C-14
· Why should religion have any relevance in deciding the laws regarding assisted suicide and euthanasia?
· Authors of Bill C-14 are well aware of these criticisms of the Bill
· Bill in its current state goes as far as members of Parliament are able at this point to agree in legalizing assisted suicide 
· Consideration is being given to extending the right to PAS to other groups who don’t satisfy all of the restrictions included in the present law 
· Some people would object to legalization of assisted suicide period, regardless of whether it is highly restricted

· Objections Against Physician Assisted Suicide and Replies to Objections 
· Arguments against assisted suicide
· The opposition to assisted suicide (as well as voluntary euthanasia) has put forward quite a number of different objections to support their case 
· Devalues, weakens respect for, human life
· Canadian bioethicist Margaret Somerville
· Euthanasia involves a clash of two important values: respect for individuals’ autonomy and respect for life. Pro euthanasia advocates give proponents to respect for life
· Reply to Objection 1
· Somerville completely misrepresents physician assisted suicide in this quotation
· IT does not involve any clash between the value of personal autonomy and respect for life, for the simple reason that there is nothing about the practice of assisted suicide that undermines or weakens respect for human life
· PAS is perfectly consistent with the Kantian view that the opportunity to live a life is absolutely priceless
· PAS merely acknowledges the fact that situations can arise in which the quality of life for a person is so poor that death is a reasonable option to the only sort of life the person has to look forward to
· There is therefore nothing about PAS to suggest that it is inconsistent with respect for life
· This is borne out by the empirical evidence available about the effects of PAS in countries where it has been legalized 
· Counties that have PAS have not seen increases in assisted suicide beyond cases in which PAS is perfectly reasonable and is performing the function for which it was intended
· PAS conflicts with mission of health care
· The Hippocratic Oath commands physicians to do no harm. The same sentiment is contained in the Canadian Medical Association’s Code of Ethics. But now, the helping hand is called on to take life
· Remarks like this insinuate that assisted suicide violates the Hippocratic Oath and contradicts the very mission of medicine which is to preserve life, not take it 
· Reply to Objection 2
· To assume that the mission of HC is to preserve and extend life is overly simplistic to the point of simply being false
· A perfectly legitimate part of the mission of medicine is to relieve and prevent pain and suffering
· Death is sometimes the only means of doing this
· Idea that PAS violates the Hippocratic Oath fails to grasp the fact that death itself may be the only effective means of preventing harm to the person, and that death is therefore sometimes a benefit 
· Unfair to physicians, nurses…
· By legalizing suicide assistance, we alter the fundamental role of physicians and other health professionals. Instead of working toward the cure or prevention of disease, physicians are now equally expected to help end lives. We involuntarily conscript them into the suicide project which they may not have signed up for

· Reply to Objection 3
· The authors admit that under C-14, no HC provider would be forced to participate in PAS but then, mysteriously, continue as if the objection still stands
· The objection also begs the question against PAS by assuming that many HC providers would surely have good reason to be opposed to PAS
· There is, in fact no evidence of such opposition. Majority of HC providers appear to recognize that legalizing assisted suicide is long overdue 
· Finality and Non-Reversibility of PAS
· No second chance when it comes to suicide
· Reply to Objection 4
· It is true that such mistakes could occur, but they will be rare. There can still be practical certainty that the patient is terminal
· This uncertainty and the possibility of mistakes can, and should, be clearly explained to patients. But why not then let the patient decide? The uncertainty is no reason for taking the decision away from patients
· The same type of uncertainty is present throughout our lives with respect to all sorts of other decisions. Why should end of life decisions be any different?
· All societies have rejected PAS in the past
· Reply to Objection 5
· By legalizing PAS we acknowledge that assisted suicide is sometimes reasonable and morally justified, and so reject the view that suicide is always wrong 
· But there is no reason to suspect that accepting PAS in situations where it is a reasonable option for a person will lead to a wave of suicides in situations where it’s not a reasonable option
· Nor is there any empirical evidence to support this bit of fear mongering
· The legalization of PAS in Switzerland in 1942 has not resulted in a wave of suicides in that country by people who have no terminal illness
· Same with other places
· Everything suggests so far that the same will be true in Canada
· Autonomy and Consent Inherently Illusory
· Reply to Objection 6
· It is true that it can sometimes be difficult to determine whether a patient has consented to something. The difficulties here should not be underestimated
· Nevertheless, our entire HC system is based upon the principle of informed consent which is the principle that, as far as possible patients should decide for themselves what treatment they wish to pursue
· There is no reason why the same principle should not equally apply to end of life decisions
· The suggestion made in the previous quotation that rational people would never opt for suicide, or that the line that separates voluntary from involuntary decisions and consent regarding one’s own death, is always unclear, is simply not supported by any available evidence
· There is simply no evidence to show that competent people cannot voluntarily opt for their own death 
· Slippery Slopes
· Reply to Objection 7
· The worry is that if we legalize PAS, this might weaken the prohibition against killing and then down the road we might start killing people just because they have a disability or because they are old
· None of us want those things to happen, so we better not take the first step of legalizing PAS
· Reply to this is that morally, these other things are quite different from PAS
· Moral difference itself should prevent us from sliding down the slope
· One might wonder whether there is a slippery slope from PAS to non-voluntary euthanasia
· Killing someone who may be in great pain but who is not competent to request euthanasia 
· Slope is more slippery than the slope to killing people just because they are old or disabled
· Much stronger case can be made that these forms of euthanasia should also be legalized 
· Pressure to reduce costs
· Reply to Objection 8
· It should be noted first that the authors have presented one definite advantage of PAS over palliative care that is much cheaper
· We don’t want either patients or HC providers to feel pressure to resort to PAS for cost reasons, and we depend on the safeguards of Bill C-14 to prevent this
· High cost of palliative care does highlight the absurdity of denying the option of PAS to patients who sincerely want it 

· Conclusion
· Implementation of Canada’s Assisted dying law over the past couple of years has been quite uneventful
· Not only have there been no major controversies or problems with the new Bill, but the great majority of Canadians appear to support it and acknowledge its benefits 

· Bill C-14 and Active Voluntary Euthanasia
· Two methods are employed in carrying out PAS in Canada:
· Drinking a lethal drug cocktail that has been prepared by a physician or nurse practitioner
· Lethal drugs administered intravenously by physician or nurse practitioner 
· Means that Canada’s suicide law includes bother assisted suicide and active voluntary euthanasia 
· Bill C-14 uses the expression “assisted death” and not “assisted suicide”
· Speak of assisted death is grammatically incorrect
· You assist someone in performing an act
· Death is a state or condition, not an act, so talk to assisted death doesn’t entirely make sense 
· Authors use this phrase because they did not want to use the term euthanasia or suicide
· They did not want public to think they are legalizing euthanasia under certain circumstances because the word euthanasia has such an ominous ring to it
· Word scares people because they mistakenly think it means killing people for their own good, but without their consent
· So legalizing euthanasia sounds like the government killing people because they’re old or sick
· Act of euthanasia is defined as killing someone for that person’s own benefit 
· It may be voluntary or non-voluntary, but it is different from suicide
· Suicide is deliberately killing oneself
· When doctor administers lethal drug intravenously, the doctor is performing that act that ends the patient’s life, and so this is not suicide but killing 
· There is not important moral difference between the two methods
· Important thing is whether the person’s death comes about voluntarily, not who does the act
· Majority of philosophers have been defending the view for decades that there is not moral difference between assisted suicide and euthanasia 
· Authors of Bill C-14 have come round to the same conclusion even if they don’t wish to broadcast this fact 

· Non-Voluntary Euthanasia 
· Main argument for permitting it will be that restricting euthanasia to competent persons would violate the rights of those who cannot give consent 
· We cannot have an absolute guarantee that non-voluntary euthanasia would never be abused 
· Not a argument against making it legal, for the possibility of abuse may simply be the lesser of the two evils
· The rights of persons who are incapable of consent overrides the small risk that abuses could occur 

· Conclusion
· It should be emphasized that the above are not intended as a criticism of Bill C-14
· Canadian Parliament is now in the process of formulating extensions to C-14 that would allow for euthanasia or assisted death for other groups, including non-competent individuals
· One step at a time is a fair and sensible approach to implementing euthanasia and assisted suicide

The Ethics of Medical Research 
Thursday, March 7th, 2019

· Research in Human Subjects 
· Research on human subjects goes back a long way 
· Historically, physicians would sometimes experiment on themselves, or family members 
· Today, research involving human subjects is widespread, and is essential to medical science 

· Examples of Past Abuses
· Nazi concentration camps WWII
· CIA testing on unwitting subjects
· Guatemalan syphilis experiment 1940s
· Tuskegee study of effects of untreated syphilis
· Current practice of paying research subjects

· Codes of Ethics for Research 
· The Nuremberg Code
· Developed by the allies in 1947 after WWII in response to Nazi experimentation in concentration camps
· The Declaration of Helsinki 
· 1964 World Medical Assembly in Helsinki, guide to ethics of research on humans, periodically amended and updated 
· Both emphasize the importance of consent 

· Summary of the Content of the Codes
· Research on human subjects always requires their informed, voluntary consent 
· Research must be conducted only by qualified experts
· Proposed research must include written statement describing how it conforms to the Helsinki Declaration’s requirements 
· Research must avoid unnecessary suffering, and all reasonable steps must be taken to protect subjects from harm
· Expected benefits of research must outweigh risks for subjects
· Subjects have the option of ending the research at any point
· The health and well-being of patients must always be the physician’s first consideration 
· Rights and interests of subjects takes precedence over the goal of medical knowledge
· Ethical standards apply internationally
· Participants must have post-research access to any benefits of the research 
· Results of research must be publicly accessible
· Research that is specifically therapeutic may involve greater risks
· New medical interventions must be tested against the most effective current interventions, not a placebo
· Placebos may be used only if scientifically necessary 
· Distinction 
· Therapeutic research
· Intended largely, or partly, to help the participants in the research or study, and also benefit future medicine 
· Non-therapeutic research
· Not mainly intended to help participants in the research or study, but to benefit future medicine and future patients
· The distinction is relevant to how much risk should be tolerated for subjects
· The distinction is also controversial, as it may be hard to classify some research as one or the other 

· Randomized Clinical Trials
· Suppose that in the current state of medicine there are several therapies A, B, and C, for treating some illness or disease X
· Evidence is now obtained that a new therapy D might work in treating X, so we want to test D’s effectiveness 
· Patients with X are randomly divided into 2 groups
· Experimental group
· Receive therapy D
· Control group
· Receive the best current treatment for X, or, a placebo if there is not best treatment 
· Single-blind
· Patients don’t know which group they are in, but their doctors do
· Double-blind
· Neither patients nor their doctors know which group they are in 
· The trial is then run for a certain period of time
· If, at the end of this time, the rate of improvement in the experimental group is significantly greater than for the control group, then we have evidence that the new therapy is more effective in treating illness X than a placebo, or the current best treatment
· The evidence is stronger the greater the number of participants, and the longer the trial goes on 

· Different Phases of RCTs on Humans
· Phase 1
· Tested on small group to see if drug or treatment is safe, determine maximum dosage 
· Phase 2
· Tested on larger group of 100-300 who have the illness
· Phase 3
· Tested on much larger group of 1000-3000 with a control group to compare the effectiveness
· Phase 4
· Further testing to gather additional info reeffectiveness

· What Makes RCTs so Reliable as Evidence?
· The randomness in dividing participants between the control and experimental groups is crucial – the trial wouldn’t work if sicker patients were put in the control group
· Randomness is what assures us that the only relevant difference between the two groups is that the one gets the current best treatment while the other gets the therapy/drug being tested 
· So if the experimental group improves this must be because it gets the new treatment 

· Ethical issues in medical research
· Dual role of doctor as a care giver and doctor as researcher could lead to conflicts
· Use of placebos in clinical trials
· Paying participants, effect on poor
· Research involving children – can they consent?
· Research involving prisoners – is it voluntary?
· Conducting “offshore” clinical trials
· Research involving animals
· Influence of pharmaceutical companies 

· Research Involving Animals
· Medical research causes horrific pain and suffering for millions of animals, including primates, dogs, cats, mice, birds, and others
· Animals are burned, cut, maimed, addicted to drugs, starved, and given fatal diseases, often with no anesthesia
· There are laws, but enforcement is notoriously lax, and decision are made by industry insiders
· The experimentation is deliberately hidden from public view, even though funded by the public 
· The justification given for such experimentation is that it’s necessary to advance medical knowledge 
· There is no convincing justification that animal testing is necessary on such a massive scale
· The testing is done routinely, as if this is simply what you do in medical experimentation
· Questions can be raised about how much of the knowledge gained is transferable to the case of humans 

· Common Attitudes and Assumptions
· Some people believe, absurdly, that animals don’t really suffer
· Some people don’t really care whether they do
· Animal suffering is often not seen as moral issue
· Widely believed that animals don’t have moral rights, that they are not part of the moral community
· Widely believed that only human lives have value
· All of the above are unsupported assumptions 
· Ethics of Randomized Clinical Trials (RCTs)
· Doctors must often play a dual role both as health care providers for patients and as researchers
· Obligations attaching to these roles may come in conflict

· Ending an RCT
· IT sometimes becomes clear well before an RCT is scheduled to end that the new therapy is clearly more effective than the old one 
· Allowing the RCT to continue means knowingly giving the control group a less effective treatment 
· Stopping the trial prematurely undercuts the knowledge that can be obtained from the trial 
· The choice, again, is between protecting participants or obtaining knowledge to help future patients

· Possible Responses to the Dilemma
· Some argue that there is no real problem
· Either you have good evidence that one treatment is better than others or you don’t 
· If you have such evidence, then there is no need for any clinical trial
· If you don’t have such evidence, then it is okay to advise patients to participate in the clinical trial 

· Objection to Responses to the Dilemma
· This argument rests on the assumption that either you have conclusive evidence for something, or you have no evidence for it at all, which is false
· A physician might have some evidence that a new treatment may be best without having conclusive evidence for this 
· Basic approaches to this problem:
· The Uncertainty Principle
· It is permissible for a physician to advise a patient to participate in an RCT only if she is uncertain treatment is better
· Clinical Equipoise
· It is permissible for a physician to advise a patient to participate in a trial if the “expert medical community” is uncertain which treatment is better, even if the physician herself happens to believe that one treatment is better

· Freedman’s defence of clinical equipoise 
· If a physician merely has a hunch that one treatment is better, there is no obligation to inform the patient. 
· The physician’s obligation is only to inform the patient if the medical community has the preferred treatment
· Where clinical trial is being conducted, there would be no such preferred treatment

· Possible criticisms of equipoise
· Freedman’s solution, again, rests on the assumption, that either there is conclusive evidence which persuades the medical community that one treatment is better, or no RCT would be needed because there is no evidence
· RCT is needed even when there is some evidence for or against the new treatment 
· Suppose there is a genuine uncertainty in the medical community, but a particular physician has a definite preference, based on her own medical experience, either for the new treatment or for the current one
· The individual physician may have more than just a hunch that one of the two treatments is better
· The physician may have formed a strong conviction, based on many years of experience, that one treatment is better than the other
· Use of the word “hunch” may downplay the strength of the individual physician’s conviction that one of the two treatments is better

· Don Marquis’s Solution
· Informed consent 
· Clearly, patients cannot be put in clinical trials without their informed consent
· But if they consent, then there is nothing unethical about the trial even if the physician has a preferred treatment 

· Two Comments
· There won’t be enough participants for RCTs 
· If physicians advise their patients not to participate in trials whenever they have a preferred treatment, there may not be enough volunteers for the trials to provide good evidence, which impedes medical research 
· IF a physician thinks it is not in her patient’s interest to participate in a trial, then perhaps she should not try to obtain the patient’s consent at all 

· Scientific Research is a Moral Duty
· Advances in medical science require RCTs
· Because patients benefit from medical science, they have an obligation also to promote it
· We have all benefited from the sacrifices earlier generations made for medicine, so we too have an obligation to be willing to do our part to advance medical science 
· This obligation means that we should be willing to participate in clinical trials even when this involves some degree of risk
· This might be seen as an argument for clinical equipoise
· Society should require physicians to ask patients whether they wish to participate in RCT, and only inform them of the opinion of the medical community 
· The acceptability of this proposal may depend on whether there is a public HC system 


· The Milgram Experiments
· 1961
· The experimental setup
· The experimenter orders the teacher to give what the latter believes are painful electric shocks to a learner
· The teacher who is also the subject, believes that for each wrong answer, the learner was receiving actual electric shocks, though in fact there were no real shocks being given 
· Purpose of the test
· At the time, the Nuremberg Trials had just been conducted in post war Germany to punish Nazis for war crimes
· Milgram was interested to know whether the defense many Nazis gave – that they were just following orders – had any validity 
· So, he designed the experiment to test the extent to which ordinary people would be affected by authority figures 
· Description of Experiment
· The participants in the Milgram experiment were 40 men recruited using newspaper ads… Each person was paid $4.50
· Each participant took the role of a teacher who would then deliver a shock to the student every time an incorrect answer was produced 
· While the participant believed that he was delivering real shocks to the student, the student was actually a confederate in the experiment who was simply pretending to be shocked 
· Most participants asked the experimenter whether they should continue
· The experimenter issued a series of commands to prod the participant along:
· Please continue
· The experiment requires that you continue
· It is absolutely essential that you continue 
· You have no other choice; you must go on
· Results of the Milgram Experiment 
· The level of shock that the participant was willing to deliver was used as the measure of obedience. How far do you think that most participants were willing to go? When Milgram posed this question to a group of Yale University students, it was predicted that no more than 3 out of 100 participants would deliver the maximum shock. In reality, 65% of the participants in Milgram’s study delivered the maximum shocks 
· Ethical Issues
· Consent
· To what extent could the subjects have consented to participate, given that they were seriously deceived about what was happening?
· Stress
· The experiment was quite stressful for the subjects
· Harm
· The realization later of what they had done might have resulted in serious emotional and psychological damage for the subjects 












































What is Health?
· What this issue is about
· We use concepts of health, disease and related concepts all the time both in daily life and medicine
· We understand each other when these concepts are used, we succeed in communicating 
· So, there must be a single shared concept or meaning that the word ‘health’ signifies 
· Similarly, for ‘disease’, ‘illness’, and so on
· Our aim here is to give an accurate description or analysis of these concepts – to describe their content
· Now, there is some disagreement in medicine over how these concepts are to be understood
· As we will see, one definition of health often given is that it is the “absence of disease and illness”
· But the WHO has famously declared that “health is a state of complete physical, mental and social wellbeing and not merely the absence of disease 
· How can two such different definitions be defended and who’s right?

· Conceptual Analysis
· The ancient Greek philosopher Socrates recognized that it can be difficult to define some concepts, even when we are, in some sense, very familiar with them
· Socrates would hold discussions with his young proteges about the meaning of ‘knowledge’, ‘truth’, ‘justice’, ‘beauty’, among other concepts
· These conversations usually ended inconclusively, which seems puzzling, given that we use these terms all the time, and so should be able to define them 
· Dictionaries don’t help
· This Socratic tradition has continued into modern times
· Questions about the meaning of various concepts continue to occupy philosophers, including the concept of meaning itself
· Not that dictionary definitions don’t really help to resolve these questions
· In defining a concept X, dictionaries typically just rely on synonyms, other words that refer to X which are as unclear as the original term we’re trying to define 
· What is an analysis of concept?
· When we ask for a definition of some concept, call it X, in the sense of a philosophical analysis of its meaning, what are we asking for?
· We are not just asking for truths or facts about Xs
· We are asking for features of X that are essential to something’s being an X
· We are asking for necessary and sufficient conditions for being an X
· In the same way, when we look for a definition of ‘health’ we’re not merely looking for truths of facts about health
· There are facts about health that, presumably, are not part of the definition of health 
· For example, that many books have been written about it, that exercise contributes to good health, and so on
· A definition of health should identify the defining conditions of health, conditions that are necessary and sufficient for being in a state of good health 
· Another point
· In discussions of the concept of health, one often hears people say that the concept of health should be understood in a certain way
· But the issue is not really how we should use the word ‘health’, or how the concept of health should be defined 
· The issue is basically descriptive or factual:
· What do we mean by this concept?
· How is this word actually used in language?
· Illustrations of these points:
· We use the word ‘table’ to refer to a certain type of object – roughly objects that have a flat surface that we can put things on
· There’s no right or wrong, correct or incorrect, so far as this use of the word is concerned
· We just do use it to refer to this type of object
· We can give a correct or incorrect description of the use of a word, but our giving a word a certain meaning, or our using it in a certain way, cannot itself be correct or incorrect
· It is a convention or decision 

· Need for a Definition of Health
· Why do we need a definition of health?
· In philosophy, we might simply say that health, disease, etc…, are central to medicine, so the philosophy of medicine wants a clear understanding of them
· Why are such definitions important in medicine?
· Possible answers might be:
· To resolve court cases and law suits related to health
· To determine what services a public health care system should provide 
· To determine what conditions medicine should treat 

· Types of Definition 
· Negative vs. Positive Definitions
· Negative
· Define health in terms of the absence of something, namely the absence of disease of illness or injury 
· Positive 
· Define health by the presence of some condition, or conditions; try to say what health is in a positive sense, not just what it’s not
· Normative vs. Non-Normative Definitions 
· Normative 
· Use evaluate terms, such as good/bad or desirable/undesirable in defining health or disease
· Non-Normative
· Do not use such normative or value terms in defining them 
· Rather, ‘health’ and ‘disease’ are defined in purely descriptive or factual terms 

· Evaluating a Proposed Definition
· There are a number of different possible grounds for criticizing a definition of something 
· Being too broad
· Being too narrow
· Being circular
· Or just being inaccurate in some respect or other 

· Some Proposed Definitions of Health
· Biological
· Health is the absence of disease illness, or injury 
· This is how many doctors and biologists would define it 
· WHO
· Health is a state of complete physical, mental and social wellbeing and not merely the absence of disease 
· Caroline Whitbeck’s (positive)
· The psychophysiological ability to respond appropriately to a wide variety of situations 

· The Biological Definition
· The definition is negative and non-normative
· Disease and illness are then defined as a type of internal state of the organism which interferes with its normal, proper, biological functioning 
· Makes it non-normative, since it uses only descriptive or biological concepts
· Christopher Boorse’s Medical Definition 
· An organism is healthy at any moment in proportion as it is not diseased; and a disease is a type of internal state of the organism which 
· Interferes with the performance of some natural function 
· Is not simply in the nature of the species
· Comments on the Medical Definition
· The medical definition does not deny that health is good, and disease is bad 
· The point is only that this normative fact is not part of, or is not built into, the definitions of health and disease 
· Compare this to the definition of ‘gold’
· Gold is yellow, used to make jewelry, but these truths or facts are not part of the definition of gold
· It is defined only as the substance with atomic number 79
· Support for the negative aspect of the definition
· Perhaps the main argument for this negative definition is just that it is quite difficult to provide any positive definition of health that is accurate
· The difficulty of giving any answer of what you could say in a positive sense about what health is suggests that health is sort of the default condition, or the normal condition for an organism to be in
· If someone is not in good health, it must be because of the presence of some particular condition 
· Negative definition is intuitively plausible
· The negative definition also seems intuitively plausible in that it seems to capture what we mean by health 
· Conditions where people are in a state of good health
· When they don’t suffer from any disease, illness or injury 
· This might not seem like much of an argument, but it is really the only sort of argument there could be here
· Notice that it is not being claimed that this is how the terms should be used
· It’s just how we do use them 

· Health Isn’t Only Physical
· One line of criticism against the biological definition is that it is too narrow because it focuses only on physical health and neglects mental and social health 
· Mental health might be defined as the absence of mental disease or illness, and social health as the absence of social illness
· Recognition that health is broader than physical health does not by itself defeat the medical definition 

· Discussion of the Biological Definition
· It is just an obvious fact that people are in good health to the extent that they have no disease or illness
· Some critics think there might be counter examples to these claims 
· Possible Counter Examples:
· A physician says about a patient diagnosed with cancer that “fortunately, the patient should be able to get through chemo alright because she’s in good health”
· We might say that someone with athlete’s foot, or a broken arm, or who even just has a headache, that the person is still in good health, or is healthy
· Discussion of Examples
· But doesn’t the statement in example 1 mean, not that good health is compatible with cancer but that, except for the cancer, the patient is in good health 
· The cases in example 2 are all relatively minor ailments, but, technically, they are still either diseases, illnesses or injuries
· Presumably, when we describe someone with one of these conditions as being in good health, what we mean is that the person’s overall or general state or condition is one of good health 
· Another possible counter example about aging
· New discoveries in biology suggest that future medicine might be able to prevent aging
· This would be a momentous development – it could give us some degree of immortality
· Those who advocate research into aging for the purpose of overcoming it – call them immortalists – often appeal to governments for funding to support such research  
· Government may refuse, at least partly on the grounds that aging is not a disease or illness
· Aging is not a disease because the process of aging is perfectly normal and natural, so this seems to presuppose the biological or medical definition of disease
· Immortalists respond to this argument by reminding us that aging is bad for us – it eventually kills us and that is why it should be seen as a disease 
· Another objection on circularity 
· A definition of a term X is circular when it uses the term X in the course of defining X
· Health is defined as the absence of disease, and disease is then defined as a condition that interferes with good health
· The medical definition can work, then, only if disease can be defined adequately without mentioning health 

· How is ‘Disease” to be Defined?
· Something counts as a disease if it interferes with the normal biological functioning of the organism 
· Usual proposal is to define ‘normal’ statistically
· It’s not clear that this approach is going to work because there may be counter-examples
· Consider height
· People who are either very short or very tall would not fall within the normal range for height, but this doesn’t mean they must have an illness
· Even for heart beats, normal will vary from one person to another, and even for one person at different times and in different conditions 

· Concepts of Health, Disease, are Normative
· According to this second objection against the medical (biological) definition of health and disease, this type of definition will never work because it avoids using any normative or value terms in the definition 
· A purely scientific description of the body contains no value terms – states of the body, in and of themselves are neither good nor bad
· The objection is that from this objective point of view there is no reason to call some but no other states of the body diseases 
· A state or condition is a disease only relative to our interests 
· Because is causes pain, infirmity, death or something else we don’t like, something that is bad for us 

· Positive, Normative Definition
· The WHO definition
· Health is a state of complete physical, mental and social well-being and not merely the absence of disease
· Health is the psycho-physiological ability to respond appropriately to a variety of situations
· The word ‘appropriately’ here means in a way that is supportive of the agent’s goals or projects

· Discussion of the WHO Definition 
· Motive behind the definition
· The traditional approach to medicine was reactive 
· To treat and cure disease and illness when they occur
· The WHO wanted to encourage a new proactive approach to global health 
· To prevent disease by pre-emptive attack on things that cause it
· Disease/illness/injury, are often caused by poverty, violence, war, lack of information, so try to overcome these
· Take positive steps to promote wellbeing 
· The WHO definition is too broad 
· We can all agree that this was, and remains, a very enlightened approach to health 
· On reflection, it does not seem to be accurate
· To say that health is a “state of complete physical, mental and social well-being” is to equate health with happiness
· These are quite different concepts
· A healthy person can be unhappy, and an unhealthy person can be very happy 
· So the WHO definition seems too broad: complete well-being includes, but isn’t the same thing as health 
· The WHO thought their new approach to health somehow required a new definition of what health is
· Their thinking went from the idea that medicine should not just try to cure disease to the idea that health isn’t just absence of disease 
· They assumed that the concepts of health and disease should somehow include the very factors that cause health and/or disease 
· But this seems confused 
· The cause of a fire isn’t the same thing as the fire
· Smoking a lot may lead to ill health, but smoking isn’t part of ill health 
· A person can smoke and still be in good health but maybe not for too long 
· So, we shouldn’t assimilate the causes of health to health itself, or the causes of disease to disease 
· Similarly, poverty, violence and ignorance tend to interfere with good health, but they aren’t the same thing as being in a state of ill health 
· Callahan’s Criticism of the WHO Definition
· Equating health with happiness would turn the task of attaining happiness into a medical problem
· By suggesting that problems such as poverty and war are sicknesses, which medicine can and should address, the WHO definition misleading implies that, like (most) illnesses, no one bears responsibility for those problem
· If social disorders, like crime, poverty or unrest, are treated as sicknesses, medicine may become confused with morality 

· A Negative, Normative Definition
· Caroline Whitbeck’s Definition:
· Health is the absence of disease, and disease is a process that I undesirable because it interferes with a person’s psycho-physiological ability to achieve her goals or to do those things people commonly wish/expect to be able to do 
· Objection to Definitions like Whitbeck’s 
· Too narrow 
· Some diseases don’t interfere with our ability to do what people normally wish to do 
· Too broad
· Our psycho-physiological ability to do what people wish to do can be affected by things other than health 
· If redheads were the victims of discrimination, this trait would affect their ability to do what people wish to do, so it would then count as a disease on Whitbeck’s definition, which it obviously isn’t 
· Rosemary Tong’s Arguments for the Normative Definition
· The normative view of health or disease seems quite plausible. Most societies have routinely defined diseases as states of affair that had little to do with lack of species-typical functioning and much to do with behaviours and personalities they found offensive or inappropriate 
· Different periods in history, different societies, and different people within a culture, have disagreed about what conditions are diseases
· Examples
· The case of women’s reluctance to have children after the American Civil War was said to be a disease 
· Epilepsy is not considered a disease in some cultures
· Female gymnasts’ low body fat, enlarged hearts are considered by some doctors to be lack of health 
· If doctors had a different concept of what an illness is than us, as Tong claims then using their concept, the women would have had a disease 
· We would not be able to say that the doctors were mistaken in thinking the women had an illness, but it is very clear to us today that the doctors were mistaken 
· We’re confident of this because it’s so easy for us today, looking back, to explain why they were mistaken 

· Tentative Conclusion
· The upshot of the discussion, then, seems to be that the medical definition of health and disease, the most traditional way of defining them, still seems preferable to the others
· It seems to agree better with the way we use these concepts and apply them
· Of course, there are still some problems for the medical definition, so it’s unclear how the controversy will turn out in the end 































Ethics of Vaccines
· The Main Issue
· More and more parents, especially in the U.S. but also in Canada and other countries, are refusing to have their children vaccinated for a long list of serious and, in some cases, potentially deadly diseases 
· Phenomenon is variously referred to as:
· Vaccine hesitancy
· Vaccine scepticism 
· Vaccine refusal

· What is Public Health
· The term ‘public health’ refers to the health of a population as a whole as distinct from the health of particular individuals 
· Public health as a field in medicine involves policies, initiatives, programs to promote the overall health of a large population as a whole as distinct from treating specific individuals 
· Public health concerns efforts of society to promote health, especially through prevention of disease 
· Concerns and Goals:
· Food safety
· Nutrition, exercise, and obesity
· Substance abuse
· Infectious diseases
· Smoking and alcohol
· Teen pregnancy
· HIV/AIDS
· Mental health
· Values and Methods:
· Increase access to health
· Promote greater equality 
· Public education
· Testing and monitoring health
· Vaccination programs
· Use of isolation and quarantine
· Investigating threats

· Vaccine Discovery 
· Discovered by Ants
· Using social immunization 
· India and China are believed to be the first civilizations to inoculate their children against smallpox using a process called variolation
· The methodology would make people squirm today 
· They made a small incision into a person’s arm and rubbed infected material in the wound, or snorted ground up scabs taken from a person with smallpox

· Basic Facts About Vaccines
· Vaccines save millions of lived every year
· They are the single most important accomplishment of medicine in history
· New vaccines continue to be developed and the ultimate goal is to eradicate infectious diseases altogether, as had been done in the case of smallpox
· Many have been virtually eliminated in North America

· Herd Immunity
· Vaccination offers benefits to society as a whole, including those who are not vaccinated
· If 95% of a population is vaccinated for X, X will be effectively eliminated, and so even unvaccinated people are protected from X 
· Ultimate goal of vaccination in public health is to eradicate infectious diseases in nature 

· Are Vaccines Harmful?
· There can be some side effects, such as small fever, but these are not serious conditions
· More serious effects can occur for those with weakened immune systems and allergies to some of the ingredients in vaccines
· These more serious harms, however, are very rare
· Some vaccines are not given to very young infants, and in isolated cases a vaccine might simply fail to work 

· Bad Argument Against Vaccines
· An argument sometimes given against vaccines is that they are unnatural
· It is more natural, some say, and so is better to obtain immunity, to just get the disease 
· This argument commits the “naturalistic fallacy” 
· What is natural need not be good and what is unnatural need not be bad 
· History demonstrates with certainty that infectious diseases are immeasurably worse than the vaccines that prevent them 

· Myths and Facts About Vaccines
· Myth
· Because the diseases in question are now uncommon, my children don’t need to be vaccinated
· Unlike the U.S., vaccination is mandatory in Canada
· Breastfeeding provides protection from contagious diseases
· It is not safe for young children to take vaccines 
· Vaccines should be taken one at a time 
· Too many vaccines will overload a child’s immune system 
· Nosodes are effective/safe substitutes for vaccines
· Vaccines cause autism
· Not only can vaccines cause autism in children, the same danger is present for dogs 
· Fact
· The diseases still exist, so unvaccinated children are still at some risk
· Also, herd immunity will be lost without a high rate of vaccination
· The rules vary from one province/territory to another
· In general, exemptions can be obtained
· Ontario and New Brunswick require vaccination for schools 
· Breastfeeding provides limited protection from some illnesses but not most, and the protection is short-lived
· Vaccines, in general, pose no special danger to infants
· Given how contagious some diseases are, it is important for children to get immunity as soon as possible 
· Many vaccines can safely be taken together
· A child’s immune system is fighting different diseases all the time 
· Nosodes are a type of homeopathy that provide no protection from viruses
· Vaccines do not cause autism
· This conspiracy theory has been tested to death, and no trace of evidence has ever been obtained to support it
· As explained below, the conspiracy theory arose from a case of fraudulent research
· Dogs can’t get autism anyway from vaccines 

· Vaccine Safety
· If vaccines were really as dangerous as vaccine sceptics claim, the rate of illness and death from their widespread use would have to be astronomically greater than it actually is 

· Do Vaccines Cause Autism?
· Scepticism regarding the safety of vaccines was sparked by a fraudulent article published by Andrew Wakefield and colleagues in 1998 in the British journal Lancelet 
· Wakefield claimed that there was a causal link between MMR vaccine and autism, though other researchers could not find any evidence of such a link
· It was later revealed that Wakefield’s study was methodologically flawed as it involved only 12 children, and relied on anecdotal reports from their parents 
· What’s worse, there was a clear conflict of interest as Wakefield was being paid by lawyers who were suing vaccine manufacturers 
· All but one of Wakefield’s 13 co-authors withdrew their support, and the journal involved retracted the article
· As a result of this episode, Britain’s General Medical Council banned Wakefield from practicing medicine 
· The widespread suspicion of a link between vaccines and autism persists, but it has no factual basis at all 
· It is easy to explain why many people would mistakenly conclude from their own personal experience that vaccines cause autism
· Vaccines are typically taken at about the same age that the first signs of autism often begin to occur, so it is bound to happen frequently that a child being vaccinated is immediately followed by the appearance of symptoms of autism 
· Once this fact is noted, we can see that those who believe vaccines cause autism are guilty of the causal fallacy known as “post hoc”
· This is the fallacy of concluding without adequate evidence that, because A is followed by B, A must be the cause of B
· It is physiologically inexplicable how vaccines would cause autism 
· Given that vaccines consist of a small amount of the relevant disease germ, it might be sensible to suspect that it could cause the relevant disease
· There is no prior basis whatever for suspicion that the vaccine might lead to autism 
· Anti-vaxxers may argue that autism rates are increasing, so something must be causing this
· What is increasing may be the diagnosis of autism, and this is due to the fact that the criteria for identifying a condition as a case of autism have expanded
· According to the best current medical theories, autism is a genetically-based disorder, and so its cause would have nothing to do with vaccines 
· Conclusion of this Issue:
· There is no causal link between vaccines and autism
· The whole idea that there is such a link is now being kept alive in the minds of some people by vicious conspiracy theory that modern medicine deliberately tries to cause illness and disease to make a profit 

· Way to Respond to the Problem of Vaccine Refusal 
· Vaccine sceptics present the issue as if it were a matter of individual freedom
· It is their right as citizens or parents to decide what is best for their children
· Their choice not to vaccinate their children, they say, does nothing to prevent others from choosing to vaccinate their own children 
· Not just a matter of individual freedom 
· If the act of refusing to have oneself or one’s children vaccinated were a purely self-regarding act – an act that affects oneself but not anyone else – then society might leave them to decide for themselves 
· This is false 
· Vaccine refusal is not purely self-regarding 
· It involves serious harm to others 

· Failure to Vaccinate Harms Others
· The recent outbreak of measles in Washington state is a sober reminder that failure to vaccinate affects others in many different respects
· Poses a threat of immense harm for the children who remain unvaccinated
· Poses a threat to at-risk individuals for the contagious diseases in question 
· Makes one a free rider on those who do vaccinate 
· Has potential to impose various burdens and dangers on society and HC systems as a whole 
· Constitutes a serious threat to vaccination programs 
· Children of anti-vaxxers
· The decision not to vaccinate one’s children places them in serious danger
· Even if enough people are vaccinated to preserve herd immunity, travellers from abroad could still carry viruses into our country
· When the children grow up, they may travel abroad not realizing they are unvaccinated 
· Parental rights to make decisions for their children’s welfare are not unlimited 
· Suppose society chooses not to require vaccination
· Some argue that in that case, society would still have the right to insist on some degree of isolation for unvaccinated individuals
· Unvaccinated children might not be allowed in a doctor’s office, or in schools, or in other locations where they are likely to be at risk individuals 
· Such restrictions are far from an ideal solution as they are harmful for the children in question 
· Groups at risk for contagious diseases 
· Unvaccinated people provide a home for dangerous diseases, which then pose a threat for certain groups 
· People with weakened immune systems due to other diseases or medications they are taking 
· People with chronic medical conditions 
· Newborn babies, who are too young to be vaccinated against many diseases
· Also, the elderly, who may be at higher risk of complications from various diseases 
· Another aspect of the harm to other – being a free rider
· A free rider is someone who benefits from the sacrifice made by others to achieve a common foal, but without making any sacrifice/contribution themselves
· Because of herd immunity, unvaccinated individuals derive protection from deadly diseases, but without sharing any risk or inconvenience for themselves
· Anti-vaxxers may not intend to benefit from the sacrifice of others, but they are getting a free ride nonetheless
· Being a free rider is a way of harming or mistreating others 
· Free riders are taking advantage of the sacrifices and contribution made by others, but without themselves making any sacrifice or contribution to the cause of eradicating dangerous diseases
· There is no question that some anti-vaxxers are fully aware that they are taking advantage of others, as they ask why they need to have their children vaccinated when they are already protected anyway 
· Burden for the health care system
· It is inevitable if too many people refuse to have their children vaccinated this will result in outbreaks of the diseases in question
· The current outbreak of measles in Washington clearly illustrates this type of harm
· These outbreaks place a serious burden on HC systems and use up valuable medical resources that could be put to good use elsewhere
· Threat to vaccination programs
· A final danger posed by the anti-vaccination movement, and perhaps the most serious, is that it threatens to undermine the efforts to use vaccines to combat, and hopefully eradicate, these dangerous diseases 
· This vaccination program is one of the greatest, most successful, programs of social cooperation in human history
· It has saved countless millions of people from death, disability, disfigurement, pain, and suffering 
· The rationality of vaccination programs is beyond any reasonable doubt
· At an extremely small risk to each participant we can protect ourselves from a whole range of potentially deadly, and at the very least, serious and painful, diseases and illnesses
· Vaccination programs must be protected at all costs
· We cannot allow ignorance, disinformation, or selfishness to interfere with them 
· People who think that vaccine refusal does not affect others must be entirely ignorant of what life was like before vaccines were developed 
· The scale of death, pain, and suffering that resulted from diseases like smallpox, polio, diphtheria and a host of others is almost unimaginable for people today
· In the year 1700 in Europe, about half of all human beings who were born never made it out of childhood 
· We may not yet have reached the point where vaccine refusal threatens to destroy vaccination programs
· It is premature to entertain the use of force
· Persuasion, education, and public campaigns would still seem to be the way to go at this point 
· Any hint of a real threat to vaccinations would justify extreme measures to protect such a valuable public good 
· With vaccines, or herd immunity, we have a good example of a positive right 
· Vaccines constitute an easy, very effective, and inexpensive protection from something that poses a very serious danger to all human beings
· We all have a right to the great benefits that vaccines can provide
· This right is a positive right, as it clearly depends for its fulfillment on positive steps being taken by others, namely having themselves vaccinated 
· It is equally clear that the claim on other which the right gives us is a morally valid claim
· For someone to refuse to take the small risk involved in taking a vaccine, or having one’s children take it, would be analogous to refusing to save a drowning child at no serious risk to oneself
· Everyone has a right to the immense benefits that can be obtained, and can only be obtained, through large scale social cooperation
· The positive right overrides, in the event of a conflict, any right of individuals to exempt themselves from participating in such public undertakings, unless they have very special reasons to justify receiving an exemption

· Anti-Vaccination Movement and Conspiracy Theories
· None of these points are likely to have any effect on the anti-vaccination movement in its more extreme forms as these are driven by conspiracy theories
· Conspiracy theories are a type of cognitive dysfunction that essentially involves putting theory before fact 
· As science teaches, fact should come first and then provide the basis for determining what theories are true
· Conspiracy theorists always put their theory first 
· The anti-vaccination movement is caught up in the theory that modern medicine deliberately aims to make people sick, or keep them sick in order to make a profit 
· This theory is then used to interpret the facts, or to guide them in deciding what is or isn’t a fact
· Efforts to appeal to facts in order to debunk the anti-vaccination movement are therefore bound to face an uphill battle
· Once people have bought into the conspiracy theory, any “facts” that might undermine the theory are seen as mere devices by the conspirators to mislead the public, and so are not to be trusted – they are just part of the conspiracy 
· Two other cognitive defects should be mentioned here
· The first is the idea that old fashioned common sense is preferable to, or more reliable than, science or other forms of genuine expertise
· The second is the “Dunning-Kruger effect” which is the phenomenon of being so ignorant and misinformed that one has lost the capacity to use reliable, accurate information to effectively correct and revise one’s beliefs 















Cloning and Genetic Engineering
· Human Cloning
· What is cloning?
· The creation of an exact genetic copy of another organism such that every bit of their DNA is the same
· 2 Methods:
· Artificial Embryo Twinning
· Mimics the process by which natural twins occur
· Somatic Cell Nuclear Transfer
· Transfer the nucleus of a somatic cell into an embryo from which the nucleus has been removed 

· When Would Cloning be Desirable?
· Many people probably have some sense that, for human beings, anyway, cloning is wrong and shouldn’t be permitted

· Situations Where Cloning Might Be Desirable?
· A couple both of whom are carriers of a lethal recessive gene
· A child cloned from either parent would not herself have the disease but would of course carry the recessive gene
· Infertile couples who are unable to adopt, or don’t wish to go through the onerous process of adopting, but who want a child biologically related to themselves
· Parents of an ill child who can only be saved by a bone marrow transplant
· With no other donor available, a clone might be obtained from the child 

· Appeal to Individual Freedom
· Although it seems unlikely that many people would want to clone themselves, it might be argued that it is still an infringement of people’s liberty to prohibit them from doing so 
· A ban on cloning would be justified, then, only if there are good reasons for thinking that it would be harmful to some individual, or to society as a whole, or wrong for some other reason 

· The “Creepiness” of Human Cloning
· Creepiness doesn’t seem to be a sufficient reason by itself to ban it
· You can’t argue in a philosophical paper that cloning should be banned because it’s so creepy so we must try to dig deeper for arguments against cloning 

· Leon Kass’s Arguments Against Human Cloning
· Kass presents 4 basic “types of objections” against the cloning of human beings 
1. Ethics of Experimentation
a. Cloning in the case of animals has revealed that there are serious risks of deformities and other problems for the cloned individual 
b. To clone a human in the present state of the science might therefore inflict serious harm on the human being who would result from the cloning; and, of course, we cannot get the consent of the individual who will be cloned 
c. Reply 1
i. This objection misses the point
1. The ethical issue about human cloning is whether it would be permissible once there is conclusive evidence that it can be done safely 
d. Reply 2
i. Supposed such an individual does turn out to suffer some defect. Would that person feel that her having been created constitutes a moral wrong against her?
1. This seems doubtful
2. It is not as if such a person ever had the option of being born without these defects
3. Her only hope of existence at all was to be created in the present state of the science
4. Her options, therefore, were existing with the defects in question or else not existing at all
5. Faced with this choice, many people might prefer existence 
2. Identity and Individuality
a. Kass also worries that the cloned individual might suffer problems of identity as a result of being the twin of his parent 
b. In addition, the individual to be cloned will share her genotype with another person who has already lived, and so will not be a “surprise” to the world 
c. Reply 1
i. There is no reason to think that sharing her genotype with another human would be a problem, for this is true in the case of identical twins and they don’t seem to be especially troubled by it
ii. Even if some identical twins were troubled by it, they would hardly prefer non-existence to having to share their genotype with someone else
d. Reply 2
i. Kass’s worry about the cloned individual being the twin of his parent doesn’t seem very convincing 
ii. In a biological sense, the identity of such children is quite clear
1. The mere fact that they don’t fall neatly into familiar categories, such as ‘parent’ or ‘twin’ need not generate an identity issue
iii. As long as society doesn’t treat them in such a way as to induce a complex, there is no particular reason why the cloned individual should be troubled about being the “twin of her parent”
e. Reply 3
i. In his concerns about the individuality of the cloned child, Kass seems to be exploiting the common misunderstanding about cloning that the child would be a carbon copy of the parent 
1. The cloned child will be a carbon copy of the parent only in a biological or physical sense 
f. Reply 4
i. As for Kass’s concern about smothering the cloned child with unreasonable expectations and not permitting her to be her own person, there is obviously no certainty that the parent must treat her offspring in this way 
ii. The mere possibility that the parent would smother the child in this way is not sufficient reason to prohibit cloning, as there is the same possibility in the case of parents now 
3. Fabrication and Manufacture 
a. Kass worries that human cloning would represent a giant step toward turning begetting into making procreating into manufacture 
b. With cloning, the total genetic blueprint of the cloned individual is selected and determined by the human artisans
c. Cloned human beings would be just another one of the man-made things
d. Human cloning would be like breeding animals for certain desired traits, and so would be profoundly dehumanizing, no matter how good the product
e. Replies
i. It can be seen on reflection that there is very little real argument against cloning in anything Kass is saying here
ii. All Kass is doing is re-stating the difference between cloning and reproducing in the conventional way using highly emotive language that makes cloning sound awful
iii. Begetting is being replaced by making, procreation by manufacture
iv. The expected response to such language is that it is things or animals, not people, who are made or manufactured, and so the conclusion is supposed to follow that cloning is dehumanizing
v. The mere similarity between cloning and making in itself cannot show that cloning is wrong 
vi. To say that cloning would be nothing more than making overlooks the contribution made by natural biological processes in the creation of the cloned individual 
4. What It Means to Have Children
a. When couples have children in the usual way, Kass says that the partners are saying yes to new life in its novelty and that saying yes not only to having a child but to also, tacitly, to whatever child this child turns out to be 
b. Our children are not our property, they are not our possessions, and neither are they supposed to live our lives for us, or anyone else’s life but their own
c. Cloning is inherently despotic because it seeks to make one’s children or someone else’s children after one’s own image
d. Reply 1
i. There is nothing here that anyone could take seriously as an argument against cloning
ii. Kass is merely conjuring up frightening images of what things would be like if cloning were to be permitted 
iii. There is no more reason to think the cloned child would have to be the possession of its parent than children created in the usual way 
iv. Since the clone would be a fully functioning, independent being, with its own nature and goals, its own desires and will, it would be as wrong to allow its parents to have ownership of it, as it would be to allow ordinary parents today to own their children
v. If cloning were to be permitted, therefore, we can be confident, unless everyone were suddenly to lose their senses, that the state would allow the parent to be the guardian of the cloned child, but not to own it 
e. Reply 2
i. Kass’s charge that cloning is despotic is also unjustified 
ii. It need not even be the case that the motive behind cloning is to create a duplicate of oneself
1. For some people, cloning might be the only possible way of having a child
iii. There is no justification for equating this with a desire to be despotic 
iv. The intention of the parent might be to nurture the child in the most loving and devoted manner and to help the child become as independent in thought and action as possible 
v. Kass has simply described the worst-case scenario of what the parent’s motives could be like, but eve as things are now, some parents have those motives
5. Human Dignity
a. It is commonly claimed that reproductive cloning is inconsistent with human dignity
b. Reply
i. The notion of human dignity is too vague and ill-defined to add anything of substance to the objections against cloning already discussed
ii. It also looks like a cover for religious-based opposition to cloning 
6. Cloning is Just Too Creepy to Permit
a. Perhaps if it became more common, and cloned people were no different than other people, and the parents treated their cloned children in just the way we do now, the creepiness of cloning would disappear 

· Genetic Engineering
· The alteration of an organism’s genetic, or hereditary, material to eliminate undesirable characteristics or to produce desirable new ones
· Several works have been done on genetic engineering with major focus on its importance ranging from increasing plant and animal food production, diagnosing disease condition, medical treatment improvement, as well as production of vaccines and other useful drugs
· Genetic Therapy
· Intervention aimed at treating disease and restoring physical and mental functions and capacities to an adequate baseline 
· Genetic Enhancement
· Intervention aimed at improving functions and capacities that are already adequate 
· Many people feel that genetic therapy could provide important benefits and so should be permitted, while genetic enhancement should be permitted as it might transform society and could potentially be harmful in many ways
· Problem of Defining Disease
· One type of challenge for permitting genetic therapy but banning genetic enhancement is that it presupposes a distinction between what is and what isn’t a disease
· Glannon would define health as the absence of disease or illness and he then defines disease as internal state of an organism that impairs, or interferes with, normal functioning
· Definition of disease depends on the notion of a baseline level of adequate physical/mental functioning for different traits such as eyesight, hearing, height 
· Example
· There is a certain range of functioning re eyesight in normal humans and those whose eyesight falls below this range have an illness/disease
· Genetic intervention to correct this sub-normal functioning would thus be therapy, not enhancement 
· Intervention to improve functioning above this level would be genetic enhancement 

· Arguments for Genetic Enhancement 
· The first argument follows directly from the difficulty of drawing a distinction between health and disease
· Without such a distinction, we cannot distinguish between genetic therapy and genetic enhancement 
· Without such distinction we could not make laws permitting the one, but banning the other and since we don’t want to ban genetic therapy because of its great benefits, we must permit both 
· Unfairness of the natural lottery
· It is unfair that some people are less intelligent, less athletic, less mathematical and being at the edge of the range for normal functioning can sometimes affect your prospects for happiness
· Genetic enhancement could be used to significantly increase peoples’ happiness 
· It might be possible to use genetic enhancement to prevent certain types of behaviours that might now qualify as diseases, but which are harmful 
· As things stand now, parents have the right to improve their children in various ways through training, education, special tutoring

· Possible Objections to Genetic Enhancement 
· A common objection you often hear is that engaging in genetic engineering is like playing god 
· It would change the identity or essence of the individual in question in a way that environmental interventions do not
· We should use genetic engineering to affect a person’s nature to extent without that person’s consent, and we obviously cannot get consent of the individual in question 
· Reply
· But whenever we bring a person into existence through reproduction this will also determine the individual’s nature, and so we will be doing this without the person’s consent 
· Enhancement of non-competitive dispositions would threaten to undermine the autonomy and moral agency essential to us as persons 
· Replies
· When we create an individual through reproduction and then raise the child, this will result in a person who is either generous or not, courageous or not
· Similarly, genetic engineering, let us assume, will result in a child who is generous or courageous 
· But in neither case does the person in question determine whether she is generous or courageous 
· So, there is no relevant difference in the two cases in terms of the autonomy or agency of the person 
· Enhancement of competitive traits would undermine their significance
· Inequalities above the baseline of adequate functioning would undermine belief “in the fundamental importance of equality as one of the bases of self-respect, and in turn social solidarity and stability”
· Unfair
· Those who are richer would use GE to enhance traits like intelligence or appearance in their child, thus giving them an unfair competitive advantage 
· Using gene therapy to bring people up to the baseline of adequate functioning is fair, but using it to raise people’s attributes above the baseline would be unfair 
· Reply
· But why would it be unfair
· The attributes parents decide to enhance need not necessarily give people any type of competitive advantage 
· They are just traits the parents happen to want 
· Collective genetic enhancement would avoid unfairness but would be self-defeating 
· There is no point in making everyone more intelligent, more beautiful
· Reply
· It is not clear that it would be self-defeating
· For one thing, the enhancements might improve society, or the human race, as a whole, which could be beneficial
· Perhaps we would become more productive, more skillful, harder working, and so on 
· Genetic enhancement, if practiced on a sufficiently wide scale, might bring about the emergence of a new sub-species of human being, which would clearly be very problematic and undesirable 



Allocating Scarce Health Care Sources
· The Principle of Justice
· Justice is a very important principle in the context of allocating scarce health care resources
· The main issue is how they should be allocated, or divided up between those who need them, if everyone is to be treated justly and fairly 
· Distributive Justice
· How benefits and burdens should be distributed if the distribution is to be just and fair 
· Retributive Justice
· What punishment is appropriate for wrongdoing 

· Competing Theories of Distributive Justice
· The Desert Theory
· Everyone should get what he or she deserves 
· Utilitarianism
· Things should be divided up in such a way as to maximize happiness
· Libertarianism
· Inequalities are okay as long as no one’s rights are violated
· Rawl’s Theory of Egalitarianism
· Things should be divided equally unless inequalities benefit everyone 


· The Desert Theory
· A distribution is just only if each person gets what he/she deserves
· Need, talent, effort, contribution, danger, difficulty… 
· Objection
· Most, or all, of the criteria that might be used to determine how much different people will receive are at least somewhat arbitrary or unfair
· Some critics even argue that rewarding or punishing on the basis of talent, effort, contribution, and the like, is as unfair as doing so on the basis of hair colour, height, eye colour… 

· The Utilitarian Theory
· A distribution of benefits and burdens is just if and only if it maximizes overall happiness
· Different ways of dividing things up may produce different amounts of happiness
· Objections
· The interests of a small minority may be sacrificed for the interests of the majority
· People may not get what they deserve
· Utilitarianism seems to ignore justice and fairness altogether 

· Libertarianism
· A distribution is fair and just as long as no one’s right are violated in arriving at that distribution
· As long as someone acquired his wealth fair and square, this inequality is just 
· Objections
· But maybe the basic rules of the economic system are unfair to begin with
· This theory allows enormous inequalities to develop overtime 

· Egalitarianism
· John Rawls
· American philosopher 
· The thinking behind Rawls’ theory:
· We need a procedure that is impartial, objective, no favouritism 
· The problem is that when it comes to the question of how certain things should be divided, no actual person is entirely impartial 
· The kind of procedure Rawls proposed involves a though experiment
· To determine how things should be divided, imagine you are behind what he calls a veil of ignorance
· Imagine you don’t know any of your personal characteristics
· Now ask what type of distribution, what way of dividing things up in society, you would prefer 
· Rawls claims that rational people would always play it safe
· They would try to guard against ending up in the worst situation
· The way to do this, when it comes to dividing things up in society, is to favour equality, everyone getting the same
· The “Difference Principle”
· The only inequalities that would be morally acceptable that is compatible with justice would be those that make everyone better off

· The Allocation of Scarce Health Care Resources
· Micro Allocation
· On a small scale, distributing dialysis machines amongst patients who need them
· Macro Allocation
· Large scale, allocating funds between treatment or research, or between one disease versus another 

· Macro-Allocation of Resources
· Our goal should be to buy as many good quality life-years as possible for the money we spend
· This utilitarian approach would give the same value to everyone’s wellbeing no matter what their illness 

· Spending More on Prevention
· The issue raised here is very relevant to whether more funds should be spent on prevention as opposed to treating and curing illness and disease
· Evidence shows that prevention tends to be cheaper than treatment
· Cheaper in that more lives can be saved for every dollar spent on prevention than for every dollar spent on the treatment of illness
· It is hard to turn people away because even though their lives could be saved, treating them is too costly 
· An analogous situation would be the high cost of rescuing people who engage in high risk activities and end up in trouble
· Every year government spend a lot of money saving people who engage in high risk activities 
· It seems clear that money could save more lives if used in a different way 

· The Value of Solidarity 
· One might object to using the utilitarian principle of maximizing the number of good-quality-life-years because it does not give enough weight to the value of solidarity, that it, the idea of trying to take care of everyone and not leaving anyone behind 
· If we use the simple utilitarian principle, we will have to tell some patients that we have the ability to save their lives but we’re not going to because it would be too costly, because spending the money in a different way would do more good 
· Solidarity, however, would require us to save such patients 

· Two Types of Criteria for Ordering Patients 
· Medical Criteria
· Nature of injuries, seriousness, possibility of benefiting from treatment 
· Non-Medical Criteria
· Age
· Number of dependents
· Contribution of patient to society 
· Relatives 
· Friends 

· Ordering Patients by Medical Condition
· A basic rule the authors propose that might be used to order patients
· Worst first, first come, and hopeless second 
· Treat those with the most serious injuries first
· After that, it’s come, first served 
· But make an exception for those who cannot be saved – treat them after those who can be saved 
· Basic rule
· First, come, first served 
· But make 2 exception
· More seriously injured go in first
· Hopeless cases go in last 

· The “Hopeless Second” Rule
· Order patients by level, and, within each level, use the first-come rule 
· But make an exception for the fact that some patients cannot be saved – put them at the end 
· Sometimes a patient may be completely hopeless, but more often, it is a matter of one patient having a better chance of being saved than another 
· Other things equal, is relevant to ordering patients 
· Other Medical Criteria That Are Relevant 
· Other things equal, give priority to patients who 
· Are suffering more
· Can be treated more quickly
· Can benefit the most from treatment
· Will have better quality of life, if saved 

· One Rule with Many Exceptions
· The basic rule is still: First come, first served. But Make two types of primary exception
· More seriously injured go in first
· Hopeless cases go in last 
· And make several secondary exceptions, other things equal 
· Those who have a better chance of surviving 
· Those who can be treated more quickly
· Those in more pain get priority over those in less pain 
· Those who can benefit more, if they are saved 

· Minimize Years of Potential Life Lost Rule
· Where a choice must be made between two patients, and other things are equal, treat the one first who would lose the greatest number of life years if she were to die

· Non-Medical Criteria 
· These are reasons for giving one patient priority over another which would not be described as medical in nature
· It is more controversial what rules, if any, would apply here

· The Issue of Nepotism in Health Care 
· But nepotism is a serious problem in our health care system 
· There have been cases of doctors getting their relatives to the head of waiting lists for important treatments 
· A Strict Impartiality Rule
· Health care professionals should be impartial in helping patients 
· It may be argued that the rules used must also be appropriate for people with ordinary human sympathies and feelings
· So, the rules should allow for some bias 

· The Sympathy Rule
· The sympathy rule would not permit health care providers to help their relatives/friends in any way they like
· But it would permit them to give priority to their relatives in extreme situations, life and death situations
· From society’s point of view, this rule is okay because society values both impartiality and close ties between relatives and friends 
· The sympathy rule is a kind of compromise between the two 
· Objection to the sympathy rules
· We know from experience that people will already be biased toward their relatives and friends, and will have a tendency to give priority to them where possible 
· So, to counteract this innate bias, there must be a very strict rule against nepotism
· However difficult it may be to be completely impartial as between your mother and a stranger, this is what morality requires of health care professionals 

· Third Party Interests 
· Childless person vs. parent of young children 
· Dependents case
· A drunk vs. doctor
· The public good case
· Person with highly infectious disease vs. person without any infectious disease
· The innocent threat case 

· The Public Interest Rule
· Where the public interest is great enough, a patient may be given priority over those who came earlier 

· Medical Benefit Rule
· If medical science might learn something important by treating one patient rather than another, that patient should be given priority, but such cases will be very rare 

· Patient Responsibility 
· The life style or habits of some patients may have caused, or contributed to their illness 

· Other Possible Criteria for Ranking Patients
· Past contribution to society 
· Likely future contribution to society 
· Moral worth of the patient 

· Arguments for the Utilitarian Criteria
· The wellbeing of society should be taken into account in allocating scarce resources because it is society that provides, pays for, the resources
· It would be unfair not to take into account the wellbeing of persons other than the patients, who are affected by the decision 

· Arguments Against the Utilitarian Criteria
· Very hard to apply these criteria 
· How do you decide which patients are more important to their family or to society? 
· Some of these criteria are especially objectionable 
· They would treat patients as a means, the patients would have to qualify for care
· In practice, these criteria are likely to be seen as unfair and also to be unfairly applied 

· Arguments for 1st Come, 1st Served, or a Random Procedure 
· After the medical criteria are applied
· Simpler, easier to apply
· Fair, and likely to be perceived as fair
· Avoids all the objections to the utilitarian approach 

































Issue Related to Alternative Medicine 
· Distinction
· Conventional Medicine
· Medical practices accepted and used by the medical establishment 
· Scientific medicine
· Alternative Medicine
· Remedies, treatments, or practices used for medical purposes but not recognized or accepted as effective by the medical establishment 
· Does not mean non-Western medicine 

· Characteristics of Alternative Medicine
· Often based on “folk knowledge”
· Emphasizes a holistic approach to health
· Emphasizes importance of nature substances, as opposed to human-made drugs of modern medicine 
· Often involves a spiritual or religious component, relation between body and mind
· Often associated with theories of the body and health accepted in the past 
· Increase of AM

· Examples of Alternative Medicine 
· Homeopathy, herbalism, naturopathy, etc…
· More borderline cases that some doctors would deny that these have any genuine therapeutic value
· Acupuncture, chiropractic, massage therapy, etc… 
· Misleading to classify these as alternative medicines:
· Getting physical exercise
· Importance of diet, good nutrition
· Techniques of relaxation, such as meditation or yoga
· Wellness or lifestyle programs
· Importance of prevention as opposed to treatment
· Prayer 

· NOTE
· A therapy or substance that was once part of alternative medicine can come to be part of conventional medicine after its effectiveness is properly verified by reliable evidence 
· Also, something that was once part of conventional medicine might be invalidated and become part of alternative medicine if people outside of conventional medicine to recommend it 

· Ways Alternative Medicine can be Harmful
· People opt for AM rather than obtaining real medical treatment, and then pay the price
· Some forms of AM can be physically harmful and there is little or no government regulation of them
· People don’t tell their doctors they’re using AMs and AMs may be harmful when taken with medicine
· People with illnesses are vulnerable, and may easily be taken in by false promises, misleading advertising
· They are being cheating and suffer financial hardship
· AMs often give people false hope 

· Why Do People Resort to AM?
· CM has not worked for them, so AM is their last hope
· AMs often have a long history, tradition, which some people find reassuring
· Usually cheaper
· Often less invasive than CM, can be done at home
· Attracted by the mysticism or spirituality surrounding many AMs
· AM often consists of natural substances, which many people find reassuring, while CM seen as unnatural because of use of drugs 
· People don’t understand that conventional medicine is based on science, or don’t understand science 
· People are influenced by “anecdotal” evidence 
· Influenced by marketing techniques for AM
· Suspicious of conventional medicine because of its connections with big business
· AMs may seem to work because of placebo effect
· Patients just want to exercise their autonomy 

· Common Criticisms of Conventional Medicine
· Ignores importance of the patient’s mental state
· Neglects the spiritual component of health
· Not sufficiently holistic, ignores importance of healthy living and wellness
· Over-reliance on drugs, influence of drug companies
· Bad side effects of drugs or treatment
· Overemphasizes curing/treatment of illness and disease, rather than prevention
· Service may be cold, impersonal, rushed, fragmented
· Too much bureaucracy, paperwork, wait times… 

· How Should the Medical Establishment Respond to AM?
· Main options:
· Just ignore AM because it’s not medically effective
· Campaign aggressively against AM
· Try to educate the public, aggressively criticize AM
· Learn from it, embrace the good parts
· Incorporate the parts of AM that are either good, or at least harmless, into conventional medicine because they can be profitable 

· How Should Individual Physicians Respond to Patient Inquiries About, or Requests for, AMs?
· Show compassion and empathy for patient’s situation
· Some knowledge of AM can be useful in responding to such requests 
· Try to explain lack of evidence for effectiveness of AM
· Warn patients clearly and forcefully about the dangers involved in AM listed above
· This is an important ethical obligation doctors have toward patients 

· The Main Criticism of Alternative Medicine
· Conventional Medicine
· Based on science
· Therapies, drugs, are not accepted unless there is reliable evidence for their effectiveness
· Alternative Medicine
· Based on hearsay, superstition, and out of date theories from the past 
· There is no reliable evidence that AM works 
· The difference is the basis of classifying something as conventional vs. alternative medicine 
· People should still be permitted to use AMs if they wish – that is for them to decide
· There is no issue about interfering with people’s autonomy except in the case where AMs may be harmful 
· But it is argued that AM should not be funded by the health care system, or paid for by medical insurance programs
· And governments should try to protect the public by discouraging the use of AMs until their effectiveness has been verified scientifically 

· What is Scientific Evidence
· This is a complex question
· There are subjects devoted to the study of how scientific evidence works
· Testing theories or hypotheses means deriving predictions from them and then conducting carefully controlled experiments, tests, to determine whether the predictions are true 
· RCTs are a common form of testing in medicine
· True predictions tend to confirm a theory as true, false predictions tend to refute a theory 
· Testing theories in science is normally a long, complex, and difficult process
· Reliable scientific testing cannot normally be done by laypersons because it presupposes expert knowledge of the field in question
· Reliable testing of hypotheses in medicine presupposed expertise in biology and other scientific disciplines 
· Obtaining knowledge of nature can be hard 
· It is so easy to be mistaken 
· There are so many ways in which the process of knowledge acquisition can go wrong
· Science is very serious about knowledge
· Evidence is always a matter of probability – total certainty is impossible
· Nevertheless, scientists aim for virtual, or practical, certainty 
· Becoming proficient in scientific method involves a long process of training
· Obtaining reliable evidence is usually complex and difficult
· It involves repeatability, meticulous records of tests, careful controls, etc… 

· Is Scientific Testing the Only Kind of Evidence?
· Some people say that scientific evidence is only one type of evidence among others

· Traditional Use is No Substitute for Scientific Evidence
· Using something as medicine for a long time may have some value as evidence
· It is not a reliable form of evidence
· The fact that something has been used for a long time does not by itself entail that it is medically effective
· All it means is that it is widely believed to be effective 
· To demonstrate effectiveness, strict controls are needed to provide an objective comparison 
· If treatment or substance has been used for a long time, we may form the impression that it’s effective, that it works
· But this isn’t enough to be sure that it works because it doesn’t provide a proper control or comparison
· In other words, it doesn’t tell us what would have happened had the treatment never been used 
· Maybe there would have been no difference
· This is why controls are needed

· Anecdotal Evidence
· In the context of medicine, this term is used to refer to situations in which people have undergone some treatment, or taken some medicine, and then report feeling better afterwards
· This doesn’t establish with any significant probability, that the treatment is effective
· We don’t know how many cases showed no improvement, or the illness might just have gone away on its own, or there may be a placebo effect 

· Other Fallacies or Mistakes of Evidence
· Selective Evidence
· A theory may appear successful if we note only evidence that supports it while ignoring evidence that conflicts with it 
· Confirmation bias
· Vague Predictions
· If the predictions derived from a theory are too vague, they will not make it likely that the theory is true 
· Self-Fulfilling Prophecy 
· They placebo effect is a good example
· Not the taking of medicine, but the belief that you’re taking medicine, can make you feel better 
· What Can be Said for Alternative Medicine?
· Often, they are harmless, though not always 
· Rejection of AMs by CM may sometimes be caused by bias
· Perhaps CM could sometimes be more willing to test AMs to see if they are effective
· Even if AMs lead patients to feel better only because of a placebo effect, at least the patients still do feel better
· [bookmark: _GoBack]As a last resort, AMs may give people hope when conventional medicine cannot help them 










































