 PHI370 (Philosophical Issues in Healthcare): Notes
Lecture 1: Moral Theories 
We describe some acts as right, (we have an obligation to do them), other acts as wrong, (we have an obligation not do them). There must be some reason why we classify different acts in these ways, so the question arises: 
“What is it about a given act that determines whether it is morally right or morally wrong?”
A moral theory tries to give a complete answer to the following question:
   What is it that determines whether an act is right (we have a moral obligation to do it) or wrong (we have an obligation not to do it)?
· Answering this question could help us resolve moral dilemmas and disagreements in health care.
Moral theories are different from moral codes:
· The point of a moral code is merely to say which acts are right and which acts are wrong. 
·  A moral theory is deeper: it not only tries to distinguish right from wrong acts, but also to explain why some acts are right while other acts are wrong.
Sometimes people disagree about whether an act is right or wrong EX: Is euthanasia morally right? 
· The correct moral theory should help us to answer this question. It will tell us that any act that has properties X, Y, or Z, is wrong. 
· We then apply this knowledge to euthanasia, abortion, cloning, etc., to determine their moral status.
Criteria of Adequacy for Moral Theories 
A good, or plausible, moral theory should be:
1. Consistent with our moral sense
2. Consistent with our carefully considered moral judgments in different situations
3. Helpful in figuring out which acts are right
Some examples of moral theories include: Ethical Egoism, Utilitarianism, Kantian Ethics, Ross’s  Ethics, Natural Law theory, Virtue Ethics & Feminist Ethics
· Each of these theories is an attempt to answer the question: what determines whether an act is right or wrong? But the task is difficult and there is room for disagreement between reasonable people.
· Utilitarianism and Kant’s ethics are more widely held and more influential than the others, so we will spend more time on them.
Consequentialism: The 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.
Utilitarianism 
· The most prominent form of consequentialism.
· Accepted by many philosophers today.
· Leading defenders include the English philosophers Jeremy Bentham (1748-1832) and John Stuart Mill (1806-1873). We will work with Mill’s version. 
John Stuart Mill (1806-1873)
· 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: Utilitarianism, On Liberty
“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.” - From Utilitarianism, J.S. Mill, Chapter 2
Theory of Value: 
Distinction between:
Being instrumentally good – good as a means 
Being intrinsically good – good for its own sake
· Utilitarians claim that only one thing is intrinsically good – namely, happiness.
· Each person’s happiness is of equal value.
Many Utilitarians further assume that: 
· 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 roughly quantified.
ARGUMENT for Utilitarianism: 
1) Happiness is the only thing that is intrinsically good, valuable or worthwhile. 
2) That is why 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.
3) So this is why, 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.
Illustration: Suppose I win $1000.00 in a lottery. What should I do with the money? 
Principle of Diminishing Marginal Utilities
That is, the more of a thing you get, the less happiness you derive from it. So when you’re dividing up benefits (things people want), equal distributions tend to maximize happiness.
· That is why giving the $1,000 to a charity for poor children creates more happiness than spending it on myself or throwing a party for my friends.
Utilitarianism imposes a 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.”   
· 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, etc, are considered wrong because they tend not to maximize happiness.
Utilitarianism is a progressive doctrine:
It would justify, or require:
· Abolition of slavery and discrimination
· The abolition of child labour
· Equality for women
· Animal welfare
· Programs for public health and safety
· Helping the poor
· Prison reform
We now want to ask whether utilitarianism gives an accurate account of right and wrong.
To test it, we will look for possible counter examples: 
- acts that utilitarianism says we should do but which seem to us wrong, or 
- acts that utilitarianism says we should not do, but which seem to us to be right acts.
PROBLEMS for (Act) Utilitarianism 
1) Some say the theory is too impractical 
2) Might sometimes violate people’s rights
3) Would sometimes lead to unfairness
4) Gives weight to pleasures that are bad/immoral
5) Cannot account for special relationships between people, e.g. family, friends … 
6) Is too demanding, requires too much of people
Pleasure isn’t the only Intrinsic good:  
 Suppose there is a machine that can be programmed to give you any imaginable series of experiences. The experiences are totally realistic and the machine won’t break down. 
Now you’re given a choice: you can live out your life in the normal way, or plug yourself into the machine for the rest of your natural life. Which would you do?
By hypothesis, you will experience more pleasure by plugging in. But surely no sane person would plug in. So it seems that pleasure isn’t the only thing we value.
Rule Utilitarianism
· Faced with the objections noted on the previous slides, some utilitarians dig in their heels and insist that their theory can be defended from the objections.
· Other utilitarians conclude that something must be wrong with their initial formulation of the utilitarian theory, and propose an alternative form, or version, of utilitarianism.
· This alternative version is called “rule” utilitarianism (and the previous version “act” utilitarianism). 
	Act Utilitarianism

	Rule Utilitarianism




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

	Applies the principle of utility to rules:
First, determine what rules would maximize happiness in society, and then follow those rules.



*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 exactly, which are such that, if people were to follow those rules, then more overall happiness would result than if people followed any other set of rules.
· And rule utilitarians claim that the morally right way to behave is to conform to these ideal rules.
How would the Act and Rule Utilitarianism Lead to Different Acts? 
Consider the case of killing an innocent person and using her organs to save others.
· Act utilitarianism might require us to do this b/c it would produce the most happiness.
· What about rule utilitarianism? Would we maximize happiness in society if we had a rule that permitted such acts? The answer is clearly no – everyone would be terrified.
What Rules would Maximize Happiness? 
This is a big question that requires a lot of thought. But we know that these ideal rules would have to include the familiar rules of common sense morality: 
- Don’t lie (except in extreme situations)
- Don’t steal ( except …)
- Don’t kill (except …)
- Because without such rules, society could not exist, there would be chaos, and not much happiness.
It is clear that the ideal system of rules would …
· Have to promote human rights (b/c they protect us).
· Include a realistic rule for charity, e.g. give a small but significant part of your salary to the poor; so Rule Util is not too demanding.
For such rules are essential to promoting happiness.
Common Objection: 
The objection is that rule utilitarianism collapses into act utlitarianism, i.e. it ends up saying the same thing. What system of rules would produce the most happiness? The answer, one might think, is the system that contains one rule: “Maximize happiness”

· If everyone follows this rule (i.e. follows act utilitarianism) wouldn’t happiness be maximized?
Answer: 
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 (happiness maximizing) rules to follow.
Some critics argue that rule utilitarianism involves a kind of rule worship. i.e. not doing an act just b/c there is a rule against it, even though the act would produce more  happiness than anything else we could do.
Kant’s Ethics 
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
Major works: Critique of Pure Reason, Groundwork of the Metaphysics of Morals
Utilitarianism VS Kant’s Ethics 
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, EX. lying, breaking promises, killing …
The Categorical Imperative
Kant’s ethics involves a single basic moral principle – the categorical imperative (CI)
Imperative – EX. a command
Categorical – no exceptions, i.e. it’s not a hypothetical imperative
· Kant gave different formulations of the CI
General Features: 
Morality is universal ; applies equally to everyone 
· EX. if lying is wrong for others, it’s wrong for me too.
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 CI 
“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.”
· 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, what gives our existence value.
Advantages of this Version: 
1. Simple, plausible moral principle  
2. Provides a foundation for autonomy and human rights
3. Provides some guidance in the context of healthcare
Weaknesses of this Version: 
1. Somewhat vague; not too clear at this point what counts as treating someone merely as a means. (The second version of the CI will help to clarify.)
2. Does not account for all right and wrong.   (What about the treatment of animals, for example?)
Second version of the CI: The Universalizability Version
“Always act in such a way that the maxim of your act could be a universal law.”
A maxim: is a rule of action that tells you do a certain act
Universal law: 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.
Why does Kant insist upon this requirement?
His thought is that universality is a fundamental feature of the moral outlook – that morality is objective, impartial, and treats everyone in the same way. 
So, if it’s wrong for you to do something, EX. break a promise, it must also be wrong for me to do it.
Act: making a false promise (one you don’t intend to keep)
Maxim of the act: If you need money, and you can get it by making a false promise, then make the false promise. 
Universalizing: What would happen if everyone followed this same maxim (rule)?
Kant’s Universalizability Test of Right Action
1. Identify the maxim (rule) of your act.
2. Suppose everyone follows the same maxim (rule).
3. Consider what the result of (2) would be. 
– if the result is a contradiction, the act is wrong 
– if no contradiction results, then the act is permissible
What if Everyone Broke their Promises? 
· The institution of promising would collapse, it would cease to exist, and it would be impossible for anyone to make promises.

· result contradicts my goal in doing the original act, namely, trying to get money by making a false promise. I cannot pursue this goal if the institution of promising does not exist.
· In other words, “Always break your promises” is an impossible rule.
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. (It’s actually not so much a contradiction as a conflict between the two.)
 What if Everyone Broke the Rules?
1. (Goal of my act – to get money by making a false promise)
2. Start here: with My Act of making a false promise
3. Maxim of this act: to get money, make a false promise
4. Universalize the maxim
5. The Institution of promising breaks down 
6. So I cannot make a promise 
7. This conflicts with my goal in doing the Act  
8. Here is the contradiction
Promise will no longer exists: contradiction is that promises cannot be made 
Example:
Plagiarizing term paper: act
Plagiarize paper to get a good mark: maxim
Everyone follows the same rule: universal
Problem-who is everyone? Other students in class 
If all the other students plagiarize, term papers will be published cause they're good 
Professor catches on, won’t work- in class exam 
Therefore cannot get good paper 
Everyone doing what you’re doing will NOT work- contradiction 
ONLY if it is morally WRONG act 
· Kant thought there were many other acts that are similar in this respect: Stealing, cheating, lying, killing, being rude ….
· The very possibility of a person’s doing these acts requires that most people, most of the time, do not act in these ways. This is what makes them wrong acts – their maxims can’t be universalized.
Connection Between the Two Versions of CI
The institution of promising depends on the fact that most people go to the trouble of keeping their promises (most of the time). So, when I break my promises, I’m a free rider: I’m using the institution of promising (and therefore using other people) merely as a means to achieve my own selfish goals.

Doubts about Version 2 of the CI: 
Version 2 of the CI is too rigid; it is not always wrong to break a promise, tell a lie, etc. At some point utility trumps Kant’s rules.
· A Counter-example: Suppose I need peace and quiet, and so I go skating on the Canal. What would happen if everyone acted on this maxim?
Ross’s Ethics
W.D. Ross (1877-1971)
· Scottish philosopher
· Spent early childhood in India
· Taught at Oxford University
· Best known work: The Right and the Good
· Recent influence in medical and HC ethics
The Ethical Theory of W.D. Ross
In an important sense, Ross rejects the whole idea of a single moral theory.
· That is, he does not believe there is a single underlying moral principle that explains all right and wrong. 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 referred to as “moral pluralism”.   
· Rejects that single underlying right and wrong principle is determined, 
· Bunch of properties that determine single basic moral principle 
· In different wrong acts, there can be different wrong morals 
Prima facie moral principles
· Doing the right thing involves following a set of principles. 
· These principles are not absolute, but “prima facie”;  that is, we should follow each of the rules, unless there is a good reason not to.
· When the rules conflict, we try to decide, intuitively, which should override the other.
· being ethical in our behaviour involves a SET of principles  
· Follow it UNLESS there is a good reason not to (sometimes there will be)
Examples of Ross’s prima facie rules: 
Tell the truth
Keep your promises
Do not harm others
Try to help others when you can
Promote justice and fairness
Respect the freedom and autonomy of others
Correct wrongs done to others
Show gratitude to those who help you
Make good use of your talents
· Having an incentive to tell the truth unless you shouldn’t 
· Can’t hurt ex white lies 
· You can override a right thing to do
· Not set in stone 
Ross includes Utilitarian and Kantian ideas: 
· Ross agrees with utilitarians that the principle of utility is relevant to how we should behave. Other things equal, we should try to maximize happiness.
· But he also agrees with Kant that we have basic duties to tell the truth, keep promises, and the like.
· So part of the attractiveness of Ross’s ethics is that it embraces elements both of utilitarianism and Kant’s ethics.
Moral Knowledge
How do 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. 
· This moral faculty is sort of comparable to our 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’ Ethics
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? 
The problem of deciding between moral principles when they conflict doesn’t seem fatal to Ross’s ethical theory.
· For Ross could say that in some cases there is no moral reason to prefer one principle to the other in that situation, and so either act would be permissible. 
· There need not always be one specific act that is the morally right thing to do. 
· To ASSUME will make an “ass” out of “u” and “me”
Virtue Ethics 
· VE is skeptical of moral rules and principles. 
· Morality is embedded in complex social and cultural practices and institutions – cannot be captured in rules.
· Goal of ethics should be to become a virtuous person, to acquire the virtues, such as honesty, generosity, courage, compassion …
· Becoming virtuous is difficult. It is like a skill that requires education, effort, training and practice.
· Helpful to try to emulate models of virtue in the past – Socrates, Buddha, Gandhi, MLK 
· Cannot capture the difference between right and wrong- it is too complex and rich in layers of philosophical thought
· Do not try to simplify/formulate 
Problems for VE
Problematic cases: How do you decide whether to participate in a war?
Problem of new situations:what does a virtuous person do when it comes to, human cloning?
Possible conflicts between virtues: EX. between beneficence and fairness.
Don’t virtues presuppose moral principles: EX. why is honesty a virtue? 
· Answer b/c it tends to increase happiness. (So a moral rules sneaks in the back door.) 
Care Ethics 
· Focuses attention on the role of morality in close personal relationships. 
· Emphasizes the importance of such virtues as sympathy, compassion, 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 …
· Female ethics emphasizes involvement, attachment, solidarity, concern for particular cases, caring 
· Slight impact on gender but everyone is unique 
· Subject to stereotypes 
Feminist Criticism of Traditional Ethics
- Not enough concern for women's rights and issues 
- Focused on abstract, intellectual issues, and neglected oppression, political domination, poverty
- Overlooks moral problems in the private as opposed to the public domain
- Undervalues community, peace, solidarity, interdependence...
- Overvalues theory, rules, concepts, at the expense of emotion and feeling in ethics
Lecture 2: Moral Principles in Healthcare
The “Five Principles” 
Approach to HC Ethics:
1. Utility
2. Autonomy
3. Non-maleficence
4. Beneficence
5. Justice
Specific Morals: 
· 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: are put forward as a complete description and explanation of right and wrong, meant to hold always, and can never be overridden.
Moral principles: are less comprehensive than moral theories; they are relevant considerations in a broad range of situations but might be overridden by some other principle or value.
Moral rules: are even narrower than principles, e.g. “Tell the truth”, “Keep your promises”.
Ross and The Five Principles Approach
Both approaches reject the 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 
Autonomy concerns the extent to which people have control over their lives and actions.
Two Main Issues:
1. Why is autonomy good, or valuable, or important?
2. What exactly is autonomy?
Importance of Autonomy 
· Today, autonomy is considered very important. We think it is a good thing for people to be in control of their own lives.
· But this attitude wasn’t always so prevalent. In the past other values were given greater importance, for example, obedience, being subservient, knowing your place in society …
Instrumental value – the utilitarian perspective
· Each person is better able to know, and control, her own happiness.
· People derive satisfaction from controlling their lives.
· Individuality leads to new ideas, knowledge, etc., which benefits humanity.
· For this reason gov’ts should only restrict a person’s freedom to prevent harm to others.
Intrinsic value: the Kantian perspective
- The ability to act autonomously is good in itself, autonomy is “what makes us unique/human”.
- Those character traits that we regard as virtues presuppose autonomy, for example, courage, generosity, loyalty, … morality itself.
Human Rights
· Regardless of the value or importance of autonomy, people have a fundamental right, a human right, to control their own lives.
· This would be the position of what’s called the libertarian political philosophy that regards liberty as the most important value.
What is  it to be Autonomous
Three different approaches:

1. The “negative concept” of freedom
· Some philosophers have defined freedom as “the absence of external constraints” (or barriers).
· An 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.
Examples: being put in jail, or in chains. The chains prevent us from doing things we may wish to do.
· The negative concept has some plausibility. Suppose I want to go to the movies tonight. As there is nothing stopping me from doing this, that is what I do. 
· If someone prevented me from going, we would say that I am not free – there would be an external constraint limiting what I can do. 
· But if there is no such interference preventing me from doing what I want to do, wouldn’t we say that my act is perfectly free? Wouldn’t we describe it this way?
EX: the Drug Addict 
He wants to be free of drugs b/c they are ruining his life, but his physical addiction is so powerful that he is unable to stop taking them.
· Is the drug addict autonomous? The negative concept of freedom seems to imply that he is.
· But, intuitively, we would say he is not free. His freedom is limited by an internal constraint.
The negative concept overlooks freewill:
We have a decision-making faculty; the will. 
· External constraints don’t affect the freedom of a person’s will. They just prevent us from doing what we freely decide, or will, to do.
· But sometimes a person’s decision-making faculty is not under his/her control – here internal constraints undermine or destroy freedom of the will.
2. The “hierarchical”, or double decker, theory
“Autonomy is a second-order capacity to reflect critically 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.”- Dwarkin 
· 2nd order desires are in control 
· Internal constraints are overpowering 
· Not giving into 1st order desire=autonomous person, giving in to fear/phobias=non-auto.  
Distinction between:
1st order desires: ordinary desires for things in the world EX. I want ice cream 
2nd order desires: are desires that are in some way about other desires (desires to satisfy or not to satisfy other desires, or even to have or not to have other desires)
· Animals don’t have them 
Autonomy Requires: 
1. Having higher order desires/preferences, and
2. Having the ability to evaluate your first-order desires, and resist them (or change them) when they are not in your interest. (or conform to your conceptions) 
· So, freedom can also be limited by internal constraints, such as the addiction to drugs.
Conditions that Reduce Autonomy
· External constraints: barriers
· Extreme poverty (an external constraint): operate inside
· physical ex addictions mind ex. Lying/revenge 
· Overpowering desires/addictions
· Overpowering emotions (fear, hate, revenge)
· Propaganda, brainwashing ex. Trump 
· Illness, injury
· Ignorance, lack of information, education
· Emotional dependence
3. 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.”- (From Principles of Biomedical Ethics, Beauchamp and Childress.)
· High standards for an autonomous person; our values are inherited from society 
· Saying to the extent of inheriting values, we are NOT an autonomous person b/c we are under the control of society
· To be autonomous you must stand back and get proof/explanation of beliefs, be in control of life and actions  
To be Autonomous, as a patient must: 
· Must be aware of the available options
· Must be free from any form of coercion or manipulation in choosing between them
· Must be competent: have the ability to make a rational choice between the available options
· Must be empowered: have the ability to pursue whichever option is chosen
When is Paternalism Permissible? 
Three different, conflicting answers:
- When the medical interest of the patient requires it?
- When the patient is not autonomous? 
- When the patient would “ratify” our decision in the future (Rawls’ proposal)?
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, others 

	EX of Beneficence

	EX of Nonmaleficence

	-Giving to charity

	-Not killing

	-Saving a drowning victim

	-Not stealing

	-Offering assistance
	-Not assaulting

	-Providing needed medical treatment

	-Not lying

	-Helping a friend with an emotional problem
	-Refusing to pursue a medical treatment known to be harmful


Nonmaleficence: sitting on sofa not hitting someone 
Beneficence: getting off of sofa to help hit person  
· Beneficence, one might say, 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 beneficence, you must actually do certain things, you must actually help others.
*Note that the 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 HC
· A common dilemma faced by HC providers is how to balance the potential benefits of a medical treatment with the risks it involves. 
· If the 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 – let the patient decide.
“Above All, Do No Harm” - no harm by negligence! 
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. 
Distinction 
Specific beneficence: Is directed toward people with whom we have a special relationship – family, friends, co-workers…
· EX: helping out a friend in need 
General beneficence: Is directed toward other people in general.
· EX: donating to World Vision; you don’t know who benefits
· There is disagreement about whether we have a strong duty of general beneficence.
Utilitarian hold view of promoting as much overall happiness as possible (not G/S Beneficence) 
· Both specifications are just as important; specific more important to general ethics
Question: Is the duty not to harm others stronger than the duty to help others?
· But is our duty not to harm others stronger than our duty to help others?  
Expressed in another way: Is it morally worse to harm someone than to fail to help someone you could help?
EX: I fail to give a care package to starving kids, I know one kid will die who otherwise would have lived=Failure to help VS. I give the care package and poison it, killing one kid=harming
· General rxn & logic say harming is generally worse than failure to help even if the outcome in both cases is the same 
EVIDENCE that harming is worse than not helping 
- Greater moral stigma attached to harming
- Harming is more often illegal than not helping
- Wrong to seriously harm one person to benefit other persons
- You must accept greater risk to yourself to avoid  harming someone than to help someone
EX: greater intuition to kill someone else to save myself 
Explanation of why would harming would be worse than not helping?
- Not harming others is more important to society than helping others.
	-preserve societal peace and population 
- Not harming others is (usually) easier than helping others. 
	-less effort required
- Rules of non-maleficence are easier to enforce than rules of beneficence.
	-easier to punish committed than non-committed actions 
Taking Risks in Healthcare 
Do HC workers have an obligation to take significant risks? If so, when, and why?
Reciprocity theory: Society provides many benefits for HC workers (education, research facilities), so they should reciprocate by doing their jobs. 
· Risks are already minimized 
Contractual theory: When HC workers enter their profession they implicitly agree to take risks.
·  Nature of business, life isn’t by the book, understanding job requirements before hand. 
Justice (Relevant later)
Justice is a very important principle in the context of allocating scarce health care resources.
· The main issue is how they should be distributed if everyone is to be treated justly and fairly.
Moral Virtue 
These are qualities, attitudes, dispositions or character traits which:
- 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
Important moral virtues in health care
Honesty, Courage, Integrity, Independence, Compassion, Patience, Objectivity , Prudence, Discipline, Courteous, Determined, Responsible, Flexible, Kindness, Perseverance, Tactfulness, Sensitivity & Loyalty
Lecture 3: Confidentiality in Health Care
· Confidentiality is a very important topic in medicine and health care.
· As everyone knows, doctors, nurses and other HCPs are expected to keep information about patients private.
· Confidentiality is important b/c privacy is something that is very important to people. 
· 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.
A Central Issues to Discuss 
Are there any circumstances in which it is permissible for HC providers to disclose information about a patient to 3rd parties without the patient’s consent?
If so, when is it permissible? And why?
· Treating a criminal..
EX: Tarasoff v University of California, 1976
· In 1969, a psychiatric patient told his therapist he planned to kill his girlfriend.
· The therapist informed University security (who took no action) but not the woman herself or her family.
· The patient then did kill his girlfriend, Tatiana Tarasoff.
· The court ruling in 1976; HC providers must take steps to protect individuals under threat as well as the public.
· This course was the catalyst for making people realize that healthcare professionals were responsible for warning people in danger and ensuring they received protection 
Two Common Mistakes about Confidentiality:
· Overestimating the strength of the obligation to maintain confidentiality
· EX. a HC providers should NEVER violate confidentiality
· Underestimating the strength of the obligation to maintain confidentiality
· EX. a HC professional carelessly shares information about a patient 
Corresponding to the two types of mistake noted on the previous slide are two legal facts:
1. Health care providers can be sued for violating the confidentiality of a patient
2. But, also, they can be sued for failing to breach confidentiality if the circumstances call for it.
Edwards’ “Justifications” of Confidentiality:
1) Protect the privacy of the patient
· Patients value privacy; protect 
2) Protect the social status of the patient
· Social stigmas on illnesses EX. chlamydia, HIV etc. 
3) Protect the economic interests of the patient
· Losing jobs EX.cancer diagnosis, mental illnesses such as depression/schizophrenia
4) Promote doctor-patient communication 
· Trust relationship to provide better care with all the facts 
5) Encourage people to seek medical help 
· Don’t let the disease/illness develop further than needed
6) Promote trust between physician and patient
· Make patient feel more safe and in good hands
7) Protect the autonomy of the patient 
· Consult them on options; don’t railroad them
Tacit Promise of Confidentiality
· The relationship between HC provider and patient also involves a tacit (that is, unstated, but still very real) promise:
· The HC provider promises to keep information about the patient private, unless the patient poses a serious threat to others.
· Five types of reasons for confidentiality: 
1. Protect the privacy of patients
2. Protect the interests (social and economic) of patients
3. Protect the autonomy of the patient
4. Fidelity to implied, or tacit, promise to patient
5. To protect and promote medicine/health care in society
“Medical confidentiality, as it has been traditionally understood by patients and doctors, no longer exists. This ancient medical principle … has become old, worn-out and useless; it is a decrepit concept.” - From the article, “Confidentiality in Medicine – A Decrepit Concept”,  by Mark Siegler, M.D.
Siegler isn’t opposed to confidentiality: he thinks it is extremely important. The problem is how to protect it.
Nowadays risks are greater and taken more frequently 
· HC staff are collaborative as a team; more people with access to patients medical info
· Electronic use makes patients medical information susceptible to hackers 
The main problem, says Siegler, is the sheer number of people nowadays who have legitimate access to a patient’s charts and records; it may often reach 100 or more. 
· How can patient confidentiality be assured under these circumstances?
Though Siegler is pessimistic about confidentiality, he suggests the following steps to help:
· Emphasize that the duty to maintain confidentiality applies to all HC 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 may HC 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. 
FAQ’s About Confidentiality: 
Is it okay to talk about patients during breaks (for example, in the cafeteria)?
· No. Others my overhear. Info should be shared only on a need to know basis.
“My nursing colleagues share information about patients on Facebook without giving names. Is that okay?”
· No. People might recognize patients merely from the 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, for example, if you’re responsible for planning the care of the patient.
Edwards asks whether confidentiality may be breached in the following cases?
To relatives or friends who might help patient-NOPE
To report gunshot wounds-yes
To report cases of possible child abuse-yes
To report communicable diseases of patient to persons who might be affected-yeahh
To report such conditions as impotence, frigidity, homosexuality to a person’s fiancé-no
To report genetic information to those who might be adversely affected, e.g. a fiancé-no
To report requests by minors for birth control-no
To report information to employers- depends on the information
To report threats by patient to harm others-yes
To report info to Ethics Review Committee-
To report info for training of HC workers-
To consult with colleagues re patient-yes
As required for the purpose of insurance claims-yes 
Preconditions for Breaching Confidentiality
1. Be reasonably certain that there is no other way of resolving the problem.
2. Be reasonably certain that breaching confidentiality will help to resolve the problem.
3. Be reasonably certain that the evil of breaching confidentiality is outweighed by the good to be obtained.
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.”
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 
How do we Analyze a Case Study
Main questions to answer:
· What are the relevant facts of the case?
· What moral issues are raised by the case study?
· Is there any additional info that might be helpful in making a judgment about the case?
· What is the morally best course of action for the health care worker(s) in the case study?
· The issue is (usually) not about what other people involved in the case should do.








CASE STUDY: Mr. F’s Drunken Work Dispute
It is important to note that, quite apart from whether the Doctor gives the boss the test results, Mr. F’s right of confidentiality has already been violated.
The description of the case says: “The open bay structure (one large room with individual gurney’s separated only by curtains) of the ER provided privacy for the physical exam.”
Well, we know, of course, that it did not succeed in providing adequate privacy, and this is a violation of Mr. F’s rights.
This violation is the only reason why the boss was able to learn that the doctor had ordered the tests.
The confidentiality of the patient’s treatment does, of course, cover the Dr.’s ordering the tests.
So the boss’s demand to be informed of the test results was only possible b/c of a violation of confidentiality.
This surely could have some relevance to whether the Dr. should accede to the boss’s demand. By doing so the Dr. would be compounding his wrong against Mr. F and open the door to further law suits.
But the Dr. also has obligations to others besides Mr. F.
The alcohol test clearly shows that Mr. F had been drinking on the job. His alcohol level was under the legal limit for driving, though not by much.
We are not told whether there was any strict rule against drinking on the job. But we must still consider whether the drinking was the cause of the accident? 
The safety of Mr. F’s co-workers is also an issue the Dr. must be concerned about.
This is perhaps the main factual question that has to be answered in this case.
The description of the case says that Mr. F’s “alcohol level was .07%. (The state level for intoxication for driving is .08%)
So, on the face of it, this makes it sound like Mr. F was close to being intoxicated. But that would mean that maybe the alcohol did cause the accident and maybe Mr. F does pose a danger to his co-workers. 
On reflection, though, the reasoning on the previous slide must be flawed.
What does the .08% level mean? It cannot mean the level at which one is literally intoxicated, i.e. actually drunk. It would make no sense for the state to wait until a person is on the verge of being drunk and then say no more.
So the .08% must be the level at which a person’s motor skills and judgment begin to be affected by the alcohol. 
If this is correct then we must conclude that Mr. F was not close to being drunk.
And this, in turn, means the Dr. has no valid reason to suspect that Mr. F’s alcohol consumption was in any way responsible for the accident or that Mr. F poses any danger to his co-workers.
But this removes any possible grounds the Dr. could have to breach confidentiality and inform the boss of the test results.
The answer to our main question, then, is that the Dr. should not breach confidentiality in this situation. 
The burden of proof always favours the side of not breaching. 
If a health care professional is going to breach, there must be clear and compelling reasons for doing so. 
This burden of proof is not met in this case.
In our case study the risk of harm factor does not appear to be satisfied.

Mr F has not done anything that would provide evidence to suggest that he poses a significant danger to his co-workers.
So the Dr. is still bound by his moral and legal obligation to maintain confidentiality. 
· Alcohol could’ve been a factor but Mr. F is barely drunk therefore not a factor 
· Doctor has no evidence that Mr. F poses a threat to his colleagues 
· HC workers always burden the proof unless there is a third party involved 
· Mere possibility is not enough; proof needed
Significant Risk of Substantial harm? Nope, therefore no basis for bosses interest and DR. W has no compelling reason to breach confidentiality.
Lecture 4: The Role of Consent in Healthcare
Consent Based HC
Traditional medicine: paternalistic
· do what you think is in the patient’s medical interest regardless of whether this is what the patient wants.
Contemporary medicine:emphasizes the value of autonomy  
· consent-based HC is the principle means of ensuring that patients make important decisions about their medical treatment.
Rationale for Consent-based HC
Autonomy: requiring the consent of patients to any medical treatment is the means by which their autonomy is ensured or promoted. 
Well-being of patients: health care providers need input from patients to determine what is in their best overall interest.
· Promote trust and confidence in HC system
· Help to avoid possible abuse
LEGAL Right to Refuse Medical Treatment (human right)
· Section 7 of the Charter of Rights and Freedoms has been interpreted by the Supreme Court of Canada as providing Canadians with the right to refuse any proposed medical intervention (with certain exceptions to be noted later):
Section 7: “Everyone has the right to life, liberty and security of the person and the right not to be deprived thereof except in accordance with the principles of fundamental justice.” 
· Forcing this= assault 
Conditions of Valid Consent 
1. The subject must be competent
· To consent to X, one must understand that one is consenting to X – so, only those capable of such understanding can give their consent.
· In health care, competence is the ability to give genuine, informed consent to proposed treatments or medical interventions.
EX. a very young child cannot be held competent 
· Determining competence can sometimes be difficult. 
· Merely rejecting a recommended treatment does not demonstrate incompetence.
· Even refusing treatment necessary to save a patient’s life does not prove incompetence.
· Competence cannot be equated with being rational, since competent people can sometimes make irrational decisions.
· A competent person must demonstrate an understanding of the situation, of information provided by physician, of their own situation …
· Competence presupposes basic rationality, the ability to reason, to make connections, apply information
· Capacity for judgment, ability to draw conclusions, awareness of the consequences of one’s decisions
· Competence is the ability to do the things that ordinary people have to do to function effectively in society.
· Is competence a matter of degree, or is it all or nothing? It would seem to be the former, but… children is a wildcard
· For most legal purposes it is all or nothing, and in HC patients tend to be treated as one or the other
  “The all-or-nothing nature of the decision about whether to respect a patient's decision dictates that the test for competence is one that operates a threshold, and thus yields a determinate yes-or-no conclusion. (Principles of HC Ethics, ed. Aschroft et al) 
2. The consent must be informed
· Patients must be informed of:
· The nature of the treatment being recommended 
· EX. antibiotics VS surgery
· The expected benefits of the treatment
· Solution plan
· The risks of the treatment
· What could go wrong even if chances are slim?
· The side effects, if any, of the treatment
· EX. nausea from antibiotics
· Alternative treatments or courses of action 
· Different options
· The likely consequences of not having the treatment
· EX. No surgery on tumor=limited time
Some critics have questioned the very possibility of informed consent in HC.
· How can patients, who have no medical expertise, make informed decisions about their treatment?
What information, and how much information, must a patient have to qualify as informed?
· Informed consent does not require doctors to provide patients with all the information about their illness or possible treatments; that would be impossible.
Health care providers only need to provide patients with information that is reasonable or appropriate in the situation in question. 
· But how is it determined what information a reasonable person would want or need?
Standards for Being Adequately Informed
Reasonable physician standard: Patients count as being informed when they have been provided with the information that a typical or “reasonable physician” would provide in this type of situation. 
· Problem: What is the reasonable physician? Physicians sometimes don’t want to provide very much information.
Reasonable patient standard: The information required is what a “reasonable patient” would want to have in this type of situation.
· Problem: Is there such a thing as “the reasonable patient”? Different patients may want different amounts of information.
Subjective standard: Patients count as informed only if they have been provided with the information they want in this situation.
· Problem:Some patients don’t care about having as much info as a patient should have in the situation in question. Alternatively, some patients might demand an unreasonable amount of information.
An Alternate Approach
· Genuine consent does not require that patients necessarily be provided with all the information that some patients might want. 
· As long as basic info that it is feasible to provide within the HC system is made available, the patient can still freely consent, or refuse to consent, to recommended treatments.
· Patients who want more information could then be directed to other sources, such as libraries, useful websites, and the like.
3. The consent must be voluntary
· Direct coercion, threats, manipulation, deception and intimidation are not compatible with genuine consent.
· However, a disputed issue is whether it is consistent with consent for health care providers use evidence, argument and persuasion.
(See reading 7 – Gawande seems to suggest that manipulation may be needed & is permissible.)
Three Approaches to Consent
· Traditional approach/ paternalism: do what is in the patient's medical interest, even without consent.
· Use rational argument and persuasion, if necessary, to get the patient's agreement, but not any kind of coercion, intimidation, deception or manipulation.
· Provide patient with all relevant info to make a decision, but don’t try to influence the patient in any way, even with rational persuasion/argument.
Lecture 5: Telling the Truth in Healthcare 
Telling Patients the Truth
The Issue
When, if ever, are health care providers justified in lying to patients, or in not telling the whole truth?
Connected with consent – failing to tell patients the truth undermines consent.
Lying and Withholding Information
In everyday life there may be an important difference between direct lying and withholding information – the former seems morally worse than the latter.
In medicine, the difference is not so great. The health care provider is under a special obligation toward patients which does not apply in everyday life. Withholding info in HC is, therefore, much more like direct lying.
Radical Change in Medical Care 
1961: Surveys indicated that 90% of physicians would avoid telling patients the truth about a diagnosis of terminal cancer.
1980: By this time more than 90% of physicians do  inform patients of terminal cancer.
Part of the reason for the change may be more effective treatments for cancer.
Justifications for Telling Patients the Truth 
Strong presumption in favour of telling the truth
– lying requires a very special justification.
The presumption can be justified on both:
Util grounds: imagine where we would be if could not depend on people to speak the truth
Kantian grounds: Treating someone with respect generally requires telling them the truth
Temptations not to Tell the Truth 
Cases of terminal illness
- A colleague is drunk on duty, makes mistakes
- A single mother wants you to say she is unwell so she can stay home to care for her sick child
- To tell 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 he’s taking?
Common Reasons for Lying in HC according to Reading 15, by Lipkin
1. Impossible to tell the whole truth – it’s too complicated and there’s too much info
2. Doctors don’t know the whole truth – there’s too much uncertainty in medicine
3. Patients may misinterpret info they are given
4. Some patients don’t want to know the truth
5. The naked truth may be harmful to patients
6. Withholding info will often help a patient EX. placebos
Objection 1: patient inability to understand
Important for HC 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. In most cases it can be done.
Objection 2: Drs don’t know the whole truth
Of course, doctors often don’t know the whole truth – there are many uncertainties. But this is no reason to withhold info the doctor does possess. In such cases patients should be informed as accurately as possible of these uncertainties.  
Objection 3: Patients may misinterpret info
This is an ever-present concern but is rarely a legitimate reason for lying or withholding important info. 
Experience should help HC providers to anticipate and forestall such potential  misunderstandings. 
Objection 4: Some patients don’t want to know the truth
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
There is no evidence to suggest that in most cases the truth will be harmful
· HC providers should be truthful unless there is very clear evidence that the info will be harmful
· Where there is such evidence, the deception should be temporary
· Such cases will be very rare 
Dealing with Terminally Ill patients
A.L. Arnold, et al, suggest (in “Hope for the Best, and Prepare for the Worst”) that perhaps the best approach for HC providers in dealing with seriously ill patients is “Hope for the best, but prepare for the worst”.
· The uncertainties may often justify such an attitude even toward patients who probably do not have long to live.
Objection 6: The Case of Placebos 
At the very least HC providers can avoid direct lying – tell the 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
Reading 8: Truth Telling In Medicine 
· The authors, Fan and Li, explain that in China it is generally thought to be cruel and potentially harmful to inform patients that they have a very serious or terminal illness. Such information is therefore typically given to the patient’s family.
“… Chinese medical ethics … remains committed to hiding the truth as well as lying [to patients] when necessary to achieve the family’s view of the best interests of the patient.”
“In Chinese practice (1) it is up to the family, based on the information offered by the physician, to judge whether the truth will be beneficial to the patient, and (2) the family has the final authority to decide whether to tell the patient the truth.” Course pack pg. 81
· At first glance it might appear that the Chinese practice involves rejecting the importance of consent in HC, but on closer inspection it looks more like an alternative model, or version, of the role that consent should play.
· Consent is still a requirement in Chinese medicine, but it is the consent of the family, not the patient.
(A)First and foremost, truth-telling is set within a context of patient-centered beneficence, where the good of the patient is interpreted by a close family member under the guidance of a physician.
(B)The general justification for deception must remain the patient’s best interests….
(C)There is an obligation to tell the truth to the family…. The physician is … required by Chinese cultural tradition to disclose information as detailed as feasible to close family members.
How different is the Chinese practice really?
· What if an elderly patient (or any patient) in China wants to know about his/her medical condition, and wants to make his/her own medical decisions?
· Would Fan and Li claim that such a patient has no moral right to make their own decisions? Would they embrace a relativist position that says that whatever is taken to be morally right in a given society or culture is morally right?
· The relativist position seems implausible. Why would the fact that a practice is considered right by your own society necessarily mean that it is right?
This doctrine would mean that we could never criticize the moral beliefs and practices of our own society, that we cannot improve and reform the moral practices of our society.
· So, if an elderly patient in China wanted to make his or her medical decisions, and wanted to be informed of a terminal illness, surely they would have this right.
· it is equally true that if patients in our society do not want to make their own medical decisions, and do not want to be informed if they have a terminal illness, surely this is also their right. As we saw, patients have the right to wave consent.
If the claims on the previous slide are accepted, then it follows that the basic moral practice in China and Canada re telling patients the truth are not really very different.

· Patients in both countries have the basic moral right to make decisions about their own medical care, and also to waive this right, and allow physicians or family members to make the decisions.
· The only difference is that history and tradition in the two countries has differed in such a way that the default position, if we can call it that, regarding consent and truth telling, has turned out to be different. 
· Having patients make their own decisions is the default position here, and waiving consent is the exception, while waiving consent is the default position in China (for elderly patients), and a patient’s making her own decisions is the exception.
Lecture 6: Organ Donation 
Every year hundreds of Canadians and thousands of people world wide die because they cannot get the organs they need for transplants.
· The tragedy is magnified by the fact that, in some sense, many of these deaths are preventable.
Organ donation in Canada today
· Every year too many people die while waiting for an organ donation.
· Over 1,600 Canadians are added to organ wait lists yearly.
· A 90% majority of Canadians support organ and tissue donation but less than 20% have made plans to donate.
· One donor can benefit more than 75 people and save up to 8 lives.
“Organ transplants overall rose by 23 per cent over the last decade in Canada, but 4,600 patients are still currently waiting for the life-saving or live-improving gift, according to a report from Canadian Blood Services.”
“Despite the progress, Canada lags behind "top-tier" countries such as the U.S. and Spain, where deceased donation rates exceed 30 donors per million population. Canada's rate currently stands at 18.2 donors per million population, up from 14.1 for that measure in 2006.”
· By the term ‘organ donor’ here we don’t mean someone who has actually donated an organ. What we mean is someone who is officially willing to donate an organ, in other words, someone who has signed his or her organ donation card.
Transplant tourism
· The shortage of organ donors and long wait times has resulted in a black market. Many Canadians travel to other countries for transplants – this is referred to as “transplant tourism”.
· Transplant tourism involves both a number of important ethical issues.
Medical: patients who receive transplants abroad often return with medical problems    b/c of the poor care they received.
Ethical: Is it fair for them to receive free medical care on their return, when they have “jumped the queue” and obtained their organs illegally?
Health care conditions for “donors” are often very poor. 
“…all were living in poverty and most were illiterate. All but two saw no improve-ment 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, such as a rickshaw.”   
· Most $ goes to the “middle man” from breaking the law
· Donors do not receive too much and health deteriorates post-op, damaging income
“Why the upward trend [in transplant tourism]? As the success rate of transplantation rises so does demand, which is further boosted by the aging of the population and higher rates of kidney failure. There is no corresponding rise on the supply side. "Organ donation rates can't keep up," Dr. Zaltzman said.” 
· Kidneys fail more often and people donating in hope of money left off worse 
· Consider harm to other people as a result 
Why don’t more people become organ donors?
- Not ready to make a decision when they renew their health cards
- Irrational attachment to their bodies
- Religious reasons – beliefs about after-life
- People are just selfish
- Other reasons; frustrating paperwork in old days
- Death is far in the future; young people don’t sign based in the assumption they have time 
Myths and facts 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.  A few of these are listed in the following slides. (From the Canadian Association of Transplantation, and other online sources.)
· Myth: Doctors will not try to save my life if they know I am an organ donor. 
· Fact: The medical staff trying to save lives are different from the team that would do transplants. 
· Myth: A person might always recover from brain death.
· Fact: A patient can recover from a coma, but not from brain death. Comas and brain death are not the same.
· Myth: Older people cannot donate organs and tissues.
· Fact: People of all ages may be organ and tissue donors. Physical condition, not age, is most important. 
· Myth: My family will be charged for the medical procedures involved in donating my organs.
· Fact: Donation costs are not covered by the donor's family or estate.
· Myth: Donated organs are sold, with profits going to the medical community.
· Fact: Federal law prohibits the buying and selling of organs. 
· Myth: Some religions don't approve of organ donation.
· Fact: Organ donation is permissible for all major organized religions and is fully supported by most.
· Myth: A patient with a history of chronic illness can't donate organs.
· Fact: Very few medical conditions automatically disqualify a patient from donating organs. 
What steps can be taken to increase the number of organs available for transplants?
1. Present system (with improvements)
2. Presumed consent
3. Punish/Reward
4. Conscription of organs
5. Permit the sale of organs
6. Scientific advances will make organ donation unnecessary – much progress on this front
Possible Improvements to Present System 
1. Remove any bureaucratic obstacles-laws/rules
2. Required request – HCPs must request donation from family of deceased
3. Ensure that family members are not permitted to overrule donor’s wishes
· Not a realistic law to past, body of relative does not belong to them
4. Mandatory declaration; must say whether or not they are an organ donation
5. More aggressive campaigning; in your face about why you should donate
6. More efficient system for matching organs with recipients, for transporting organs, etc.
· It will be assumed that people wish to donate, unless they sign a form explicitly indicating otherwise.
· Spain better because it’s a geographically smaller whereas Canada is humongous 
Rationale: Many people would not go to the trouble of denying permission to use their organs, so many more organs would become available
“Some medical experts are calling for a “presumed consent model” already in use in 20 European countries, where organ donation rates are consistently higher. That means that everybody will be considered a donor unless they explicitly take action to indicate otherwise. A panel of experts considering it in Canada found that for now, neither the public nor doctors were receptive to the idea.” (September 16, 2017) 
Objections to Presumed Content 
1. Still may not provide enough organs
2. Violates deceased’s property rights 
3. The 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.  
· “But this objection doesn’t really hold up. First of all, it’s a rather ridiculous view of medical professionals – they have no real incentive to murder one patient so that some other doctor somewhere else can save another. But it also falls apart when considered in context: if presumed consent were in force, then there would be millions of potential donors, so there simply wouldn’t be much need to murder to get an organ or two.”
4. If the strategy is to get the decedent’s organs b/c of a kind of neglect or laziness, why would conscription not also be morally permissible?
5. Presumed consent may actually discourage organ donation.
· It is important to look at how P.C. might actually affect donation rates in actual situations.
· Often physicians must ask relatives of deceased potential donors whether they agree to have their relative’s organs donated.
· If the relative is a donor, if they have explicitly indicated that they wish to donate their organs, then it is easier to persuade relatives to respect their relative’s wishes.
· However, in a system of P.C., there would be no need for people to indicate their express wish to be organ donors since their organs can be taken after their death anyway.
· So doctors will often be in the position of requesting relatives of the potential donor to accept donation in a situation where their relative has not indicated their wish to donate.
· In this situation relatives are less likely to agree to the requested organ donation.
Punish/Reward System 
Different Versions:
1. Organ donors given priority as organ recipients
2. Non-organ donors go to bottom of waiting lists for organs
3. Non-organ donors would not be eligible for organ transplants
Would such a system be consistent with the mission of health care? 
Objections to Punish/Reward
· Hard to administer and would not work if people could join after they find out they need an organ transplant.
· The HC system should not be in the business of punishing and rewarding patients.
· The HC system could not allow people to die if it has the means to save them.
Conscriptions of Organs 
“Upon death, all usable organs of deceased persons become the property of the state, and so would be available for transplantation – consent would be neither required nor  requested.”
1. Would probably save thousands of lives
2. Simpler and less costly than other approaches – “No need to convince people … no need to train requestors … no need for donor registries … no need for complex regulatory mechanisms … no need to spend money to induce people to participate.” (A. Spital and C. Erin, “Conscription of Cadaveric …  Transplantation)
3. Would remove stress for family and staff
· No one has to make a hard decision 
4. Fair and equitable to everyone
· Treats everyone the same way
Objections to Conscription 
1. Violates the autonomy of the decedent
2. Violates the right of family members to control body of deceased
3. Religious objections?
4. Would generate outrage among the public
5. Not consistent with consent-based medicine
Possible Replies to Objections
1. The autonomy objection does not apply – since dead people have no autonomy, their autonomy cannot be violated. (Is this convincing?)
2. Even if some harm is done to the decedent and the family, this is outweighed by the enormous good that would result from conscription of organs.
3. Even if the public are outraged they shouldn’t be b/c the case is the same as conscription for military service, or taxation, and other practices done for the public good. Anyway, the public will get used to it.
4. Because there is no risk of harming cadavers, and because their organs may be life-saving, posthumous organ donation is an example of an easy rescue of an endangered person.
The public is unlikely to find the arguments for conscription persuasive, so we must show them 
that it is in their interest: 
· Which is worse: to have organs taken from your body after you die, or to die b/c you cannot get the organ transplants you need?
Should the Sale of Human Organs Be Made Legal?
(The issue here Is Not transplant tourism, but whether selling organs should be legal in Canada)
The Sale of Human Organs- Different Versions:
· People would be allowed to sell organs while alive and also after their death.
· Allowed to sell their organs only after their death.
Arguments for ALLOWING the sale of organs:
1. Would probably increase the supply of organs.
2. People own their bodies, including their organs, so they should have a right to sell them. 
3. Would help to avoid 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?
If we own our organs, why shouldn’t we be allowed to sell them?
Private HC System:
- Organs would be sold and bought within a system of private exchange between individuals.
Public HC System:
- Only the state, gov’t, 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 
1. Permitting the sale of organs would have bad consequences
2. The sale of organs is intrinsically wrong
Types of “bad” consequences: (1)
1. Too costly for gov’t to buy organs?
2. Only poor people would sell their organs – this would be exploitation
3. Slippery slope to killing people for their organs
4. Sale of organs would discourage donations
5. Commodification – would undermine respect for the human body, and so would undermine human dignity
The cost objection (1)
· Gov’ts could put aside a certain budget for purchasing organs and not exceed it.
· Anyway, the gov’t would decide how much to pay for organs.
· In some respects, transplants would be cheaper than alternative treatments, for example, dialysis for kidney disease.  
Would a free market exploit the poor? (1)
· This looks more like a rationalization of an instinctive opposition to buying/selling organs than a sincere concern about exploitation – consider the case of the poor Turkish man who could save his child only by selling a kidney.
· People are permitted to sell their labour cheaply. Why is that not exploitation?
· 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.
The danger of people being killed for their organs (1)
· 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.
· So what if it would reduce the motivation for donating organs? It would still increase the number of organs available for transplant, which is more important.
· The objection that the sale organs would undermine respect for the human body is too vague and not supported by any evidence.
Is selling/buying organs intrinsically wrong? (2)
· Why would buying/selling organs be wrong by its very nature (especially if it saves many lives)?
· The burden of proof is on the opposition to provide a clear answer to this question.
· A 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 the commodification objection (2)
· The commodification objection seems unconvincing.
· It is confusing 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.
Mark Nelson’s approach
1. List the things for which there should not be a free market.
2. Identify the principles behind these cases.
3. Consider whether any of these principles would justify banning the sale of organs.
EXAMPLES 
1. “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 b/c it would mean we couldn’t give our organs away either.
2. “Selling X is wrong if X has dignity (slavery)- But our organs don’t have dignity.”
Reply
- Even if human organs did have dignity, the reasoning wouldn’t work b/c dignity is incompatible with ownership, and so would preclude donating organs as well.
3. “X is wrong when it involves degrading or physically harming some person (pornography, prostitution)”
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.
- A second reply might be that many things in life may be degrading – get used to it. 
4. “Selling X is wrong if it would weaken some   important institution (e.g. the family)”
Reply: 
There is no institution that would be weakened by the sale of organs. What would it be?
5. Selling X is wrong if X is an intimate thing (sex)
- Organs are not intimate in the required sense.
Case Study;  Reading 23
“Anencephalic Infants as Donors”
Anencephaly: a condition in which the brain does not develop properly, only the brain stem is present, which precludes conscious mental functions. Such infants die either before birth or shortly after birth. 
Facts of the Case:
· Mrs. W carrying a fetus with anencephaly 
· Mrs. W believes abortion is wrong – wants to have the child and donate its organs as a way of giving meaning to the child’s life
· Mr. W objects that this would be wrong b/c the child  has no chance to consent:
Mr. W: “I would prefer that our dying child be treated with dignity and be assured appropriate care while dying rather than subjected to the trauma of organ transplantation.”
Argument for Donating
· Several lives may be saved, and no real harm is done to the donor, who is beyond harm.
Argument Against Donating
· Since the child cannot possibly benefit, and cannot give her consent, she would be used merely as a means to the well being of others and not as an end in herself.
Other Considerations in Favour of Donation
1. We might argue that it is only persons who must be treated as ends and not means – but this child is not a person b/c she is completely incapable of all higher cognitive functions.
2. We might argue (with the mother) that donating the organs is treating the child as an end – What would a rational, moral person want to do in the situation the anencephalic child is in? Such a person would try to make life possible for others who are capable of living.
Lecture 7: Assisted Suicide
Euthanasia: X intentionally kills Y, or permits Y’s death, for Y’s own benefit
Voluntary Euthanasia: the subject is competent and requests her own death
Non-voluntary Euthanasia: the subject is not competent (and so cannot consent to her own death)
Involuntary Euthanasia: the subject is competent and expresses her wish not to die
Passive euthanasia: X intentionally “allows Y to die” for Y’s own benefit
· Ex. withholding treatment, pulling the plug when you could save them 
Active euthanasia: X intentionally kills Y for Y’s own benefit
Suicide: Y intentionally kills herself
Physician, or medically, assisted suicide: a physician intentionally helps Y to commit suicide
· Canada’s recent suicide law refers to medical assistance in dying or MAID (which has a softer ring to it). 
Issues to be Discussed 
1. The cases of Sue Rodriguez and Kay Carter
Before 2016, assisted suicide was not legal in Canada (though suicide has been legal since 1972). - Section 241 (b) of the criminal code read: “Everyone who … (b) aids or abets a person to commit suicide whether suicide ensues or not, is guilty of an indictable offence and liable to imprisonment for a term not exceeding 14 years.”
· As you may know, physician assisted suicide has recently been legalized in Canada under certain conditions. 
Sue Rodriguez
· Contracted Lou Gehrig’s disease (ALS) at age 40
· Prognosis was that she would soon lose her ability to swallow, speak, walk and move about without assistance
· She wished to continue living as long as she could still enjoy life
She worried that by the time she could no longer enjoy life she might be physically unable to end her life.
· SR 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. 
· SR 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, 15 of the Charter
7. Everyone has the right to life, liberty and security of the person and the right not to be deprived thereof except in accordance with the principles of fundamental justice.
12. Everyone has the right not to be subjected to any cruel and unusual treatment or punishment.
15. (1) Every individual is equal before and under the law and has the right to the equal protection and equal benefit of the law without discrimination and, in particular, without discrimination based on race, national or ethnic origin, colour, religion, sex, age or mental or physical disability.
The Courts Response:
· Court said, yes, you’re right Sue, the law against assisted suicide does discriminate against you in just the way described. And this is regrettable.
· But we cannot just strike the law against suicide down because that would leave vulnerable people at risk. So we have to violate your right to non-discrimination in this situation.
· And Section 1 of our Charter of Rights and Freedoms allows us to make this exception and overrule your rights.
The Supreme Court argued that “any violations to 
Rodriguez’s rights under the Charter were justifiable 
according to Section 1” of the Charter:

Section 1:
“The Canadian Charter of Rights and Freedoms guarantees the rights and freedoms set out in it subject only to such reasonable limits prescribed by law as can … be justified in a free and democratic society.”

So the courts in the end decided against Rodriguez, 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” 
and that Section 241 “reflects the state’s policy that 
human life should not be depreciated by allowing life 
to be taken.”
Kay Carter 
Almost 25 years later a remarkably similar case involving a woman named Kay Carter came before the Canadian Supreme Court.
· Carter suffered from ALS and, like Rodriguez, she sued to have the law against assisted suicide repealed on the grounds that it was discriminatory.
· The SCC agreed that there was discrimination, as in the Rodriguez case, but this time, unlike the earlier decision, the Court ruled that the discrimination could not be justified by appealing to section 1 of the Charter.
“Justice Smith consequently found that the plaintiffs had been deprived of their right to life, liberty and security of the person under section 7 of the Canadian Charter of Rights and Freedoms (the Charter) in a manner that did not accord with the principles of fundamental justice. She also found that they had been deprived of their right to equality before and under the law, and to the equal protection and equal benefit of the law, without discrimination based on physical disability, under section 15 of the Charter.”
2. Some arguments for Physician Assisted Suicide (MAID)
Arguments for the Morality of PAS of MAID 
1) Would sometimes/often reduce suffering: 
· Simply allowing a terminal illness to take its course, resulting eventually in the death of the patient, very often involves a great deal of pain and suffering. 
· Assisting such a terminal patient in dying would thus typically be quicker and less painful than merely letting the patient die (and may also allow for a more dignified death).
· Might not address psychological indignity 
2) Would increase autonomy:
· If we are serious about maximizing autonomy, and death is what a competent patient wants, then society should permit, or accommodate, physician assisted suicide.
· Some would make the stronger claim that people have a basic right to assisted suicide or euthanasia, perhaps even a human right.
· Approaching end of life people might as well give them an option other than waiting
Killing as opposed to letting die
3) 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.
· So why should it not also be permissible to help the patient end their life of this is what they wish?
·  All patients have the RIGHT to refuse medical treatment ex. Withdraw life-support 
· Passive and active have the same result therefore both should be allowed
· One also has less suffering and stress involved (optimize patient comfort)
4) Would help to reduce costs – end of life care will place increasing burdens on HC system.
· Expenses pile up, less people to take care of means less expenditures
5) Medicine already practices what amounts to active euthanasia – doctors administer pain relief drugs knowing they may hasten or cause death. (This reason is very controversial, to say the least.)
· High doses of painkillers essentially the same as euthenasia 
6) Polls indicate that a majority clearly favor permitting physician assisted suicide. (How relevant is this?)
· Canadians want the option to die 
3. Bill C-14: the Canadian assisted suicide law
Bill C-14, passed June 17, 2016
Bill C-14 is a compromise law on medically, or physician, assisted suicide. Some members of Parliament wanted a less restrictive law, others were were opposed to legalizing assisted suicide under any conditions.
The Bill that was passed 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”.
“241.2 (1) A person may receive medical assistance in dying only if they meet all of the following criteria:
(a) they are eligible …for health services … in Canada;
· Don’t want euthanasia tourism
(b) they are at least 18 years of age and capable of making decisions with respect to their health;
(c) they have a grievous and irremediable medical condition;
(d) they have made a voluntary request for medical assistance in dying …; and
(e) 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.”
      2) A person has a grievous and irremediable medical condition only if they meet the following criteria: 
a) they have a serious and incurable illness, disease or disability;
b) they are in an advanced state of irreversible decline in capability;
c) that illness, disease or disability or that state of decline causes them enduring physical or psychological suffering that is intolerable to them and that cannot be relieved under conditions that they consider acceptable; and
d) 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.
· Two independent medical opinions are required
· Two 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, two types of MAID are allowed:”
“A physician or nurse practitioner can directly administer a substance that causes the death of the person who has requested it, and”
“A physician or nurse practitioner can give or prescribe to a patient a substance that they can self-administer to cause their own death.”
· In other words, death occurs either through active voluntary euthanasia or physician assisted suicide.
4. Some criticisms of Bill C-14 
Criticism of Bill C-14
· The 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 b/c 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. (See Reading 10 re Donald Cowart.)
· Minors (less than 18), 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. What’s the time period? Does it mean within two weeks, one month, six months?
· Does not allow for advance directives (for example, for people diagnosed with Alzheimer's).
· The law does not apply to those who merely have a mental illness, as their death may not be foreseeable.
A Major Question
· A question that must be raised for the Canadian law is why it is 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? 
· One answer might be that these patients are going to die soon anyway, so the assisted death or suicide is only speeding up what is already destined to happen anyway.  
· But how is this supposed to be relevant? Is it b/c it minimizes the extent to which we humans will be interfering in the natural course of events. 
· In other words, the restriction minimizes the extent to which we interfere with God’s plan for the universe.
· If so, then the restriction to terminal patients reflects the influence of religion over Bill C-14. But why should religion have any relevance in deciding the laws regarding assisted suicide and euthanasia? 
· In fairness to the authors of Bill C-14 (i.e. the  Parliament of Canada), they are well aware of these  criticisms of the Bill.
· The Bill in its current state goes as far as members of Parliament were able 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 – see next slide.
Reforms to Bill C-14 Under Consideration 
The Canadian gov’t is now considering a number of different expansions of the eligibility criteria for MAID, including making it available to people who
· are experiencing pain, but whose death is not “reasonably foreseeable”
· may lose competence prior to the assistance in dying
· merely have a mental illness
· are less than 18 years old and so are not legally competent.
Of course, some people would object to the legalization of assisted suicide period, regardless of whether it is highly restricted.
· We will now consider some of the arguments that might be given against any form of assisted suicide or euthanasia.
4. Common objections to assisted suicide or euthanasia 
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.
*Reading 26 contains most of the standard objections so we will focus on it. 
1) Devalues, weakens respect for, human life
“There has long been a moral and legal taboo around suicide in Canadian society…. Suicide, euthanasia and murder-with-consent are seen to devalue human life. When assisted suicide is presented as a means of “taking control” or acting “with dignity,” all Canadians – including the young and fit – may view suicide as an easy and acceptable response to life’s problems. When the sanctity of life is displaced by a culture of respectable voluntary death, attitudes will eventually disrupt the personal autonomy of the living.”- (Reading 26)
“Euthanasia involves a clash of two important values: respect for individual autonomy and respect for life. Pro euthanasia advocates give priority to autonomy; anti-euthanasia proponents to respect for life.”  - Canadian bioethicist Margaret Somerville
Reply to objection 1):
· Somerville completely misrepresents physician assisted suicide (PAS) 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.
· Countries 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.
· “According to the latest report from Health Canada, there were 1,982 medically assisted deaths in the one-year period after it became legal in June 2016.”
· The rates in Oregon and Washington states is about 0.35% of all deaths – hardly mass suicide. 
2) 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.”- (from Reading 26)
· 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. And, sadly, death is sometimes the only means of doing this.
· The 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. 
3) 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.
· But there is, in fact, no evidence of such opposition. The majority of HC providers appear to recognize that legalizing assisted suicide is long overdue. 
4) Finality and Non-Reversibility of PAS
“Despite all the checks and balances, mistakes and misunderstandings will happen and there is no second chance when it comes to suicide…. The deceased would miss out on new treatments and cures that may come along. What may today be a “terminal” condition may become treatable. Patients are able to assess options only in light of their current experience and knowledge but they are not objective and they may misjudge. Erroneous diagnoses will lead to assisted suicides.” - (Reading 26)
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 mistake 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?
5) All societies have rejected PAS in the past
“History has taught us the dangers of removing the taboo on suicide, which is why so few countries to date have regulated and legalized the practice. Almost all societies for thousands of years have condemned and criminalized assisted suicide. How can a traditionally and culturally repugnant behavior be seen as suddenly acceptable?”
Reply to objection 5)
· All the authors are saying here is that in the past assisted suicide has been regarded as a bad thing and has been rejected, so, well, who are we to challenge this attitude?
· No real reason is presented for rejecting PAS.
· This is a perfect example of the fallacy of appeal to tradition (accompanied by some begging the question, i.e. just assuming that PAS is a bad thing). 
6) Autonomy and Consent Inherently Illusory
“… when choosing and orchestrating something as extreme as one’s own death, one’s judgment is inherently in question. Most mindful people do not volunteer for suicide. Any expressed consent is a Sophie’s Choice consent, not a Reibl v. Hughes informed consent [http://canlii.ca/t/1mjvr]. Even among the population of mentally and physically competent people, the line that separates voluntary and involuntary decision-making and consent is unclear. It can never be assumed to be free, fully informed and absolute.”
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 – 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 not supported by any evidence and is nothing more than empty rhetoric.
· There is simply no evidence to show that people cannot voluntarily opt for their own death.
7) Slippery Slopes
“…Assisted suicide is a major social experiment that may prove to defy some predictions and objectives and produce unintended consequences of serious proportions…Incrementalism is a powerful, almost invisible, force in law and policy reform. Once an activity that was long prohibited has been declared legal, there invariably follows a relentless energy applied to expand that activity through law.”
Reply to objection 7)
· The worry, in other words, is that if we legalize PAS, this might weaken the prohibition against killing and then down the road we might start killing people just b/c they have a disability or b/c they’re old …
· Obviously, none of us want those things to happen, so we better not take the first step of legalizing PAS.
· But the reply to this is that, morally, these other things are quite different from PAS. So that moral difference itself should prevent us from sliding down the slope.
· However, one might wonder whether there is a slippery slope from PAS to non-voluntary euthanasia – that is, killing someone who may be in great pain but who is not competent to request euthanasia. 
· Admittedly, this slope is more slippery than the slope to killing people just b/c they are old.
· But that is only b/c a much stronger case can be made that these forms of euthanasia should also be legalized. (And this will be argued below.) 
8) Pressure to reduce costs
“A 2014 study by the Institute of Health Policy in Toronto, estimated the total cost of end-of-life care at $34,197.73 per patient over the entire palliative trajectory which averages four months. A dose of suicide drugs costs about $100. The social pressure to save money and ration care will be palpable…. Doctors, hospitals, family members and even provincial governments might all have perverse incentives to favour death overall as the best treatment option.”
Reply to objection 8)
· It should be noted first that the authors have presented a definite advantage of PAS over palliative care, namely, that it is much cheaper.
· Of course, 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. 
· At the same time, the high cost of palliative care does highlight the absurdity of denying the option of PAS to patients who sincerely want it. 
Concluding Comment
In addition to the responses to objections presented above, it should also be mentioned that the implementation of Canada’s Assisted dying law over the past couple if 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 fully acknowledge its benefits. 
5. The issue of non-voluntary euthanasia
As noted earlier, two methods are employed in carrying out “physician assisted death” in Canada:
· Method A: Drinking a lethal drug cocktail that has been prepared by a physician or nurse practitioner
· Method B: Lethal drugs administered intravenously by physician or nurse practitioner
· Method B means that Canada’s suicide law includes both assisted suicide and active voluntary euthanasia!  
· The act of euthanasia, as noted at the beginning, is defined as killing someone for that person’s own benefit.
· It may be voluntary, i.e. with the consent of the subject, non-voluntary or involuntary. But it is different from suicide.
· Suicide is deliberately killing oneself. When the patient opts for method 1 and drinks the poison, they are committing suicide (with help from a physician). 
· When the doctor administers the lethal drug intravenously, the doctor is performing the act that ends the patient’s life, and so this is not suicide but killing.
· Of course, there is no important moral difference between the two methods.
· The important thing is whether the person’s death comes about voluntarily, not who does the act.
· Compare: a physician gets the intravenous contraption all set up, and then either the physician pushes a button and the poison goes in, or the patient pushes the button. Is there any moral difference here?
· But the former is euthanasia, the latter is suicide.
· The majority of philosophers have been defending the view for decades that there is no moral difference between assisted suicide and euthanasia. 
· It looks like the authors of Bill C-14 have come round to the same conclusion even if they don’t wish to broadcast this fact.
Notice Something Odd
· Bill C-14 uses the expression ‘assisted death’, not ‘assisted suicide’.
· Technically, to speak of assisted death is not grammatically correct. You assist someone in performing an act, in doing something.
· But death is a state or condition, not an act. So talk of assisted death doesn’t entirely make sense.
· Why then did the authors use this phrase? 
· The answer must be b/c they did not want to use the term ‘euthanasia’, or perhaps even the word ‘suicide’.
· They did not want the public to think they are legalizing euthanasia under certain circumstances b/c the word ‘euthanasia’ has such an ominous ring to it.
· The word scares people b/c they they mistakenly think it means killing people for their own good, but without their consent. So legalizing euthanasia sounds like the gov’t killing people b/c they’re old or sick.
What about Non-Voluntary Euthanasia? Should It Ever Be Permitted?
*(Reading 27 is the relevant reading here)
· Suppose we agree that assisted suicide is permissible.
· The question then arises whether non-voluntary euthanasia should be permitted under any conditions.
· The main argument for permitting it will be that restricting euthanasia to competent persons would violate the rights of those who cannot give consent.
Consider the case of Tracy Latimer (or the newborn babies that Rachels describes in Reading 15).
The Case of Robert and Tracy Latimer
· Tracy Latimer suffered a severe form of cerebral palsy: she was quadriplegic, immobile, with mental capacity of 4 month-old
· Tracy suffered 5 to 6 seizures daily and experienced much pain
· She had undergone many surgeries, and doctors proposed more
· Her father, Robert Latimer, took Tracy’s life by carbon monoxide poisoning to save her from further suffering.
· Latimer was found guilty, but the jury suggested one year in jail before being eligible for parole.
· This verdict was overturned on appeal, Latimer was retried, and sentenced to life in prison with no possibility of parole for 10 years.
· He was paroled after serving 7 years in jail.
Some Possible Positions about the Latimer Case
1. The SCC was correct – Latimer’s sentence was justifiably harsh

2. It was right to prosecute Latimer, but the jury was also right to recommend leniency
3. Latimer should not have been prosecuted at all
4. The jury should have been given the discretion not to apply the law (b/c it was a bad law)
5. The law should be changed to allow for active euth in such cases, the decision being made by state in conjunction with family/guardians
How many of you feel that you would want to be kept alive if you were in the situation of Tracy – i.e. you have the mental capacity of a four month old child and experience much pain with no prospect of relief or recovery?
· I assume the great majority of people would not want to be kept alive in this situation. But under our present laws nothing could be done to help you. 
· It is not so unreasonable to see this as a violation of the rights of incompetent persons in such conditions
Rights of Incompetent Persons
· Don’t persons who are suffering, but who cannot give consent, have a well justified claim against society to have their lives ended with the least amount of pain and suffering possible?
· And isn’t this right violated by refusing to permit non-voluntary euthanasia under any conditions?
· It goes without saying, of course, that if non-voluntary euthanasia were to be permitted, great care must be taken to ensure that it is only performed where the circumstances call for it. 
Lesser of Two Evils
· It may be true that we cannot have an absolute guarantee that non-voluntary euthanasia would never be abused. 
· But this is not a knockdown argument against making it legal, for the possibility of abuse may simply be the lesser of two evils. 
· The rights of persons who are incapable of consent overrides the small risk that abuses could occur. 
Possible Objections
· Someone might object that we can’t know what the person in question wants to do, or what they would want to do, if they were competent. 
· How can we presume to make a decision for Tracy, if we can’t know what decision she would make if she was able to make one?
· But is there really any issue here? Don’t we still have an obligation to do our best to make the most  reasonable decision we can on the person’s behalf?
· This is what we always do when we make decisions for people who cannot make the decision for themselves. 
· Why should we not take the same approach to the decision about whether to end the person’s life?
· It is not as if there is a certain decision, which is the decision that Tracy would have made if she had been competent, and we have to correctly identify what that decision is, and then make it on her behalf. 
· For there is no such thing as the decision Tracy would have made had she been competent. So, in this sense, we cannot make the wrong decision for her.
· Except of course in the sense that, when we make a decision, we might fail to make one that is reasonable.
· But surely we can be confident that the decision to end Tracy’s life is reasonable (given that this is what virtually everyone would want to happen if they were in Tracy’s position).
· It should be emphasized that the above slides are not intended as a criticism of Bill C-14.
· The 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. 
Lecture 8: Vaccine
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. 
· This phenomenon is variously referred to as “vaccine hesitancy”, “vaccine scepticism”, “vaccine refusal”.... 
· Our main concern in these slides is to discuss and assess this phenomenon.
Terms to Discuss
What is public health?
Importance of vaccines
The discovery of immunization and vaccines
Myths and Facts about vaccines
Is vaccine avoidance harmful?
Is it permissible for physicians to refuse to accept unvaccinated patients?
Should people have the right not to vaccinate their children against infectious diseases?
Should vaccination be compulsory?
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, 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, monitoring health
· Vaccination programs
· Use of isolation and quarantine
· Investigating threats to PB 
“The Public Health Agency of Canada empowers Canadians to improve their health. In partnership with others, its activities focus on preventing disease and injuries, promoting good physical and mental health, and providing information to support informed decision making. It values scientific excellence and provides national leadership in response to public health threats.” (from the PHA website)
“Public health ethics deals primarily with the moral foundations and justifications for public health, the various ethical challenges raised by limited resources for promoting health, and real or perceived tensions between collective benefits and individual liberty.” - From “Public Health Ethics”. 
Ethical Issues that Arise in Public Health
· Required/mandatory medical treatments/interventions such as the case of vaccines 
· Is mandatory vaccination a justified interference in individual freedom? We will discuss this below.
· Quarantines: the issue here is similar to vaccines in that quarantines obviously involve restrictions on individual freedom. Consider the quarantined cruise ships in response to the ongoing coronavirus outbreak. Are these measures proportional to the danger posed?
· The role of fear in promoting public health campaigns – e.g. graphic warnings on cigarette packages or public campaigns against driving under the influence of alcohol or drugs. 
· Use of punishment to discourage unhealthy behaviors, EX. high taxes on cigarettes to discourage smoking. But does this work? The fact that the poor smoke much more than richer people suggests that the punishment doesn’t work. Maybe it only harms the children of the poor who end up with less to eat.
· Controversy and debate over screening and testing policies. Obviously screening for things like cancer can have benefits. But the downside may be expensive and harmful cancer treatments where they aren’t really needed b/c the cancers often would not have been aggressive. Screening can also lead to anxiety and fear.   
· Fair and equitable access to health for different individuals and groups, such as the poor, aboriginals, people living in remote areas …
· Privacy issues and concerns arise in connection with disease surveillance and reporting, especially for STIs, conditions to which social stigmas are often attached.
· Acquisition and dissemination of health data can raise many ethical issues, for example,  obtaining data on gender-based violence raises concerns about safety of informants, confidentiality, accuracy of interpretation...
Vaccine Refusal (Scepticism, Hesitancy)
CNN: “Since widespread administration of the measles vaccine, which became available in 1963 according to the CDC, the prevalence of measles has decreased by 99 percent in the United States. There can, however, be sporadic outbreaks in isolated populations with low vaccination rates. “It only takes one person to get it and a few people around them to not be protected,” Morse said.” 
“Health officials in Washington state are grappling with a measles outbreak, calling for an "all hands on deck" approach to stop the spread of the preventable virus.” "All this stuff that we're going through and the cost, the suffering and potential complications that we're going through here are completely preventable through an incredibly safe, incredible effective, incredibly cheap vaccine," he [ Dr. Alan Melnick] told ABC News. "That's what frustrates me and keeps me up at night." 
“Vaccine hesitancy is not a new phenomenon though it continues to be an issue. The WHO listed it as one of the 10 threats to global health that it hopes to tackle in 2019. The philosophical challenge to vaccines has been around since the discovery of the smallpox vaccine in the 1850s, when some people have viewed compulsory vaccines as a violation of their personal liberties.”
· Travel, not immigration, is responsible for bringing some cases of measles and other contagious illnesses into the country.
· As long as travelers visit Canada from other countries where vaccination rates for one reason or another are much lower than here, some cases of measles and other infectious diseases will be “imported”
· Immigrants would typically be vaccinated as part of the immigration process.
Background on the Discovery of Vaccines
Who First Introduced Vaccines? 
Answer: Ants
“Ants use “social immunization” — if one ant in the colonies [sic] is infected with a fungus, the other ants lick the infected insect to spread the infection throughout the colony. This makes the whole colony immune to the fungus. Herd immunity isn’t just for humans.” 
“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 (ground scabs or pus) into the wound, or snorted ground up scabs taken from a person with smallpox.”
“In 18th century Europe, smallpox was widespread, claiming an estimated 400,000 lives each year, including five reigning monarchs. Researchers estimate that between 20% and 60% of all infected persons, and 80% of infected children, died from the disease. Survivors often had some degree of permanent scarring with a number of individuals losing their lips, nose, or ear tissue. Smallpox also caused corneal scarring and was responsible for one-third of all blindness.”
“The variolation [the method of immunization used in India and China] was introduced in England by Lady Mary Wortley Montague (1689-1762); who was a smallpox victim herself, by demonstrating its effectiveness in her own children. Though, variolation was later successfully experimented on prisoners as well, yet the ingenious preventive method was risky as the inoculated people suffered a rather virulent attack of the disease.” 
(From “Who Invented Vaccination”, at: https://explorable.com/who-invented-vaccinatio
“[Dr. Edward] Jenner (in 1796) scratched some material from a cowpox sore on the hand of a milkmaid into the arm of eight-year-old James Phipps …. Phipps felt poorly for several days, but made a full recovery. A short time later, Jenner scratched some matter from a fresh human smallpox sore into Phipps’s arm in an attempt to make him ill with smallpox. Phipps, however, did not contract smallpox. Jenner went on to test his idea on other humans and published a report of his findings.” 
Facts About Vaccines
· Vaccines save millions of lives (both human and non-human) 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 has been done in the case of smallpox.
· Many have been virtually eliminated in North America, including smallpox, rinderpest, polio, measles, diphtheria, tetanus, mumps, dracunculiasis, yaws, malaria, hookworm and others.
“There is arguably no single preventive health intervention more cost-effective than immunization. Time and again, the international community has endorsed the value of vaccines and immunization to prevent and control a large number of infectious diseases …. The unique value of vaccines was the driving force behind the Decade of Vaccines, an effort launched at the 2010 World Economic Forum ….194 member states endorsed the Global Vaccine Action Plan (GVAP), a framework to prevent millions of deaths from vaccine-preventable diseases by 2020 …”- WHO
· Clearly, vaccines benefit those who are vaccinated, but, over and above this obvious fact, vaccination offers benefits to society as a whole, including those who are not vaccinated. 
· If 95% of a population (this figure varies a little from one disease to another) is vaccinated for X, X will be effectively eliminated, and so even unvaccinated people are protected from X; this is called “herd immunity”.
· Still, the ultimate goal of vaccination in public health, ideally, is to eradicate infectious diseases in nature.
Abad Argument Against Vaccines 
· An argument sometimes given against vaccines is that they are unnatural. It is more natural, some say, and so it is better to obtain immunity, to just get the disease.
· This argument commits the “naturalistic fallacy”. What is natural need not be good (e.g. well, infectious diseases, natural disasters …) and what is unnatural need not be bad.
· Anyway, history demonstrates with certainty that infectious diseases are immeasurably worse than the  vaccines that prevent them.
Are Vaccines Harmful?
· There can be some side effects, such as a 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.  
· Also, some vaccines are not given to very young infants, and in isolated cases a vaccine might simply fail to work.
Myths and Facts about Vaccines
Myth: Vaccines contain many harmful ingredients. 
Fact: “Vaccines contain ingredients that allow the product to be safely administered. Any substance can be harmful in significantly high doses, even water. Vaccines contain ingredients at a dose that is even lower than the dose we are naturally exposed to in our environment…” 
Myth: “B/c the diseases in question are now uncommon, my children don’t need to be vaccinated.”
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.
Myth: Unlike the U.S., vaccination is mandatory in Canada.
Fact: The rules vary from one province/territory to another. In general, exemptions can be obtained. Ontario and New Brunswick require vaccination for schools.
Myth: Breastfeeding provides protection from contagious diseases.
Fact: Breastfeeding provides limited protection from some illnesses but not most, and the protection is short-lived.
Myth: It is not safe for young children to take vaccines.
Facts: 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.
Myth: Vaccines should be taken one at a time.
Fact: Many vaccines can safely be taken together (in theory, as many as 10,000 at the same time).
Myth: Too many vaccines will overload a child’s immune system.
Fact: A child’s immune system is fighting different diseases all the time. 
Myth: Nosodes are effective/safe substitutes for vaccines
Fact: Nosodes are a type of homeopathy that provide no protection from viruses.
Myth: Vaccines cause autism
Fact: 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.  
Myth: Not only can vaccines cause autism in children, the same danger is present for dogs.
Fact: Dogs can’t get autism (probably) – anyway, not from vaccines.
Vaccination Rates in Canada
“According to the Public Health Agency of Canada, coverage rates for vaccine-preventable diseases at age two vary:
· Polio (three doses): 91 per cent
· Meningococcal C (four doses): 89 per cent
· Measles, mumps, rubella (four doses): 79 per cent
· Pneumococcal; 79 per cent
· Diphtheria, pertussis and tetanus: 77 per cent
· Varicella: 73 per cent
· Hib: 72 per cent”
Vaccine Safety
“… for almost everyone, the risks from the diseases are far greater than the risks from vaccines that prevent them. Vaccine-preventable diseases cause serious illness and complications such as pneumonia, deafness, brain damage, heart problems, blindness, and paralysis, and carry a risk of lifelong disability and death. In comparison, vaccines carry very small risks. The main risks associated with vaccines are side effects, which are almost always minor and temporary. Serious adverse events are very rare. It’s important to remember that a choice not to vaccinate is not a risk-free choice. By not vaccinating, you are trading a small risk for a much more serious risk.” 
· 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.
Vaccines and Autism
Do vaccines cause autism?
· Scepticism regarding the safety of vaccines was sparked by a fraudulent article published by an English physician named Andrew Wakefield 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 flawed methodologically 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.
· Despite all this, widespread suspicion of a link between vaccines and autism persists.
· In addition, it is easy to explain why many people would mistakenly conclude from their own personal experience that vaccines cause autism.
· It happens that vaccines are typically taken at about the same age that the first signs of autism often manifest themselves.
· So it is bound to happen frequently that a child’s 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 B. 
· In addition to this, it is on the face of it pretty much 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.  
· But there is no biological or medical basis for whatever suspicion that the vaccine might lead to autism.
· Anti-vaxxers may argue that autism rates are increasing, so something must be causing this.
· But, in fact, what is increasing may be the diagnosis of autism, and this is due to the fact that the criteria for diagnosing autism have expanded.
· It should also be noted that, according to the best current medical theories, autism is a genetically-based disorder, and so its cause would have nothing to do with vaccines.
Diagnosis of Autism 
 “Over the last 20 years, the rate at which children are diagnosed with ASD has increased. Throughout this period however, the diagnostic criteria for ASD has expanded; individuals who would not have been diagnosed with ASD in the past might now fall on the spectrum.” 
Causes of Autism
“The increased frequency of autism diagnoses and concern from parents has prompted researchers to explore the causes of autism. Current theories suggest that it is a genetically-based disorder. For instance, studies of twins found that if one identical twin is diagnosed with autism, it is up to 90% more likely that their twin will also be diagnosed. Researchers continue to search for other potential contributing factors and possible treatments.”
Conclusion
· So we see that there are multiple considerations all of which point strongly to the same conclusion, that 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 a vicious conspiracy theory that modern medicine deliberately tries to cause illness and disease to make a profit.
· This conspiracy is discussed in more detail later.
How Should Society Respond to the Problem of Vaccine Refusal?
· In light of the facts presented above, how should society respond to those who opt not to have their children vaccinated?
· 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
The reasoning outlined on the preceding slide seriously distorts the issue.
· 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 (following John Stuart Mill’s harm principle) society might leave them to decide for themselves.
· But this is false; Vaccine refusal is not purely self-regarding. It involves serious harms to others. 
· The recent outbreaks of measles in many places 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 the potential to impose various burdens and dangers on society and HC systems as a whole.
· Constitutes a serious threat to vaccination programs.
1. Children of Antivaxxers
· 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. Also, when the children grow up they may travel abroad not realizing they are unvaccinated. (See next slide.)
· And we must remember that parental rights to make decisions for their children’s welfare are not unlimited.
2. The Issue of Isolation
· 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 (children).
· Unvaccinated children might not be allowed in a doctor’s office, or in schools, or in other locations where there are likely to be at risk individuals (e.g. hospitals).
· But such restrictions are far from an ideal solution as they are harmful for the children in question
3. Groups at Risk for Contagious Disease
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 like lung, heart, liver, kidney disease or diabetes.
· 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.
4. Being a Freerider
· A free rider is someone who benefits from the sacrifice made by others to achieve a common goal, 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.
“If you’re not willing to do your part for herd immunity, you need to take responsibility for staying out of the herd. Otherwise, you are a free-rider on the sacrifices of the other members of the community, and you are breaking trust with them.”
· 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. 
5. Burden for the Health Care System
· It is inevitable that if too many people refuse to have their children vaccinated this will result in outbreaks of the diseases in question. 
· The recent outbreaks of measles in Washington state, New York … clearly illustrates this type of harm.
· These outbreaks impose a serious burden on HC systems and use up valuable medical resources that could be put to good use elsewhere.
6. 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 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. 
· So vaccination programs must be protected at all costs. We cannot allow ignorance, disinformation, or selfishness to interfere with them. In Reading 46  Alberto Giubilini compares vaccine refusal to tax evasion. (See next two slides.)
Reading 46
“Vaccinating one’s children is like paying taxes. We all have a moral and a legal duty to pay taxes because we have a moral and a legal duty to contribute to the upkeep of our society and to its public goods (e.g., a good public health system, national defence, etc.). Paying taxes is a moral duty because 1) it entails a relatively small cost to individuals, 2) when done collectively, it greatly benefits the community, and 3) it is fair that everybody makes their contribution to a collective enterprise that can greatly benefit the community. But paying taxes is also a legal duty because it is necessary for the upkeep and the functioning of society …”
· 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.
· So perhaps 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. 
· But the analogy drawn by Giubilini between paying taxes and getting vaccinated is very close. 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 in the sense that will be explained in the discussion of the right to health care.
· Vaccines constitute an easy, very effective, and inexpensive protection from something that poses a very serious danger to all human beings.
· So 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.
· But it is equally clear that the claim on others 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.
· This 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
Notes on Conspiracy Theories
· Sadly, none of these points are likely to have any affect on the anti-vaccination movement in it’s 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, facts come first and they then provide the basis for determining what theories are true. But 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. 
· The 9/11 conspiracy theory provides a great illustration of this phenomenon. There is a well known website that does an excellent job of debunking 9/11 conspiracy theories. Even conspiracy theorists themselves are impressed by it.
· In fact, it’s so effective that 9/11 conspiracy theorists take the very success of the website as evidence that it is being run by the government in order to conceal the 9/11 conspiracy! 
· This is putting theory before the facts with a vengeance. But all conspiracy theories to some extent play this type of game. 
· Needless to say, this is not the response the creators of the website were hoping for. 
· In addition to conspiracy theorizing, 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”. Crudely stated, this 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.












Lecture 9: Health Definition 
Main Issue
We use the 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 shared concepts.
There is some disagreement in medicine over how these concepts are to be understood. 
· As we will see, one common definition of health 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 well being and not merely the absence of disease.”
· Who’s right here, and how can two such different definitions be defended in the first place?
Conceptual Analysis 
· The ancient Greek philosopher Socrates recognized that it can be difficult to define concepts, even when we are, in some sense, very familiar with them. 
· Socrates would hold discussions with his young protégés about the meaning of ‘knowledge’, ‘truth’, ‘justice’, ‘beauty’, among other concepts.
· These conversations always ended inconclusively, which seems puzzling, given that we use these concepts all the time.
· This Socratic tradition has continued into modern times. Questions about how various concepts are to be analyzed continue to occupy philosophers.
· Note 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, whose meaning is as unclear as the one we’re trying to define.
What is an Analysis of a Concept?
· When we ask for a definition of a concept X, in the sense of a philosophical analysis of it, 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 features of X. 
To illustrate this point, take a simple example, the concept of a bachelor. So what is a bachelor? We can think of a number of truths or facts about bachelors:
· Bachelors are usually very happy
· They can go golfing whenever they want
· They can stay out as late as they want 
· But these facts don’t give us a definition of a bachelor. They don’t tell us what a person has to be like to be a bachelor. Even if a man became unhappy, obviously that wouldn’t disqualify him from bachelorhood. 
When we try to define ‘bachelor’, we are not just looking for truths or facts about bachelors. We want to be able to say: 
· X is a bachelor if and only if __________________
· and what goes in the blank should apply to all bachelors and only things that are bachelors. It should thus tell us exactly what a bachelor is. 
· (The answer would presumably be ‘unmarried adult males’, or possibly just ‘adult male who lives alone’ or, to avoid sexism, an adult human who lives alone.) 

· In the same way, when we look for a definition of ‘health’ we’re not merely looking for truths or 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 descriptive or factual: What is the meaning of the word ‘health’? What do we mean by this concept? How is this word actually used in the language?
· 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 this word is concerned. We just do use it to refer to this type of object. That is it’s meaning.
· 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 be correct or incorrect. That is a matter of convention.
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. 
· But why are such definitions important in medicine?
· Possible answers might be:
a) to resolve court cases, law suits, related to health
b) to determine what services a public health care system should provide
c) to determine what conditions medicine should treat.
Attempts to Define the Concepts of Health and Disease
Negative versus Positive Definitions
Negative: define health in terms of the absence of something, namely the absence of disease or 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 versus Non-Normative Definitions 
Normative definitions use evaluative terms, such as good/bad or desirable/undesirable in defining health or disease.
Non-normative definitions do not use such normative or value terms in defining them. Rather, ‘health’ and ‘disease’ are defined in purely descriptive or factual (or presumably, biological) terms.
Evaluating a Proposed Definition 
There are a number of different possible grounds for criticizing a definition as being inaccurate:
Being too broad: the definition includes, or would apply to, things other than Xs
Being too narrow: there are Xs that the definition does not include or apply to
Being circular: the definition of X uses the very concept of X itself.
· Or just being inaccurate in some respect or other.
Some Proposed Definitions of Health
1. The Biological Definition: “Health is the absence of disease, illness, or injury.” (Sometimes referred to as the “medical definition”.) This is how many doctors and biologists would define it.
2. The WHO definition (1948): “Health is a state of complete physical, mental and social well-being and not merely the absence of disease.”
3. Caroline Whitbeck’s (positive) definition: “The psychophysiological ability to respond appropriately to a wide variety of situations.” 
The Biological Definition 
This definition is negative and non-normative:
“Health is the absence of disease or illness.” (This makes the definition negative.)
· And disease or illness are then defined as a type of “internal state of the organism which interferes with its normal, proper, biological functioning.” (This makes it non-normative, since it uses only descriptive or biological terms.) 
“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: 
(1) interferes with the performance of some natural function i.e., some species-typical contribution to survival and reproduction, characteristic of the organism's age; and 
(2) is not simply in the nature of the species, i.e. is either atypical of the species or, if typical, mainly due to environmental causes. - (Boorse, “Health as a Theoretical Concept”, 1976.)
Comments on the Biological Definition 
· The biological definition doesn’t deny that health is good and disease is bad. (It’s just obvious that health is good!)
· 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, etc. 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
· 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.
· What could you say in a positive sense about what health is? The difficulty of giving any answer here suggests that health is sort of the default condition, or the normal condition for an organism to be in.
· So if someone is not in good health it must be b/c of the presence of some particular condition.
· The negative definition also seems intuitively plausible in that it seems to capture what we mean by ‘health’.
· Under what conditions do we say people are in a state of good health? Well, 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 b/c it focuses only on physical health and neglects mental and social health.
· But this seems unconvincing. 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 biological definition.
Discussion of the Medical Definition 
So, does it accurately describe what we mean?
· Can you think of a case where we would say a person is in good health but still has a disease? Isn’t that a contradiction?
· Surely it’s just an obvious fact that people are in good health to the extent that they have no disease or illness. But some critics think there might be counter- examples to these claims:
Example 1: A physician says about a patient diagnosed with cancer that “fortunately, the patient should be able to get through chemo alright b/c they’re in good health”.
Example 2: 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. But aren’t these, strictly speaking, all diseases or illnesses or injuries? (Well, maybe not the headache.) 
· 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.
· So, 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: Aging 
· New discoveries in biology suggest that future medicine might be able to prevent the aging process from occurring. This of course would be a momentous development!
· 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.
· But gov’ts may refuse, at least partly on the grounds that aging is not a disease or illness.
· But why is aging not a disease? The argument for this would be that 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! That is why it should be seen as a disease. Does this make their definition of disease normative?
Another Possible Counter Example
1) The circularity objection 
· A definition of a term X is circular when it uses the term X in the course of defining X. 
EX: ‘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’. So how is ‘disease’ to be defined?
· Well, something counts as a disease if it interferes with the normal biological functioning of the organism.
· OK, but what counts as normal functioning then? We cannot say: “functioning that is necessary to sustain good health”, as this would be circular again.
· The usual proposal is to define ‘normal’ statistically. Example: the heart is functioning normally if it’s rate falls with a certain range – not too fast, not too slow. Similarly for other organs.  
· It’s not clear that this approach is going to work. 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.
2)  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 b/c 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 not other states of the body diseases. 
· A state or condition is a disease only relative to our interests – because it causes pain, infirmity, death or something else we don’t like, something that is bad for us.
Normative Definitions of Health and Disease
Positive, Normative Definitions 
1) The WHO Definition again: “Health is a state of complete physical, mental and social well-being and not merely the absence of disease.”
2) “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, projects, etc.) -Caroline Whitbeck
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 world health – to prevent disease by a pre-emptive attack on things that cause it.
· Disease, illness, injury, are often caused by poverty, violence, war, ignorance – so try to combat these conditions. Take positive steps to promote well being.
The WHO definition is too broad:
· We can all agree that this was, and remains, a very enlightened approach to health. But is this definition of health correct? 
· 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.
· But 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 the 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. And 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 misleadingly implies that, like (most) illnesses, no one bears responsibility for those problems.
· 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 is 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.”
Objections
1. Too narrow: some diseases don’t interfere with our ability to do what people normally wish to do.
2. Too broad: our psycho-physiological ability to do what people wish to do can be affected by things other than health, e.g. aging, discrimination, ignorance…
· 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 Def
“The normative view of health or disease seems quite plausible. Most societies have routinely defined diseases as states of affair [sic] 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. Some examples:
· The case of women’s reluctance to have children after the American Civil War was seen as a disease.
· epilepsy is not considered a disease in some cultures. 
· Female gymnasts’ low body fat, enlarged hearts, etc., are considered by some doctors to be lack of health.
Evaluating Tong’s Arguments  
Do these examples show that different societies or historical periods had different concepts of health/disease, i.e. that they meant something different by these terms than what we mean by them?
                                            OR 
Do they only show that they disagree with us about whether a given condition is or isn’t a disease/illness, which would not mean they had different concepts? 
The Civil War Example
· The Civil War doctors assumed the women must have an illness b/c they thought normal women would surely want to have children. It seemed obvious to them that, if a woman didn’t want children, there must be something something wrong with her, that she must have an illness.
· But today, of course, we know the doctors were mistaken in thinking the women had an illness, and that this belief was just blatant sexism. (The women were probably reluctant to have children b/c they saw so many young men slaughtered in the Civil War.) 
· If the doctors had a different concept of what an illness is than us, as Tong claims, (if they meant something different by the word ‘health’) then, using their concept, the women would have had a disease.
·  So 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 b/c it’s so easy for us today, looking back, to explain how they were mistaken  i.e. they had false, highly sexist, beliefs about women. 
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 play out in the end. 






Lecture 10: Ethics of Research
Research on 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.
Past Abuse EX: 
· Nazi concentration camps World War 2
· CIA testing on unwitting subjects; effects of radiation, drugs, etc.
· Guatemalan syphilis experiment 1940s 
· Tuskegee study of effects of untreated syphilis
· Current practice of paying research subjects?
The Tuskegee Tragedy 
“The Tuskegee experiment was a notorious medical research project involving hundreds of poor African-American men that took place from 1932 to 1972 in Macon County, Alabama. The men in the study had syphilis, a sexually transmitted infection, but didn’t know it. Instead they were told they had “bad blood” and given placebos, even after the disease became treatable with penicillin in the 1940s…. In order to track the disease’s full progression, researchers provided no effective care as the men died, went blind or insane or experienced other severe health problems due to their untreated syphilis.”
· “[Journalist Jean] Heller broke the story in July 1972, prompting public outrage and forcing the study to shut down. By that time, 28 participants had perished from syphilis, 100 more had passed away from related complications, at least 40 spouses had been diagnosed with it and the disease had been passed to 19 children at birth.”
Code of Ethics for Medical Research 
The Nuremberg Code: developed by the allies (in 1947) right after World War II in response to the 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, among other things.
Summary of the content of the Codes
· Research on human subjects always requires their informed, fully voluntary consent. 
· Research must be conducted only by qualified experts.
· Proposed research must include a 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.
· This 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 clearly being one or the other.
· Turn now to “randomized clinical trials” – RCTs for short
· Such trials are one of the most important forms of evidence relied upon in medical science
Randomized Clinical Trials (RCT)
· 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 two groups:
1. Experimental group: receive new therapy D  
2. Control Group: receive the best current treatment for X, or, a placebo if there is no 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 I: Tested on small group to see if drug or treatment is safe, determine maximum dosage
Phase II: Tested on larger group (100-300) who have the illness
Phase III: Tested on much larger group (1000-3000), with a control group, to compare effectiveness
Phase IV:  Further testing to gather additional info re effectiveness
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, for example, 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 b/c it gets the new treatment. 
Ethical issues in medical research
· Dual role of doctor as care giver and doctor as researcher could lead to conflicts
· Use of placebos in clinical trials
· Paying participants, affect 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
Case Study of Nancy Olivieri versus Apotex
· The testing of new medical therapies, especially new drugs, is often funded by drug companies.
· This can lead to serious conflict of interest concerning the conduct of such tests, and especially publishing of the results of such tests.
· A well known Canadian case involved a researcher named Nancy Olivieri at the U of Toronto; basically a case of whistle blowing.
FACTS
· O. testing a drug for a condition that causes anemia.
· Funded partly by Apotex, a company that was proposing a $20 million donation to U. of Toronto.
· O. discovered serious, harmful effects of the drug and believed she must publish this data.
· Apotex refused, and threatened to sue O.
· U of T decided to stay out of the issue.
· Olivieri published her data without permission.
· She was subjected to disciplinary inquiries twice, found guilty of wrongdoing, and removed from post.
· O sued and won, but Apotex appealed the decision.
CONCLUSION
“Olivieri has advocated greater academic freedom and called for less control of research by pharmaceutical companies.[10] This situation was publicised extensively and was investigated by the Canadian Association of University Teachers.[9] Olivieri was awarded the 2009 AAAS Award for Scientific Freedom and Responsibility for her "indefatigable determination that patient safety and research integrity come before institutional and commercial interests and for her courage in defending these principles in the face of severe consequences.” 
“Apotex is not alone in the dock of public opinion. Every week seems to bring some new scandal involving drug company suppression of negative data: think Prozac [Eli Lilly], Vioxx [Merck] and Celebrex [Pfizer]. Big Pharma is facing a crisis. Public trust in drug company sponsored research is plummeting.”
The Morality of Medical Experimentation on Animals
Research involving animals
· Medical research causes horrific pain and suffering for millions of animals, including primates, dogs, cats, mice, rabbits, birds and many others.
· Animals are burned, cut, maimed, addicted to drugs, starved, and given fatal diseases, often done with no anesthesia. 
· There are laws, but enforcement is notoriously lax, and decisions are made by industry insiders. 
· The experimentation is deliberately hidden from public view, even though funded by the public.
Common attitudes and assumptions
· Some people believe, absurdly, that animals don’t really suffer.
· Some people don’t really care whether they suffer.
· 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 at best 
· The justification given for such experimentation is that it’s necessary to advance medical knowledge.
· But 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.
“...animals have not been as critical to the advancement of medicine as is typically claimed by proponents of animal experimentation. Moreover, a great deal of animal experimentation has been misleading and resulted in either withholding of drugs, sometimes for years, that were subsequently found to be highly beneficial to humans, or to the release and use of drugs that, though harmless to animals, have actually contributed to human suffering and death.”
-Jane Goodall 'Reason for Hope', 1999
A Proposal
· If we are to continue with medical testing on animals, there should be no attempt to conceal the nature and extent of the testing.
· The public should have full access to the details, to what is done to animals in this testing, exactly how many animals are involved, etc.
· If it is too gruesome for the public to see or know about, then maybe it shouldn’t be permitted.
Reading 44: “Social Context: Clinical Trials, HIV, and Pregnancy: A Third World Tuskegee?” 
· If pregnant women testing positive for HIV are given the drug ZDV, the risk of transmitting the disease to their child is reduced by 2/3. 
· Initially, the drug was very expensive, which precluded its use in poorer countries, where there was no treatment at all for such patients. 
· So researchers wanted to know whether a much cheaper, short-term, oral dosage would be effective. 
· To answer this question, they proposed an RCT in which the control group would receive a placebo. 
· This RCT would be illegal in a developed country, like Canada or the U.S., (where the current best treatment was something much better than a placebo – i.e. the expensive version). 
· But some developing countries had no laws prohibiting such a trial. 
· Researchers reasoned that it would be ethical to conduct such a trial in a poor, developing country b/c the placebo received by the control group would be no worse than the best current treatment in these countries (since there was no current treatment at all in those countries).
Was this RCT morally acceptable?
· The ethical guidelines governing RCTs are ambiguous:
· The Declaration of Helsinki states that the control group should receive the current best treatment.
· But does this mean, best treatment anywhere in the world, or best treatment in the country where the trial is being conducted?
· It seems too simplistic just to say that the trial should be banned b/c it exploits poor people:
· Those who end up in the experimental group may benefit, and those in the control group will not be worse off. 
· Also, other people in the developing country might benefit in the future if the lower dosage is found to be effective
· It also seems too simplistic merely to say that the trial is permissible on the grounds that no one is harmed and many people might benefit. 
· If the cheaper version is found to be effective it can then be used in developed countries, as it would save a lot of money.
· So the trial still amounts to experimenting on poor people and so involves exploitation.
· (Compare the trial to the case of sweatshops.)
Issue of Consent 
· Pregnant women who were HIV positive were, of course, desperate to participate in the trial as it was their only chance to prevent their babies from contracting the disease.
· But some critics have objected that there was a problem about consent, as many of the participants were very poor and illiterate, and so may not have fully understood the nature of the test.
· How convincing is this objection?
Proposal: It would be permissible to conduct such a trial only if there was a guarantee that any benefits that result from it would be made available to people in the country where the trial is being conducted.
· But whether the trial should be conducted may also depend on who is being addressed:
· the international community as a whole? 
· the company that owns the drug? 
· the individual researchers? 
· What if the individual researchers are told (by their employer, or by the international community) that the trial must either be conducted without such preconditions, or not conducted at all? 
· Should the researchers then go ahead with it? 
The dual role of HC providers
· This case study points to a dilemma that physicians may often find themselves in.
· Sometimes they must play a dual role as both physician to particular patients and as researchers responsible for advancing medical knowledge. 
· The moral obligations attaching to these different roles may sometimes come into conflict.
 Ethical Problems for Randomized Clinical Trials 
· Doctors must often play a dual role both as health care providers for patients and as researchers.
· But the obligations attaching to these roles may come into conflict. 
“14. Physicians who combine medical research with medical care should involve their patients in research only to the extent that this is justified by its potential preventive, diagnostic or therapeutic value and if the physician has good reason to believe that participation in the research study will not adversely affect the health of the patients who serve as research subjects.” 
The Problem: When a physician has no knowledge or belief about whether the new therapy D is more effective, or less effective, than the current best therapies, then there is no ethical problem confronting physicians. 
·    But if the physician believes either that the current treatment is better than D, or that D is better than any current treatment, then there may be a problem: 
·    If the patient participates in the trial in this situation, she may not receive what her physician considers to be the best treatment.
· So far there is no dilemma – perhaps, in the second case, physicians should just advise their patients not to participate.
· But physicians should also encourage patients to participate in RTCs in order to advance medical science. 
· So this is the dilemma: whatever the physician does, she will violate one of her obligations, either to her patients or to medical research. 
A related concern – 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 (or vice versa).
· Allowing the RCT to continue means knowingly giving the control group a less effective treatment. 
· But 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 
1. 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: 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. 
Two 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 which 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.
2. Freedman’s defence of clinical equipoise
“According to this concept of "clinical equipoise," the requirement is satisfied if there is genuine uncertainty within the expert medical community – not necessarily on the part of the individual investigator – about the preferred treatment.”  (B. Freedman, N Engl J Med, 1987) 
· 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 a preferred treatment. Where a clinical trial is being conducted, there would be no such preferred treatment.
· “The physician-investigator who asks a patient to participate in a randomized, controlled trial represents this competent medical community in asserting that the community is unpersuaded by existing data that an innovative treatment is superior to standard therapy. Arguments that a physician who believes such a treatment might be useful commits an unethical act by randomizing patients are simply wrong…. hunches about potential effectiveness are not ideal currency of the doctor-patient interchange.”  (from Reading 40)  
· “Clinical equipoise may arise in several ways. Evidence may emerge from early clinical studies that a new treatment offers advantages over standard treatment. Alternatively, there may be a split within the clinical community, with some physicians preferring one treatment and other physicians preferring another. This last scenario is well documented in the published report and calls for a randomised controlled trial to settle which is the better treatment.” (Reading 41)
Possible criticisms of equipoise
1) 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 b/c there is no evidence. But an RCT is needed even when there is some evidence for or against the new treatment.
· Also, suppose there is 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. 
· Is it ethical for the physician to keep silent about her opinion in this situation? Doesn’t she always have an obligation to try to do what’s best for her patient?
· In response to Friedman, we should note that 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’ in slide 55 above may downplay the strength of the individual physician’s conviction that one of the two treatments is better.
· Argument for clinical equipoise: Physicians should not assume that their own opinion is the only one that counts. They should value the views of their colleagues – the expert medical community.
· Argument against clinical equipoise: Would it really be acceptable for a physician not to inform her patient if she has concerns about participating in a clinical trial? Wouldn’t this be seriously dishonest?
      3.  Don Marquis’ 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. 
· 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.
· A second problem for Marquis’ proposal is that, 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. 
      4.  A more radical proposal (John Harris, “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 an 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.)
· CRITICISM: 
· Would this policy mean that consent of participants will not be required?
· Would that be acceptable, feasible
· Wouldn’t this policy mean that participants are being treated merely as a means
The Milgram Experiment and The Stanford Prison Experiments
The Milgram Experiments (1961)
"The social psychology of this century reveals a major lesson: often it is not so much the kind of person a man is as the kind of situation in which he finds himself that determines how he will act."  (Stanley Milgram)
· The experimenter (E) orders the teacher (T) (who is the actual subject of the experiment) to give what the latter believes are painful electric shocks to a learner (L) (who is actually an actor and confederate of the experimenter). T, 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. 
 “If a person in a position of authority ordered you to deliver a 400-volt electrical shock to another person, would you follow orders? Most people would answer this question with an adamant no, but Yale University psychologist Stanley Milgram conducted a series of obedience experiments during the 1960s that demonstrated surprising results. These experiments offer a powerful and disturbing look into the power of authority and obedience.”
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 (who was Jewish) 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 the Test
· 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:”
1. "Please continue."
2. "The experiment requires that you continue."
3. "It is absolutely essential that you continue."
4. "You have no other choice, you must go on."
Results of the Milgram Experiments
“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. 
Stanford Prison Experiment
· “This infamous … experiment has etched its place in history, as a notorious example of the unexpected effects that can occur when psychological experiments into human nature are performed.” (Martyn Shuttleworth, June 22, 2008)
· “To conduct the Stanford Prison Experiment, Zimbardo constructed a mock correctional facility in the basement of Stanford University.”  
·  “Adverts were placed in local newspapers offering $15 per day for participants. Of the 75 responses, the 24 male subjects judged to be most mentally and emotionally stable were selected. Mainly middle class and white, they were divided into two groups randomly, of 12 prisoners and 12 guards.”
· “The group selected to be the guards were outfitted in ‘military-style’ intimidating uniforms. They were also equipped with batons and sunglasses, to prevent eye-contact and make the guards appear less human.”
· “In an initiation meeting, Zimbardo, who acted as the warden for the duration of the Experiment, informed the guards that the only rule was that no physical punishment was allowed. Other than that, the guards were to run the prison as they saw fit, and would be divided into regular working shifts and patterns.”
· “Prisoners, by contrast, were dressed in cheap smocks and were allowed no underwear. They were to be addressed by, and answer to, identity numbers only. They also had a small chain around one ankle to remind them that they were inmates in a correctional facility. Conditions were tough, with only basic sleeping mattresses and plain food being supplied.”
· “The prisoners began to suffer a wide array of humiliations and punishments at the hands of the guards, and many began to show signs of mental and emotional distress.”
· “On the second day of the experiment, the prisoners organized a mass revolt and riot, as a protest about the conditions. Guards worked extra hours and devised a strategy to break up and put down the riot, using fire-extinguishers.”
· “No prompt for this action was given by Zimbardo; the guards used their own initiative to formulate the plan.”
· “Standard prisoner counts and roll-call became a trial of ordeal and ritual humiliation for the prisoners, with forced exercise and physical punishments becoming more and more common. Mattresses were confiscated from the prisoners and they were forced to sleep on cold, hard floors.” 
· “The Stanford Prison Experiment showed that one third of the guards began to show an extreme and imbedded streak of sadism, and Zimbardo himself started to become internalized in the experiment. Two of the prisoners had to be removed early because they were showing real signs of emotional distress.”
· “The Stanford Prison Experiment carried on for six days until an outsider, Christina Mastack, was brought in to interview guards and prisoners and was shocked by the scenes that she was witnessing.”
· “Zimbardo terminated the experiment early and noted that out of over 50 external visitors, this lady was the only one to raise concerns about what was happening.” 
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. 
Lecture 11: Allocating Scarce HC Resources 
· Because allocating scarce resources involves considerations of justice and fairness, let us first look briefly at some theories of justice.
· The relevant reading for this is the section from Reading 1 on Rawls’ theory of justice.
The Principle of Justice 
· Justice is a very important principle in the context of allocating scarce resources.
· The main issue is how they should be allocated, or divide 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?
· Our concern is mainly with distributive justice.
Competing Theories of Distributive Justice 
1.  The desert theory: everyone should get what they deserve.
2. Utilitarianism: things should be divided up in such a way as to maximize happiness.
3. Libertarianism: inequalities are okay as long as no one’s rights are violated.
4. Rawls’ Theory: 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.
· Some criteria of desert:
· Need, talent, effort, contribution to society, danger of the work, difficulty …
· OBJECTIONS:
· 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 Utilitarianism 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 – example, dividing ice cream cones up on a soccer team, dividing financial rewards, salaries, in a company.
· 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 longs no one’s rights are violated in arriving at that distribution.
· It is completely fair that Bill Gates has $80 Billion and I have $0 Billion dollars as long as, in acquiring his wealth, Bill didn’t violate anyone else’s rights, for example, by stealing his money from others. 
· As long as he acquired his wealth fair and square, this enormous inequality is just.
· OBJECTIONS:
· But maybe the basic rules of the economic system are unfair to begin with, giving some people more advantages than others.
· For example, this theory allows enormous inequalities to develop over long periods of time. 
· Is it fair, for example, that some people inherit a lot more wealth than others, that some have better access to education than others, and so on?
Rawls’ theory of justice (egalitarianism) Reading 1, pp. 17-20
· John Rawls: 1921-2002 
· American philosopher
· Leading moral philosopher of the late 20th century
· Influential book, A Theory of Justice, 1971
· The thinking behind it:
· How are we to determine what distribution would be just or fair in a given situation?  
· We need a procedure that is impartial, objective, no favouritism (like a judge in a court).
· The problem is that when it comes to the question of how certain things should be divided up, no actual person is entirely impartial.
· The kind of procedure Rawls proposed involves a thought 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 – whether you are male or female, rich or poor, strong or weak, hard working or lazy, etc., etc. Now ask what type of distribution, what way of dividing things up in society, you would prefer (i.e. that a rational, self-interested person would prefer).
· Rawls claims that rational people would always play it safe; they are not risk takers. 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. This means I won’t end up being very rich, but, more importantly, I won’t end up being very poor either.
The “Difference Principle”
· The only inequalities that would be morally acceptable, that is, compatible with justice ; would be those that make everyone better off. 
· How could inequalities in things like salaries make everyone better off? If some people get more, must some others not get less?
· Rawl’s egalitarian conclusion: 
· The answer is No. Attaching high salaries to some jobs, as incentives to attract the best, most talented people, might be good for the whole society. 
· As a society, we all benefit from having the most talented, competent people in important positions, such as the Governor of the Bank of Canada, say. We all want to have good doctors, nurses … so attach higher salaries or other perks to these positions.
· Here is Rawls statement of the difference principle:
· “All social values – liberty and opportunity, income and wealth, and the bases of self-respect – are to be distributed equally unless an unequal distribution of any, or all, of these values is to everyone’s advantage.”
· This might well allow for many inequalities in income, prestige, power ….
The Allocation of Scarce HC Resources
Reminder of this distinction:
Micro allocation: on a small scale, e.g. distributing dialysis machines amongst individuals.
Macro allocation: large scale, e.g. allocating funds between treatment of illness versus medical research, or between treatment for cancer versus heart disease.
· Let’s look at a situation involving micro allocation.
The Triage Case Study: Reading 45
Facts of the Case: 
· Terrance the drunk wandered onto a highway in a small town in northern Ontario and caused a terrible accident.
· Only one doctor is available in the ER.
· Alice the triage nurse makes decisions about which patients will be seen by the doctor first.
· Alice sent her aunt Lena, who was a hero in the town, in to the doctor before Terrance.
· Alice sent a young man in before an old man.
· Those who were in the waiting room before the accident were kept waiting, and so on.
Main Issues: 
· Were Alice’s decisions about who should go in first morally justified?
· “What rules ought to be followed when deciding on the order of care in emergency situations where needed resources are scarce?” 
· The three philosophers Patrick, Doran and Warren discuss this issue and try to arrive at a set of rules or criteria to be applied in these situations.
Note: 
· Many of the principles discussed below would be applicable, and justified for the same reasons, in other areas in health care, for example:
· deciding who will have priority in distributing organs that are available for transplants
· who gets scarce life-saving technologies first
· how much money should be spent on treating some diseases rather than others
Two types of criteria for deciding which patients have priority
Medical criteria: ex. nature of injuries, seriousness of injuries, possibility of benefiting from the treatment, etc.
Non-medical criteria: ex. number of dependents, past (or future) contribution of patient to society, age (though age might be partly a medical criterion).
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 first come, first served.
· But make an exception for those patients whose lives cannot be saved – treat them after those who can be saved.
In other words, one rule, with two exceptions
So the basic rule is: First come, first served.
· But make two types of exception:
1. More seriously injured patients go in first.
2. Hopeless cases go in last.
· So if A comes in first, then B five minutes later, but B has more serious injuries, B would be given priority.
Some issues about “Worst First”
What does ‘worst’ mean here?
·  “Do you mean … those who will die without immediate treatment, those who are suffering the most, those with the most to lose if they die, or something else?” 
· In some situations ‘worst’ could certainly mean those whose injuries make them closer to death.
· But it need not always mean this, as patient A may be in a worse condition than B even though neither is really at risk of death.
· The phrase ‘worse off’ could also mean having injuries whose treatment requires more time to treat, or being in greater pain (other things equal), or …   
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 (but at the end within each level, or the end of all the patients in need of care?)
· A problem for assessing hopelessness: in reality, it may be a matter of one patient having a better chance of being saved than another. It would not always be possible to say definitely whether a given patient can or cannot be saved.
· Sometimes a patient may be completely hopeless, but more often, it will be a matter of one patient having a better chance of being saved than another. 
· Clearly, this criterion, other things equal, is relevant to ordering patients. What’s more, this criterion may conflict with the worst-off criterion.
· Suppose A is closer to death than B, but (which would be plausible) there is a better chance of saving B than A. Who would have priority here? Can we have a reasonable rule here?
· There is a close, and to some extent problematic, relationship between these two criteria.
· We may think it obvious that those patients who are worse off, in the sense of being closer to death, should be given priority.
· But this oversimplifies the situation b/c as a patient gets closer to death, they also get closer to being a hopeless case, and so should not be given priority. As a patient gets closer to death at some (indefinite) point they become a hopeless case.
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 a better quality of life, if saved. (But is this criterion actually relevant?)
Comments on these (^^) secondary criteria 
Suffering: 
· Degree of suffering is clearly relevant to priority but is hard to weigh against other criteria.
· Also, the suffering can be treated separately from the patient’s injuries.
Can be treated more quickly:
· This is also clearly relevant: if two or more patients can be saved in the same amount of time required to save one patient, then the two should be given priority. Otherwise we are not dividing the doctor’s time fairly.
Can benefit the most from treatment:
· This also seems relevant. If patients A and B are the same with respect to all other criteria, but A can benefit more from the treatment than B, then A should have priority.
Will have a better quality of life, if saved:
· Suppose A and B are the same re all other criteria but differ in that the treatment will restore A to full health, whereas B will have a permanent disability.
· This case is very controversial !
So, one rule, but with many exceptions
The basic rule is still: First come, first served. 
· But make two types of primary exception:
1. More seriously injured go in first 
2. 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
The rules are still incomplete
“Suppose we have a not-quite-hopeless patient who …. will survive a few months, or perhaps a year or so at best, so he does not qualify as a hopeless case …. A few minutes later another patient arrives who … can be expected to live another fifty-plus years.”   
· Shouldn’t the second patient have priority?
“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.
· But this would mean that, other things equal, a 45 year old man would go in before a 55 year old man even if the latter arrived first (which seems unwarranted, unfair).
The “substantial benefit” principle
“If a patient stands to benefit substantially from being treated first, while the patient ahead of him in the queue will not benefit substantially from being treated, then the patient who will benefit substantially should be treated first.”   
· But what counts as substantial benefit?
    - number of life years remaining?
    - quality of life years remaining?
The principle of “fair turn”
“Suppose we have a 77-year-old man admitted to the emergency department with a critical heart condition, and shortly after he arrives a 5-year-old child comes in with a similar problem.” 
· fair turn rule: Patient B can go ahead of patient A (who arrived first) if A has had a fair turn at life and B has not …. Think of a fair turn as average life expectancy.  (p. 202)
Is the fair turn rule justified? Is it fair?
· It is clear that many (most) people feel this type of rule is justified.
· When the Titanic was sinking, it was considered obvious that women and children should have priority in the lifeboats (Men who were saved b/c they took a place in a lifeboat were forever disgraced and stigmatised.)
· Would giving priority to the much younger person not be discrimination based on age? But, on the other side, can this not be seen as a valid restriction on ageism?
Non-Medical Criteria
· These are reasons for giving one patient priority over another which would not be described as medical in nature.
· It is much more controversial what non-medical criteria, if any, would apply here.
The issue of nepotism in HC
· Recall that Alice sent her aunt in before Terrance. This raises the issue of whether it is permissible for HC providers to give special treatment for relatives or friends.
· Nepotism is, of course, a serious problem in HC systems. There have been cases of doctors getting their relatives to the head of waiting lists for important treatments. Isn’t this simply unfair and therefore unethical?
· A Strict Impartiality rule: “health care professionals should be impartial in helping patients”. 
· But it may be argued that the rules used must also be appropriate for people with ordinary human sympathies and feelings, for example, biases toward friends or relatives. 
· So the rules should allow for some degree of bias – Therefore it was okay for Alice to send her aunt in first. So this leads to the sympathy rule (see next slide).
The “Sympathy Rule”
· The sympathy rule would not permit HC 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, one might argue, this rule is okay b/c society values both impartiality and close ties between relatives and friends. The sympathy rule is just a kind of compromise between the two.
· OBJECTIONS: 
· We know from experience that people will already be biased toward their relatives and friends, and they 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 perfect stranger, this is what morality requires of HC professionals. (But you can’t blame them too much if they fall a little short.)
· So who is right here?
· Is the Sympathy Rule a reasonable accommodation to human nature?
· Or should there be a total ban on nepotism (even if we know that it is impossible to eliminate it entirely)?
Are innocence and guilt relevant?
· Was Alice justified in sending her innocent aunt in before Terrance who caused the accident by his negligence?
· The authors of our reading consider the innocents first principle:
· “Patient A, who is innocent and who cannot wait for care, ought to be given priority over patient B, who is known to be at fault for the injury and who also cannot wait, other things equal.” (p. 206)
Other Non-Medical Criteria for Giving some Patients Priority over Others 
Third Party Interests
1. Childless person vs. parent of young child (dependents case)
2. Example, a drunk vs. doctor (the public good case)
3. A person with a highly infectious disease vs. a 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.”  
· For example, treat the Pope or the Prime Minister before the ordinary person.
Medical Benefit Rule
“Where the medical interest is great enough, a patient may be given  priority  over those who came earlier.”  
· For example, if medical science might learn something important by treating one patient rather than another, that patient should be given priority.
· Such cases will be very rare though.
Patient Responsibility
· The life style or habits of some patients may have caused, or contributed to, their illness.
· For example, smoking, or drinking, or using drugs.
· Should such patients be given lower priority, or perhaps excluded altogether, when it comes to allocating scarce resources, on the grounds that their illness or injury is their own fault?
Other possible criteria for ranking patients
· Past contribution to society
· Possible, or likely, future contribution to society
· Moral worth of the patient, e.g. religious leader ahead of the prostitute, a humanitarian ahead of a criminal, etc., …
· [ What sort of moral philosopher might be more likely to give weight to the above criteria? Hint: John Stuart Mill was one ] 
· The answer to the question previous, of course, is utilitarianism.
· All of the non-medical criteria noted above might be defended on the grounds that they would promote overall happiness. 
· Giving priority to those with dependents would help those dependents; giving priority to people who contribute to society encourages people to contribute, and so on.
Arguments for using the utilitarian criteria in health care
1. The well-being of society should be taken into account in allocating scarce resources because it is society that provides, pays for, the resources.
2. It would be unfair not to take into account the well-being of persons, other than the patients, who are affected by the decision. 
Arguments against the utilitarian criteria
1. Very hard to apply these criteria – How do you decide which patients are more important to their family or to society?
2. Some of these criteria  are especially objectionable – they would treat patients as a means, the patients would have to qualify for health care.
3. In practice, these criteria are likely to be seen as unfair, and also to be unfairly applied.
Arguments for first come, first served, or a random procedure (after the medical criteria are applied)
1. Simpler, easier to apply
2. Fair, and likely to be perceived as fair
3. Avoids all of the objections to the utilitarian approach – e.g. treating patients as a means
Turn now to the Issue of Distributing Scarce Health Care Resources on a Macro-Level
Macro-Allocation of Resources 
· How much should be spent on treatment vs research vs prevention? How much should be spent on one illness as opposed to another? On cancer versus heart disease, etc.? 
· One approach to this problem is that our goal should be to “buy” as many good-quality life-years (QALYs) as possible for the money we spend. 
· This “utilitarian” approach would give the same value to everyone’s well being no matter what their illness.
Consider the following options
A: We can use $1 million to provide dialysis machines for 100 people, thus saving their lives.
                               OR
B: We can use $1 million to provide a drug that slightly lowers the risk of death for a large segment of the population (say, males over age 60), which we estimate will save 1000 lives.
· Should we use the funds for A or B?
“Statistical” Lives
· Option B seems clearly preferable, yet, given this choice, HC systems might routinely choose A. Why?
· The answer would seem to lie in the fact that the lives saved by B are “merely statistical” – that is, we will never know whose lives were saved, whereas in option A we know who the affected people are. 
· But is this actually relevant? Shouldn’t we just decide on the basis of the number of lives that would be saved or lost in the case of each option? So choosing option B thus seems a no-brainer.
· NOTE: 
· that in this example it is not accurate to say that in the case of Option B we only have an estimate of the number of people who will die without getting the drug, whereas in the case of Option B we know that 100 lives would be lost without the dialysis machines.
· In both cases we have only an estimate of the number of lives that will be saved or lost in each case. But, in both cases, the estimate is based on very reliable evidence.
Should we spend more on preventing illness?
· The issue raised here is very relevant to whether more funds should be spent on prevention as opposed to trying to treat and cure 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.
· But it is hard to turn sick people away b/c treating them is too costly, even though their lives could be saved.
The case of risk takers
· An analogous situation would be the high cost of rescuing risk takers, i.e. people who engage in high risk activities.
· Every year gov’ts spend a lot of money saving mountain climbers, hikers in remote areas, yachters, and so on – people who engage in high risk activities. 
· It seems clear that this money could save more lives if it was used in different ways (in health care, for example).
The value of solidarity
· One might object to using the utilitarian principle of maximizing the number of good-quality-life-years b/c it does not give enough weight to the value of solidarity, that is, to the idea of trying to take care of everyone and not leaving anyone behind.
· (But might a rule utilitarian give weight to solidarity precisely b/c doing so helps to unify, and therefore strengthen, society and in this way does actually promote happiness?)
· 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 b/c it would be too costly, b/c spending the money in a different way would do more good. 
· Solidarity, however, would (might) require us to save such patients.
Lecture 12: Alternative Medicine 
Distinction 
Conventional medicine (CM): medical practices accepted and used by the medical establishment/scientific medicine
Alternative medicine (AM): remedies, treatments, or practices used for medical purposes but not recognized or accepted as effective by the medical establishment. (Other terms: folk medicine, complementary medicine, holistic medicine. 
· Note: ‘Alternative medicine’ does not mean non-Western medicine.)  
Characteristics of alternative medicine 
· Often based on “folk knowledge”: ex. on knowledge acquired by the common folk through everyday experience as opposed to knowledge acquired by experts, by scientists.
· Emphasizes a holistic approach to health: ex. effective treatment of illness must take into account not merely the body, but the whole person, which includes the mind, the body, and the spiritual component of the person.  
· Emphasizes importance of natural substances, as opposed to the “unnatural”, human-made drugs, of modern medicine that are produced in the lab.
· Often involves a spiritual or religious component, relationships between the mind and the body.
· Sometimes associated with mystical beliefs or beliefs in supernatural forces or powers.
· Often associated with theories of the body and health that were accepted in the past, for example, hot/cold balance in the body, “bad” air, or “like causes like”.
Examples of Alternative Medicine
· Homeopathy, herbalism, naturopathy, osteopathy, magnetic healing, colour therapy, candling, water therapy, ozone therapy, and countless others ….
More Borderline Cases
Acupuncture, chiropractic, transcendental meditation, massage therapy, psychoanalysis, and others; some doctors would deny that these have any genuine therapeutic value. 

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 CM might be invalidated and become part of AM if people outside of CM continue to recommend it.
Note the Increasing popularity of AM
· 40%, or more, of Canadians use some form of AM
· More than 38% of Americans use some form of AM
· $3.8 billion spent annually on AMs in Canada, and more than $40 billion spent annually in U.S. 
· U.S. Gov’t established and funds the National Center for Complementary and Alternative Medicine (NCCAM) to explore and study (and promote) AMs.
· Ontario College of Physicians and Surgeons recently proposed adopting a more accepting view of AM (for which it was harshly criticized by many doctors).
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 gov’t 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 cheated and suffer financial hardship.
· AMs often give people false hope.
Harriett Hall, Reading 55: “There is plenty of harm in CAM”
“Belief in the efficacy of CAM can lead patients to reject or delay effective treatment. Patients have died. There is a whole website, What’s the Harm, devoted to the harm that false beliefs can do. So far, it has compiled reports of 368,379 people killed, 306,096 injured and over $2,815,931,000 in economic damages. Please go there and look at some of the accounts of patients who have died or suffered serious consequences because of false medical beliefs about everything from acupuncture to vitamin megadoses.”
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
· AMs are usually cheaper
· Often less invasive than CM, can be done at home
· People are attracted by the mysticism or spirituality surrounding many AMs
· AM often consists of natural substances, which many people find comforting, while CM are seen as unnatural, e.g. b/c 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 b/c of its connections with big business
· AMs may seem to work b/c of placebo effect
· Patients just want to exercise their autonomy
Common criticisms of conventional medicine
· Ignores the 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 on curing/treatment of illness and disease, rather than prevention
· Service may be cold, impersonal, rushed, fragmented
· Too much bureaucracy, paperwork, wait times …
Marcia Angell 
“… the alternative medicine practitioners have to pay more attention to you. They have to be gentler, they have to be kinder, they have to be warmer, they have to at least appear to be more compassionate because that's all they have to offer …. I think that medicine and doctors have too often--and let me say this loud and clear--been too arrogant, too busy and too highly specialized and technologically focused. So I think there's a lot to be said for the complaints on the side of complementary and alternative medicine in that department.”
· “We had talked about why do people believe in this so much now, and we talked about many reasons. One reason is that people want to have some control over sickness and death … it's scary, sickness and death and so they try acupuncture plus they try whatever their doctor offers. But there's another thing about alternative medicine and that is the religious appeal, which in my view is perhaps the most important reason. People are now drawn to alternative medicine I believe because of the mysticism, because of the spirituality, because of the offer of transcendence at a time when people aren't finding conventional religion all that satisfying. So it gives them the feeling that their mind has dominion over their body.”
· “… almost all medical schools do in fact offer courses in alternative medicine but they are not about it, and they certainly are not critical courses looking at the evidence for it. They are proselytizing courses and the teachers are proponents and often practitioners of these therapies for which there is no proof whatsoever, and they're indoctrinating the students in it. That's quite different, and that's my concern about teaching it.”
How should the medical establishment respond to AM?
Which of these options is best?
1. Just ignore AM b/c it’s not medically effective.
2. Campaign aggressively against AM – try to educate the public, aggressively criticize AM.
3. Learn from it, embrace the good parts. 
4. Incorporate the parts of AM that are either good, or at least harmless (e.g. acupuncture), into conventional medicine b/c 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 the lack of reliable 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 is based on science 
· therapies, drugs, are not accepted unless there is reliable scientific evidence for their effectiveness.
Alternative medicine is not based on science, but rather on hearsay, superstition, and out of date theories from the past. 
· There is just no reliable evidence that AM works.
This difference is the basis for classifying something as conventional vs alternative medicine.
· Of course, 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 perhaps in cases 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 gov’ts should try to protect the public by discouraging the use of AMs until their effectiveness has been verified scientifically.
The phrase ‘alternative medicine’ is a misnomer
· “There are not two kinds of medicine. There's medicine that has been tested, and there's medicine that hasn't been tested. There's medicine that works, and there's medicine that may or may not work, we just don’t know.”   (from Angell interview)
· In other words: there is real medicine that has been verified by evidence, and then there is pretend, or imitation, medicine, which is what AM actually is.
What is scientific evidence?
· This is a complex question – there are subjects devoted to the study of how scientific evidence works.
· Basically, testing theories or hypotheses means deriving predictions from them, and then conducting carefully controlled tests or experiments to determine whether the predictions are true. Randomized clinical trials 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 b/c it presupposes expert knowledge of the field in question. Reliable testing of hypotheses in medicine presupposes expertise in biology, chemistry and other scientific disciplines.
· Obtaining knowledge of nature can be difficult. It is so easy to be mistaken. There are so many ways in which the process of knowledge acquisition can go wrong. 
· Science is extremely serious about knowledge. It is true that evidence is always a matter of probability – total certainty is impossible. Nevertheless, scientists aim for evidence that provides 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. etc.
Is scientific testing the only kind of evidence?
· Some people say that scientific evidence is only one type of evidence among others:
· If substances have been used as medicines for hundreds, or even thousands, of years, isn’t that reason to believe they have some effectiveness? 
· And there are many reports of illness and disease being cured or treated effectively with alternative medicines. Isn’t “folk knowledge” real knowledge?
Traditional use is no substitute for scientific evidence
· Using something as medicine for a long time can certainly have evidential value. Think of cases like aboriginal peoples using the bark of the willow tree to treat headache. Clearly they had discovered that this treatment is effective – they knew that this remedy works.
· Nevertheless, having acknowledged this, we know that the fact that something has been used as medicine for a long time does not by itself entail that it is medically effective. (Lots of examples can be given where a folk remedy turned out not to be effective.) 
· To demonstrate that a treatment is actually effective, strict controls are needed to provide an objective comparison. 
· If a 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 in science to be sure that it works b/c 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.
· But this, again 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, etc., etc.
Fallacies/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; example of astrology. 
Self-fulfilling prophecy: the placebo effect is a good example – Not the taking of medicine, but the belief that you’re taking real medicine, can make you feel better.
What can be said FOR alternative medicine?
· Often they are harmless, though not always.
· Rejection of AMs by conventional medicine may sometimes be caused by bias.
· Perhaps conventional medicine could sometimes be more willing to test AMs to see if they are effective.
· Even if AMs lead patients to feel better only b/c of a placebo effect, at least the patients still do feel better.
· As a last resort, AMs may give people hope when conventional medicine cannot help them.





