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Bioethics (PHI2396D) – Winter 2012
Introduction to Bioethics/Lecture Notes for Week 1 (January 8-13)

· The scope of the bioethics course itself attempts to answer the many controversial philosophical dilemmas arising in the healthcare field. It is important for us as future practitioners to be fully aware, and be familiarized/reason with these ethical problems at hand.
· Medical technologies are advancing at a rapid rate. Bioethics questions the practice: Should we limit them?
· Who makes the decision for the incompetent?
· Philosophy of Bioethics
· Branches from the field of applied ethics, which in turn branches from value theory and further more philosophy; philosophy literally means “love of wisdom”. To attain truth, one must ask “big questions” and force arguments on their position and be prepared to back it up with their opinions to convince their side is right.
· Ethics: questions pertaining to right and wrong in theory and practice.
· How do we address them?
· For the purposes of this course, we assume humans 1) have free will, and 2) are morally responsible beings who must decide upon how to morally act. 
· Autonomy: the capacity of a rational individual to make an informed, un-coerced decision regarding their body.
Basic Moral Theories and Framework

· Divine Command Theory: “If God says “it’s okay”, it’s okay. Usually morality is passed down through scripture (bible, koran) and/or religious authorities (priests, rabbis).
· Advantages:
· People look to them to make moral decisions, or help understand the unknown through religious leaders if unclear.
· Disadvantages:
· Scriptural contradictions/putting our trust into people? 
· Answers to contemporary quandaries like genetic screening? 
· Contrary religious disputes?
· Picking and choosing: Bias cause you can’t obey some (homosexual behaviours) and disregard others. (two different fibers)
· Moral relativism the view that it is not individual attitudes that determine what is right or wrong, but the attitudes of the culture/place or time in which one lives. (context-specific)
· Since morality is relative to culture, no one culture is right and the other wrong.
· Advantage:
· Therefore, no resolution of a disagreement can be made since we can’t pass judgement.
· Disadvantage:
· Too impractical: “I’m going to mark students based on what they wear to class, and you can’t do anything since you’re not ‘inside’ my viewpoint”.
· “Abortion is her choice. Who am I to say whether she’s right or wrong?”
· Virtue ethics: What makes a good moral person?
· Excellences
· Moral virtues: Examples are kindness, faithfulness, patience, etc.
· Aristotle – Natural (knowledge, friendship, love) vs. unnatural (hate)?
· What virtues should a doctor possess to make rational decisions in a given situation? What response best exemplifies the virtues of a healthcare professional when a terminally ill patient repeatedly asks a nurse or doctor for assistance in dying?
· Advantage:
· Less abstract, more character-oriented decisions to choose ‘right’.
· Disadvantage:
· Help in tough questions?
· Consequentialism: What is moral provides the best (overall) consequences.
· Advantage:
· Strives to maximize overall good which takes into account all those affected.
· Disadvantage: 
· Violates principle (If you opposed killing entirely, theory still suggests you kill).
· Too rigid? Donation when you’re a full-time student, and partying on the weekend examples…
· Favour majorities to the detriment of minorities? (Aboriginal in society)
· “Lousy lover” – Choose strangers over loved ones?
· Utilitarianism: Developed by Bentham, popularized by Mill.
· Action is right if it leads to the greatest/most happiness produced. (1000 people better than less by adding up the total ‘pleasure’, and subtracting from the total ‘pain’.)
· Disadvantage:
· Pleasure as means to quantify?
· The ends to justify the means? In example: Kill baby if utility is high.
· Space-time continuum and Hitler?
· Too impartial.
· Preference: Morally right act produces the greatest amount of happiness.
· Right’s Objection?
· Deontology
· Immanuel Kant – Morality is all about sticking to duty and principles (rights).
· Advantage:
· Categorical imperative example: “Even if killing this person saves ten people, killing is still wrong and therefore I shouldn’t do it”. Makes room for special considerations like family too (duty).
· Gives us now a clear-cut rule to follow by.
· Disadvantage:
· Can’t lie! (Holding Jew’s in your cellar and Nazi comes knocking on your door asking if anyone in the household is one.)
· Situations when moral conflicts are counterintuitive? (lying vs. not letting the innocent die)
· Always treat other people as ends, never as means.
· Essentially, moral law must be based on reason alone without any content of our wants. 
· Feminist ethics
· Status? (Issues in gender role?)
· Care? (Family)

Conclusion
· Moral reasoning in bioethics is all about building plausible conclusions about matters, and having a better idea which is moral and immoral.
· Utilitarian view to the passage about being the architect of the happiness of the world at the cost of the child’s tears?  Yes, since the sacrifice of one child can stop the suffering for the rest of the world (less suffering and more happiness).
· Ethics and the Law
· Would doctors be more inclined to active voluntary euthanasia if it was legal? (without worrying about the paradigm of going to jail, and risk of losing their license)


Week 2: Bare life and Personhood (Tuesday, January 16 and Friday, January 20)

· No ethical theory allows killing of people without some sort of strong moral justification.
· Abortion, defined as the removal of a fetus from the womb to terminate life, is a women’s free choice to end pregnancy.
· Pro-life: anti-abortion; believes in the preservation of human life regardless of the circumstances.
· Pro-choice: pro-abortion; belief individual is entitled to unlimited autonomy in respects to their reproductive systems.
· Aristotelian: Women has the option to avoid/prevent ovulation? (telos)
· Every ejaculation loss of potential? Millions of sperm already “lose” to the finish line.
· Morally required or morally better? (emulated)
· Impartial – Action does not equal inaction?
· Neo-cortex: New memories and traits will render the individuals old self to be destroyed and violated. Is this ethical?
Abortion

· Conservation view
· The killing of a human being is morally wrong.
A fetus is a human being.
Therefore, killing a fetus is morally wrong.
· Human being?
· No point refuting even by advocates of pro-choice in biological sense since fetus contains HUMAN GENOME.
· Personhood: human in the moral sense.
· Attacking the second premise, advocates say fetus is not human in a MORAL SENSE (not a PERSON).
· Species membership: We also have moral duties to beings not sharing our genome.
· Mary Ann Warren (pro-abortion philosopher)
· Argues a person is something with sentience, emotions, reason, communication skills, moral agency, and a sense of self.
· Since fetus only possesses sentience, it is a marginal person at best and therefore shouldn’t be weighed as much as a regular human.
· Bare life
· Neo-cortically dead patient is example.
· Opposite is qualitatively rich life (as evident by a conscious human being). 
· Grey areas
· Fetus develops into more of a person over-time; therefore, intuition says it’s better to terminate early rather than later?
· Can you draw a definite line though – to say that before or after a certain date, abortion becomes permissible?
· Implications of personhood strategy
· Some humans may not count as persons?
· Infants, coma patients, intellectually disabled, individuals with dementia, etc.
· Do we kill these people? Some non-human animals can fall under the definition of persons also. (Apes?)
· Advocates reiterate they are not merely potential, but rather an actual person whose personhood is suspended.
· Another pro-abortion strategy: Killing is always (not) morally wrong.
· Exceptions all the time including…
· Euthanizing certain patients, self-defence murders, and criminals on death-row.
· Anti-abortion
· Maintains regardless if fetus possesses any attributes of a person, it has the POTENTIALITY to become one.
· Potential ˃ Actual? Does a mothers autonomy (rights to self-determination and bodily integrity) outweigh fetus right to life?
· If you kill a fetus, do you deprive it of a valued future as a potential person?

· John Finnis (extreme conservative view): Personhood begins at conception (life beings at fertilization).
· Killing humans is wrong, since fetus is a human with potential or personhood.
· Argues even the one-cell zygote already has capacity to perform human functions such as self-consciousness, rationality, and choice. It is already a morally significant being
· Essentially, fertilized egg has the same status as person.
· Implications:
· Everything that is intended to terminates the fetus`s life is impermissible (even pregnancy due to rape). Women must go through with the pregnancy, because she is somewhat responsible – even if her life is on the line.
· Contraception wrong?
· Michael Tooley (liberal challenge to conservative view): To have a right to life, entity needs to possess a concept of self; that is, be capable of desiring to continue existing as a subject of experiences and other mental states. Fetuses do not have this.
· Experiences capable of thought and reason. The being has a desire to live, and for future ambitions.
· One who lacks this is not a person. This then suggests infanticide is permissible since very young infants, who lack this ability, are not persons and nonhuman (animals and extraterrestrials) who possess it are also persons. 
· Tooley says POTENTIAL to become a person is not sufficient enough to give fetuses a right to life.
· Sleeping persons, although unable to exercise the capacity to desire their own continued existence, are still persons because they still possess capacity before (and when they wake up after) whereas fetuses has never.
· Which stage in the development of a human being does it cease to be morally permissible for infanticide? How can you draw a line at one point since it is gradual and continuous? 
· Tooley argues it will be within a short period of time after birth.
· We might have to expand the scope of our moral dogma to include beings other than human since it might be required.
· Judith Thomson: Accepts conservative view that fetus is a person, but argues that every person DOES NOT have a right to life.
· Fetus is a person well before conception (physical characteristics such as face evident from 10 weeks).
· How is abortion not always wrong? Her example of a thought experiment (imaginary scenario) – being abducted and an unconscious violinist plugged into your circulatory system due to a kidney ailment (you have the right blood type); illustrates that is it implausible to claim that one person`s right to life always outweighs another person`s rights.
· You have to remain in bed for nine months, at which point he’ll wake up and you can get on with your lives.
· In this case, the rights of women to control their own bodies. The violinist may die if you unplug him, but alright because he does not have the right to that body as it was not voluntarily given to. It would make you generous, but in no way would it be unjust if you pulled the cord. It cannot be something he can claim as his due since you didn’t choose to be in this.
· On the topic of pregnancy, she states the fetus only has a right if the woman was somewhat responsible for its presence in her body.
· Aborting it at an early stage embryo is probably fine as compared to one during the third-trimester.
· In case of a rape, the woman bears little responsibility and would be thus justified in having an abortion. Nobody should be punished to make large sacrifices to sustain life if they aren’t obligated to do so.
· In terms of contraception, it’d be unjust since she has consented (and fully aware when engaged in sexual intercourse of the consequences) to be “plugged in.”
· Marquis: Abortion, except in exceptionally rare cases, seriously morally wrong.
· What is it about killing that makes it morally wrong?
· Immoral in the sense it is wrong to end a life; not because the fetus is a person or potential person, but rather killing it deprives it of its future. (No future means no experience, enjoyments, and so on)
· Does not rule out euthanasia, because killing a person who wants to die when he or she faces a life of pain and suffering does not amount to depriving that person of a valuable future.
· Implications: Only if future conscious life will be of value to you (case of individual in comatose?) will be beneficial.
· A “Future Like Ours” (FLO)
· Marquis reasons that if it is wrong to deprive you of a future conscious life of value by killing you, then by analogy it is wrong to deprive another entity of a similar life.
· “Killing is wrong when it deprives her of a future like ours”.
· Concludes that it is wrong to kill a fetus since it deprives them of a FLO.
· Not speciesist: theory also claims it would be wrong to kill nonhumans, if they had futures like ours.
· Depriving future of egg and sperm?
· Mother-Fetus Conflict
· Purdy: Prenatal and even preconception events can affect the lives of future persons.
· Lifestyle choice by the women may have an undesirable effect of the person her fetus will become; poverty, lack of access to medical care, dangerous work environments, and so on put burden on womens and thus their kids.
· More concerned about when people focus on the moral issues regarding the fetuses, they often neglect and leave women out the picture and so lead to invasion of their bodies and their liberties. They are intertwined!
· Cases of involuntary Caesareans performed; women are literally just fetal containers whose rights are sacrificed for the welfare of the fetus.
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Week 3 (Lecture 5 and 6)
Experimentation on Animals

· Animals are persons?
· Persons are defined as beings possessing certain morally relevant psychological properties.
· Therefore, some non-humans can be counted towards as persons?
· Vivisection and animal experimentation
· Most literature on animal ethics contains many arguments about eating animals.
· We will strictly deal with practices that have a direct bearing on medicine and the life sciences.
· Vivisection = experimental dissection of living animals.
· Animal experimentation = experiments harming animals without vivisecting them. (animals are given diseases)
· Immanual Kant
· Regarded as one of the most famous deontologists of our time.
· Argues against animal cruelty on the grounds that it adversely affects humanity.
· We have indirect duties to non-human animals. Direct duty proposes beings themselves count. Difference between animals and non-animals is that we have rationality (reason).
· Animal cruelty may harm humans on two counts:
· Animal is someone’s property, and therefore you are harming harming people by harming the animal.
· Being cruel to animals hardens us against cruelty to other humans, and desensitizes us.
· On vivisection: Argues that it is cruel, but also
· Justifiable since human is the end and animals are a means to the end.
· Praiseworthy cause it benefits human and science.
· Jeremy Bentham
· One of the first Western advocates of animal rights.
· Because ‘pain’ is evil wherever in nature, the suffering of animals must be taken into account. He lowered the bar to ability to feel pain and pleasure.
· “Can they suffer?”
· Bentham on vivisection: Not oppose?
· Based on a utilitarian view, since it’s bring benefit to humanity in general, they increase utility and therefore acceptable.
· Peter Singer: Most influential/controversial utilitarian for animal liberty.
· “All animals are equal” – Humans/non-humans are equal.
· Aren’t we more impressive creatures? 
· To say that, is to say men and women are equal in strength (by group). It would be illegitimate to infer men and women are morally unequal because of this. Similar irrelevancies would result from other arbitrarily and irrelevant selected criteria such as intelligence; does the more superior group deserve greater moral consideration?
· What about comparing individuals? Strong man = weak man in moral sense?
· Men and women are equal since they are sentient, self-aware persons: We take into account suffering and happiness.
· “Equality of consideration” – calculation of the suffering/happiness of each is to be counted, and counted as equally important. (i.e., Tamils count the same as Lebanese)
· Singer and Animal Rights
· Because non-human animals are capable of suffering/happiness, the deserve equal consideration; thus, equal to humans in moral deliberations.
· They do not share all human rights however. Example is a male human who does not have the right to an abortion cause he does not have the reproductive system nor fetus to comment on the issue.
· Speciesism: Those who agree animals suffer, yet have a bias towards human and discriminate on them solely on the basis we’re different species.
· Why do we not experiment on the intellectually impaired (marginal beings) rather than animals if it could help humanity? Most people would choose a healthy adult baboon over a human (richer life?).
· Structurally on par with other forms of discrimination (racism, homophobia, etc.)
· Most animals from experimentation die for relatively little or no human benefit.
· R.G. Frey: Agrees animals count, but holds that richness of human life gives some humans greater moral weight than animals.
· ‘The unequal value thesis’ – Suffering of non-human animals must be taken into account, but the lives of most humans should be valued higher than those animals.
· Why? Normal humans have a capacity to live lives far psychologically richer than any animal.
· Human interests are given preference over animal interests due to their overwhelming richness.
· Exception in the marginal cases of those brain damaged; morally speaking, they have less count than some animals.
· Frey on animal experimentation: Justified by the benefits it produces.
· Accept it on the grounds of the benefits it produces (utilitarianism).
· Experimenting on humans lacking rich lives? 1) Fall below animals in count, and 2) far more accurate/applicable results.
· Dilemma?
· If it is not morally permissible to perform experiments on any beings, then we must overhaul our scientific practice.
· “We could never vivisect a marginal human being, because he/she belongs to a greater and noble species.” – Paton, who can be criticized by Frey as a speciesist on his stance of species membership.
· Communication, analogies of experience, shared empathy, laws, etc.
· In conclusion,
· If we believe in personhood, we must seriously commit to animal rights as well;
· If we dismiss it, we fall prey to speciesism since we can’t come to terms with what it entails – that marginal human case can be weighed less than some animals.

Week 4: Lecture 7 + 8 (Monday, January-31 and Friday, February-3)
Euthanasia and Assisted-Suicide

· Future practitioners have to make moral judgement calls.
· You can still believe that killing is wrong in face value, but still be an advocate for euthanasia.

· Conventional doctrine: Passive sometimes permissible, but the former (active) is always forbidden. 
· Challenges
· Active in more cases more humane than passive, leads to decisions concerning life and death on irrelevant grounds, rests on a distinction between killing and letting die that itself has no moral importance, and common arguments in favour of it are invalid.
· “Use of extraordinary means to prolong life when biological death is imminent.”
· If pain is unbearable to a patient dying of incurable cancer of the throat, would ceasing treatment the right thing to do since the individual is going to die anyways and prolonging his suffering would be needless? But withholding treatment can make the patient die longer; more suffering would result then if a more direct action (lethal injection) wasn’t taken. Active euthanasia would be preferable in this case.
· Allowed to die is slow and painful, whereas injection is quick and painless.
· Down syndrome’s case: Infant born with congenital defects unrelated to the disorder – Do we choose to operate? No, since baby has Down syndrome and will not live a normal life anyways.
· Doctor’s experience noted as ‘emotionally exhausting’ to watch natural forces (dehydration and infection) sap the baby’s life away.
· Matter of life and death is being decided on irrelevant grounds (Down syndrome or intestines the issue?).

· Euthanasia is humane killing to end suffering; not assisted suicide but more of a mercy killing. Derives from Greek – literally Eu meaning good, and thanasia = death.
· Types of euthanasia: active/passive
· Active is direct intent to kill (injection).
· Passive is ‘letting go’ naturally, and/or withholding treatment leading to cessation of life.
· Voluntary: patient requests to be euthanized
· Involuntary: euthanized against wishes
· Involuntary example is the systematic euthanasia of disabled people during the Nazi regime; rarely occur as people don`t intend to kill for no reason.
· Non-voluntary: can`t speak for self (coma induced), so doctor/family make the decision to go ahead and euthanize. (not involuntary since they did not express desire)
· Morally problematic to decide for her? If one is vegetative (death of neo-cortex), and cannot speak for himself, do we keep him alive for the sake of possible future innovations in neuroscience that might be able to revive him? Advancements are most likely not probable cause you can’t create a new brain as memories are only built from past human interactions. No, since if she will never be the conscious person she once was, what’s the point of keeping her alive through artificial nutrition?
· Sanctity of life: Not about the quality of life, but more so life itself is valuable. (Terry’s case in the United States regarding removing of feeding tube)
· Dignitas: Private, non-profit euthanasia clinic in Switzerland to painlessly end one`s life; hefty price ($75,000) but it is a rigorous and regulated process by psychiatrists (check for competency).
· Costs for ending life vs. cost of sustaining it?
· Physician-assisted suicide: Doctor or patient to blame? 
· Is suicide counterintuitive?
· Sue Rodriquez case: ALS patient, who has lost much of their motor functioning, got denied by court despite continuation of life will just lead to more complications.
· Example with personhood; can`t draw a line in the spectrum between fetus and adult since it is arbitrary. If we can`t differentiate differences, then it`s illogical.
· Baby with trisomy-21 (Down`s syndrome) or severely disabled newborn; kill (active), or let it die (passive) in two years (the usual mortality date) which is the inevitable outcome (prolonging death). Is there a moral difference between the two methods?
· Non-voluntary since baby has no say.
· James Rachels: Questions if killing morally worse than letting die? 
· A lot of policies are driven to say the former is worse.
· Smith and Jones scenario. (Stand to inheritance if anything happen to their six-year-old cousin)
· One actively murders; the other passively lets him die when he could have saved him.
· Either behaved better morally since outcome same? BOTH wrong since both had the same motives and intentions (premeditated) for their own selfish gains.
· By failing (omitting) to act, you are still acting in a particular way.
· Not acting (inaction) is ACTION.
· There is no moral difference.
· Is the law forcing doctors to practice a certain way?
· Hippocratic Oath?: “Above all, do no harm”.
· Active illegal whereas passive is legal?
· Winston Nesbitt: There is a distinction between the two. Killing is worse than opportunists.
· Jones is more opportunist than Smith in the case (agents/motives different). If the kid regained consciousness the second he was to be seized, he wouldn’t have killed nor let him die. He is spared by a fortunate ‘fate’ outcome, and less reprehensible.
· Helga Kuhse: Challenges Nesbitt that there is no difference, and sometimes it’s better to kill than let die.
· More bad consequences (suffering in utility terms) when you let die.
· Driver shooting trapped co-driver in burning truck analogy: Burning, he pleaded to take a rifle and shoot him (he shot him).
· Agent not personal gain, but compassion.
· People questions law which allow people to die an agonizing slow ‘natural’ death, but not given painless injections.
· Terminally-ill and incurable patients with degenerative diseases standardly refuse life-sustaining treatment, and doctors allow these patients to die for the sake of the patient.
· Therefore, active should be legalized to negate unwanted pain for the patient, and give him/her a more dignified death. Sometimes it’s better.
· Public policies should allow for euthanasia practices.
· Does the character of a healthcare professional affect the moral decision? Most people would let them be the moral agents; others suspend their own judgment.
· What constitutes low quality of life? Homeless person complaining about emotion trauma; does he apply? This is a HUGE topic for contention, and thus a gray area.
· Medical notion (definition) of death as cessation of heart, or ceasing of cognitive function? Not entirely empirical.

Week 5: Lecture 7 + 8 (Monday, February-6 and Friday, February-10)
Human stem cell research

· Parents with children who have diseases affecting the blood or immune system often decide to have another child; in hope that this child will be a histo-compatible match for bone marrow or umbilical cord blood stem cells for the existing child.
· Is it ethical to conceive a child in order to serve as an organ or tissue donor for an existing child?
· Two options come about from this: prenatal testing/diagnosis followed by selective abortion (if child is affected by disease and a match), or preimplantation genetic diagnosis and selective transfer of embryos (to ensure the second child is disease free and perfectly matched embryos are transferred to woman’s uterus).
· How do we restrict, regulate, or provide support for these practices?
· Hematopoietic stem cell transplants have become the treatment of choice for many malignant/non-malignant diseases, including leukemia, Hodgkin’s disease, sickle cell disease, thalassemia, and congenital hematopoietic disorders such as Fanconi anemia.
· Problem is obtaining these suitable cells; siblings are the best choice.
· If unrelated donor, child faces risk of infections and graft-versus-host disease (white blood cells attack host).
· Umbilical cord blood from an unrelated donor has ameliorated some of the problems associated with marrow donation, but still high risk of opportunistic infection and graft failure as well as fewer neutrophils recovered.
· These limitations opted some parents to consider conceiving another child.
· Parents have one in four chance of naturally conceiving an HLA-matched child.
· Child’s right and welfare?
· Interests ignored/compromised for the sake of the child?
· Perhaps parents already planned on having a second child, and the event just spurred them to reproduce earlier than they intended – and the birth of the child creates a powerful bond regardless of circumstances
· Hematopoietic stem cells usually obtained from umbilical cord blood, so no physical intrusions will occur on the child.
· Failure or success in saving the older child will affect the welfare of the new child; if transplant cures the child, the second child will have made a momentous contribution – yet if it fails, parents are left with a healthy second child who have helped them to try and save the first (something that would have been impossible without).
· Aiding an existing child is as VALID as many other reasons that motivate people to reproduce (to continue one’s lineage).
· A more ethical dilemma would be if the parents sought to have a child merely to serve as a stem cell donor (resource to serve the needs of others).
· Parents are not morally or legally obligated to conceive another child to benefit an existing child.
· The parents’ commitment to loving and nurturing the second child is the key factor in determining whether conceiving another child to benefit the former would be acceptable.
· Prenatal Diagnosis
· Inform parents both whether a fetus has the disease and, if it does not, whether it would be a close HLA match for the child they already have.
· Alternatives?
· Terminate pregnancy?
· Issue of abortion arises – disrespectful of human life to create and then destroy a healthy human fetus merely because it lacks a genetic trait (HLA-matching genes) useful to another person.
· Aborting when fetus is a good match and sufficient hematopoietic stem cells for transplant could be retrieved from fetal remains (in cases where mother is not prepared to rear).
· Aborting for the purpose of obtaining fetal tissue for a designated recipient is a felony punishable by up to five years in prison.
· Preimplantation Genetic Diagnosis (PGD)
· Provides advanced certainty about whether a child is affected and would be a good HLA match.
· Advantage is that it provides this information prior to implantation and pregnancy, thus making it possible to select embryos rather than fetuses.
· Likelihood of success
· Practical barriers:
· Efficacy, access and cost – In vitro fertilization (IVF) success rate for women under thirty-five has a take-home-baby rate 30 perfect or higher; few centers provide PGD and; $15-20,000 per IVF cycle?!
· Embryo status
· Because of the use of IVF and PGD permits the transfer of only the selected embryos, it also involves the intentional creation of embryos that will not be transferred to the uterus.
· Lacks inherent moral status?
· The slippery slope
· Some worry using this procedure to obtain stem cell transplants makes it easier to use reproductive technology for negative selection or eugenics.
· If unaffected embryos can be created and then rejected because they lack a genotype that makes them useful tissue donors, then why can they not be created and discarded for other utilitarian reasons?
· The fear is that it will lead to widespread use of PGD and genetic technology to choose, exclude, or alter genomes of offspring as parents choose.
· Some cases of gene alternation might turn out to be medically desirable and ethically acceptable; one example might be gene therapy to remove genes that cause major congenital malformations.
· Embryonic Stem Cells
· Producing hematopoietic stem cells directly from embryonic stem cells, thus avoiding birth of a child.
· It would require skill in directing embryonic stem cells to produce the hematopoietic stem cells needed.
· The possibilities of this would be unlimited supplies of stem cells available for therapy.
· The federal government does not fund PGD for HLA selection, but public restrictions do not prevent private funding of conception, prenatal, and embryo selection practices.
· Irrational and inhumane proposition to regulate embryo stem cell research under a national system? (Adult stem cells)
· Embryonic stem cell research will improve ‘the human condition’.

· Main objection of use of PGD is that it objectifies child by turning it into a mere tool.
· Whitaker family case made it clear their primary purpose of conception was to save their older son.
· Falls into objectifying trend in two senses:
· Literal – uses human beings (as means to the end) as sources of biological spare parts (machines); not as a child but for genes.
· Ethical – pushes instrumentalisation of human life (means to an end) arising to more worse in the future such as cloning?
· Turning kids into things (‘designer babies’) as consumer goods – playing God.
· Leads us to slippery slope: “if we’ve accepted X in the past, so there’s no reason for not accepting Y”.
· Must not make public policy on the basis of individual families’ desperation.

· Opponents say extraction of stem cells from embryo requires its destruction (death of embryo) which is immoral since life begins at conception – equivalent to killing a human; proponents advocate that tiny blastocyst has no human-like features, and stem cells have the potential to provide treatment and cures to many degenerative diseases such as cancer, Alzheimer’s, MS, Parkinson’s and more.
· Beneficial use of embryonic/fetal tissue that would otherwise be lost or destroyed for research and therapy?
· Ethical issues:
· Differing views to the ethics of sourcing stem cells (adult vs. fetal).
· Embryos and fetuses deliberately used as means to be sources of stem cells; intended to survive harvesting and grow into healthy adults?
· Women’s rights? (risks involved since they are the most proximate sources to embryo material and cord blood)
· Free and informed consent? 
· Importance: 
· Generate cells that can be employed in therapy; conditions which tissue is damaged, we are able to repair them. We can grow tailor-made organs since few there are stem cells in pancreas and heart as adults, and therefore could save lives of millions.
· Imperatives:
· Research vs. enchancement.
· Immortality through the regenerative power of stem cells?
· Inserting stem cells into brain for higher functioning. (Wouldn’t everyone go to Oxford then?) Changing our genome by adding a manufactured gene sequence to protect us from disease and live longer via directed evolution?
· Concequence – By altering ourselves, we lose our fundamental nature; going against natural selection.
· UK became first country to approve HESC research.
· Under the 1990 Human Fertilisation and Embryology Act, research of embryos permitted to investigate problems of infertility and other limited purposes (stem cells now). Human reproductive cloning ethically unacceptable.
· Regulatory frameworks of the EU for stem cell research range from no legislation to absolute prohibition. 
· Human cloning banned by the Charter of Fundamental Rights of the European Union in 2000.
· Rich will prosper while the poor will suffer?
· Because of the regenerative properties of stem cells, stem cell therapy may always me more than therapeutic – it may involve genetic enhancement of human functioning and indeed the extension of the human lifespan.
· Cloning is an area of contention as well.
· More therapeutic promise from human embryonic stem cells rather than adult cells, but there been developments in deriving the latter.
· Principle of waste avoidance
· Right to benefit people, if we can, and wrong to harm them; faced with the opportunity to use resources for a beneficial purpose when the alternative is that those resources are wasted, we have powerful moral reasons to avoid waste and do good instead.
· Lessons from sexual reproduction
· Natural procreation without any medical assistance.
· For every successful live birth, there are early embryos that have been lost or ‘miscarried’. Then those who hold moral significance for embryos should be no more justified in discounting the lives of viable embryos (inescapable consequence of pregnancy).
· Assisted reproduction technologies (ART) should be relegated since spare embryos will be sacrificed anyways. Similar to natural sexual reproduction that emrbyos are created only to die.
· Doctrine of double effect: motives are clearly irrelevant to the issue of their responsibility for the consequences of their actions.
· The use of HESC for therapies designed to save lives and ameliorate suffering are purposes of moral importance comparable to those attempting to have children by sexual reproduction?
· Instrumentalization
· The facts of life/natural reproduction show that the creation and destruction of embryos are something that all those who indulge in unprotected intercourse and certainly all those who have children are engaged in.
· We are all consenting participants.
· All embryos should have some chance of benefiting from a full normal lifespan.
· Each have a chance of survival?
· Embryo-sparing ART
· ART engage in destruction of embryos at a greater rate than need be.
· Creating a single embryo by IVF more embryo-sparing than normal sexual reproduction.
· The natural is not connected to the moral.
· Because we accept that some embryos are produced only to die in natural procreation, it must be of sound moral judgment also to accept the sacrifice in the case of embryos used in stem cell research.
· Born to die
· If the parents are responsible for the deaths of the embryos lost as a result of unprotected intercourse, they are also responsible for the deaths of their children lost in old age.
· Current federal law in the United States prohibits the use of federal funds for “the creation of a human embryo” explicitly for research purposes.
· Normal reproduction involves a process in which a human embryo(s) are destroyed though.
· Consistency about abortion and assisted reproduction
· Permissibility is considered greater at very early stages of pregnancy.
· Most commonly accepted ground is to protect life/health of mother.
· IVF involves creation of spare embryos produced only to die.
· Faced with the opportunity to use resources for a beneficial purpose when the alternative is that those resources are wasted, we have powerful moral reasons to avoid waste and do good instead.
Week 6: Lecture 9 + 10 (Monday, February-13 and Friday, February-17)
Prenatal screening, sex selection and cloning

· Sharp incline of Down’s syndrome after the age of 35 for females. Can be prenatal screened through amniocentesis (amniotic fluid is sampled from the amniotic sac to examine abnormalities).
· Elect for abortion since they do not like results.
· IVF is literally test-tube fertilization in which embryo is implanted into the uterus; several embryos are attached in case which is why there are a high chance of having twins.
· Preimplantation genetic diagnosis is screening of these embryos, and ensuring none of those embryos are affected with an autosomal disease.
· Negative – screening out (therapy?)
· Positive – select for embryos with certain traits (enhancement?)
· Porfit’s Paradox: Identity preserving and identity affecting actions.
· Is it an indecent/immoral reason to have a disabled child, so they are utterly dependent on you?
· Cloning should be used as a reproductive strategy if mating is not possible, and was made available to the public?
· Cell mass division
· Somatic cell
· Nuclear transite?
· Sperm can be created biologically from somatic cells of two lesbians?!

· Factors to consider when having children include:
· Environment? (i.e. poverty)
· Risk of passing harmful diseases to offspring
· Those who object abortion argue doing so would undermine our conviction of being equal (humans); but by aborting those who are genetically challenged, you prevent the development of persons who are more likely to live miserable low-quality lives.
· We can harness the power of prenatal testing to determine whether possible children are at risk before they are conceived.
· Morally wrong to conceive if there is a chance of transmitting a genetic disorder?
· Huntington’s disease is an example.
· Autosomal dominant, passing from one generation to the next via affected individuals. (50 percent risk of inheriting the gene and developing it)
· Prenatal screening can tell us whether a fetus has inherited a defective gene.
· No one wants a loved one to suffer in this way.
· Reasons to procreate include continuing one’s genetic line, experience family life, gratification of producing partial replicas of oneself and benefit economically.

Week 7: Reading Week

Week 8: Lecture 11 + 12 (Tuesday, February-28 and Friday, March-2)
Gene therapy and eugenics

· Take provisional stance, and be absolute.
· Genetic therapy/intervention can be therapeutic, or used as enhancement.
· Two types:
· Somatic is body cells.
· Germ line is sex cells (germ cells); heritable since contains our DNA, and therefore you can manipulate heritable traits.
· Unforeseen consequences.
· Doctrine of double effect – Aquinos: You might find yourself in a situation where the consequences are problematic (intent to save mother is fundamentally good but results in the outcome of the death of a fetus).

Week 9: Lecture 12 + 13 (Tuesday, March-5 and Friday, March-9)

Organ donation

· Organ transplantation involves solid organs and tissues that are removed from the body of one individual (organ donor) and placed into the body of another.
· Taken from living and dead.
· SAVES lives.
· Frees patients from dependence on expensive medical technology and allows them to resume an almost normal mode of existence.
· Economically more cost-effective than continued renal dialysis of patients.
· Therefore, transplantation emerges as an appealing ‘health-care modality’.
· Demand is increasing, so there is currently a shortage; people are dying while waiting for an organ. As prices for organs go up, it will eventually be alleviated.
· Blood is a renewable resource treated as a commercial commodity.
· Countries like Canada, Australia and Britain have “opting in” systems where people can volunteer to donate organs after their death.
· France, for example, has “opting out” – all citizens are potential organ donors, unless they withdraw their presumed consent (competent person’s consent is “full and binding”). This means no one else needs to be asked for permission, and is signified by an organ donor sticker on the person’s driver’s license.
· Who should have access to the resource since not available to everyone?
· Unavailable to the majority of patients in most developing countries.
· Massive transfusions needed for a single open-heart operation (60).
· Only half of a population is medically eligible to donate.
· Human blood deteriorates after three weeks.
· Donation is considered a “free human gift”; act of free will with no monetary value or rewards.
· By commercializing it, the system: wastes blood, more overheads and paperwork.
· A way to increase the number of organs for transplant might be to offer financial rewards to donors. (Dr. Death in India)
· Poor are “walking organ banks” – the rich would take advantage and exploit the poor by offering such high prices (which are usually still underpaid in context) for human organs that the poor would be unable to resist.
· Objection: Lessen the poverty until organ selling no longer seems the best option.
· Central purchasing system to provide screening, counselling, reliable payment, insurance, and financial advice (regulating the trade and seek fair distribution).
· Independent trusts to fix charges and handle accounts to ensure fair play and high standards.
· Women and children would be susceptible of becoming vendors.
· Presumed consent legislation: Some countries have passed laws which mandate that, unless people have explicitly stipulated that they do not wish to be organ donors, their organs will be retrieved once they are dead.
· Reluctance may  be grounded in religious precepts which construe the removal of an organ as the sacrilegious mutilation of the body.
· Other may be based on a mere misunderstanding about the process of retrieval itself and the nature of death.
· Many potential donors are simply unaware of the option of donation.
· Donor register?
· Quantifying life by selecting one healthy person to be killed over two dying ones that need organ transplants (ought to save two lives at the cost of one over one life at the cost of two).
· Doctors responsible if he refuses to treat?
· Only responsible for the death of someone whose life he might have saved if means were available.
· “Why should we be the ones to die simply because they are so unlucky as to have disease organs”
· Propose an organ lottery
· Everyone gets a number, and a central computer supplies a donor at random who will get killed for the sakes of organs on the basis of utilitarian purposes.  
· Number of untimely deaths each year might be dramatically reduced – everyone’s chance of living to a ripe old age might be increased.
· If someone resists on the grounds no one had a right to take life, we regard them as a murderer.
· Unfair to allow people who have brought their own misfortune on themselves to benefit from the lottery.
· Smoking and cancer? Drinking destroying liver?
· Chances of being called slimmer than the present risk of being killed on the roads.
· Valu e of society lies in its having as many healthy units as possible, rather than individual as interchangeable ones.
· Plausible objection is the reluctance to play God.
· Not ‘natural’ to prolong life.
· Lottery scheme eliminates the arbitrariness of life decisions to the doctors, and removes genetic inequality out of the equation.
· Difficulties implementing the lottery:
· 1. Decide whether or not a person brought his misfortune on himself.
· Moral difference between killing/letting die?
· Human life?


Week 11: Lecture 16 + 17 (Tuesday, March-27 and Friday, March-30)

Informed consent and patient autonomy

· Autonomy and consent: the capacity of a rational individual to make an informed, un-coerced decision regarding their body
· Liberty
· The only purpose for which power can be rightfully exercised over any member of a community, against his will and warrant, is to prevent harm to others.
· When it merely concerns himself, the individual is sovereign; over himself, over his own body and mind.
· Abstract right? (independent of utility?)
· A person may cause evil to others not only by his actions but by his inactions.
· Every human being of adult years and sound mind has a right to determine what shall be done with his own body; any surgeon who goes against this or without consent commits an assault and liable to damages.
· True except in cases of emergency where patient is unconscious.
· Amputees by Choice: Competent individuals who aren’t physically sick requesting amputation?
· Unintentionally might harm or kill themselves?
· Apotemnophilia – an attraction to the idea of being an amputee.
· Suffix –philia means it is under the group of psychosexual disorders called paraphilias.
· Extremely rare cases; not a psychiatric disorder but a neuropsychological one.
· Sexual desire or simply just to gain sympathy from others (body dysmoprhic disorder)?
· Not happy with present body…
· Type of cosmetic surgery similar to breast-reduction surgery where a person might want to have healthy tissue removed?
· Antidepressants like Prozac curing unwanted sexual desire?
· Identity built around a desire.
· If the niche disappears, the mental illness disappears along with it.
· Medicalization: the way a society manages deviant behaviour by bringing it under the medical umbrella.
· Homosexuality classified as a psychiatric ailment under APA until 1970s.
· Normalization bring back the person within a range considered normal, or at least aesthetically acceptable.
· If doctors started amputating, would the spread of the desire increase?
· Likely not; if by some strange chance more people did ask, it is due to the fact people with the desire would be encourage to “come out”.
· Future amputees understand life will not be easy, problems ranging from mobility to their social lives as well as willing to pay their own way.
· Surgeons made the human body fair game; suck fat from thighs, augment breasts, etc.
· “My life inside is just too hard to continue as is”.
· Consent has three modifiers: informed, voluntary or full.
· In one form or the other, modern medical ethics could hardly function without consent.
· Abandoning Informed consent?
· Clinician can hardly guess what is in the overall best interest of the patient, so should not be able to propose a course of action just for a mere consent or refusal on the patient’s behalf.
· What is the best clinical judgement and what’s best for the patient is two different things. The absolute best choice might not be made, and this is the difficulty.
· Concept no longer adequate for contemporary medicine; cannot legitimize clinical decisions that are ‘doctors orders’ cause of ‘what is best in the patients interest’.
· Hippocratic oath says nothing about consent – relatively recent phenomenon.
· Patient concurrence in medical interventions only first rose in research involving human subjects (Nuremberg Code).
· Patients can have the right to consent and refuse consent to certain kinds of treatment.
· Implicit or presumed for routine procedures, and explicit for special and complex ones.
· The clinicians number one goal should be what is in the patient’s best health interest; there is no reason to assume that a health professional can be expected to know what will promote a patient’s welfare and thus cannot account one’s complete desires.
· Well-being has many different elements, so how can one doctor fulfill all these dimensions of happiness? The medically best strategy is usually declined. And even if they offer a proposal, it’s usually that they use their own personal judgement to guess what would be the best course of action.
· Liberal alternative?
· Concept of choice – patient would be presented with a list of plausible treatment options, together with a summary of the potential benefits and risks of each.
· Could replace consent as the basis for patient involvement in health care decisions.
· Cons: option of suicide?! (may be too offensive)
· Rational Desires and the Limitation of Life-Sustaining Treatment (Julian Savulescu)
· For the incompetent…
· The President’s Commission Report argues that treatment ought to be limited if the patient would now desire to have treatment withheld.
· Shows respect for the patient’s autonomy.
· Autonomy is self-determining, choosing a course for how one’s life to go through time and judges what is best for self.
· Three elements for rational desiring:
· 1) collecting knowledge of relevant information and options,
· 2) logically evaluating with no correctable errors of that info and
· 3) vividly imaginating of what each state would be like.
· Objections: a) uncertainty and unknown and b) impulsiveness and choosing to ignore available facts?
· Rational desire can be actual (non-counterfactual) or hypothetical (counterfactual) sense.
· Necessary to present at least two alternatives to one-self.
· Autonomy as a dispositional concept?
· Having a tendency to realize what we judge to be best for ourselves.
· Ulysses and the Sirens?
· Desire not satisfying conditions is non-rational, or obstructive.
· Ulysses’ strongest desire was that his men release him, but it was irrational.
· He did ration a desire to live
· It is respect for his autonomy they restrained him.
· Mrs X
· Suffering diabetes, she refuses prosthesis as a result of her complications with her foot which required amputation (did not want to be depended on). Efforts failed to try and convince her. Gangrene eventually set in. On death’s door, they cajoled her into consenting a knee amputation although this is not what she wanted and incompetent to make a decision. The infection cleared, she went to rehab and now has two amputations. She failed to vividly imagine what life as an amputee would be like, as well as fail to believe she would not be independent.
· No differences in QOL?
· Contract and loss of aversion distorts evaluative experience: exposure to repeated or frequent stimulation produces a neutral subjective state – paraplegics adapting to their level of function?
· Tendency to overweight one’s present state or mood, and discount the future.
· Usually undermine their utility.
· Substituted judgement – what the patient would rationally prefer were she competent now.
· “Sufficient evidence” must be needed.
· Exceptions to these are if…
· 1) Individuals have not clearly expressed the relevant preferences prior incompetence, or
· 2) Patients have never been competent.
· Mrs X would rationally desire to be treated now, rather than die previously in her former wishes due to her false belief (death is obstructive).
· Without a plan, a person cannot be autonomous. Otherwise, treatment should promote that patient’s best interests.
· Interests is based on a societally shared criteria.
· Hedonistic
· Happiness of pleasure is valuable; unhappiness or pain is negative.
· Desire-Fulfilment
· Life continues if one’s desires are satisfied.
· Objective List
· Certain activities are objectively good, like engaging in meaningful human relationships.
· Restoring the hearing from a deaf person may make him medically better, but possibly alienate him from his community?
· Sometimes, you have to make amends in terms of your autonomy and not in terms of your interests.
· At the same time, there is a threshold when a person could no longer gain pleasure from the life and no longer satisfy her desires to engage in worthwhile activity.
· Limitation of Treatment of Competent Patients
· An advance directive which was formed by a person who failed to adequately envision the situation at hand does not provide self-determination.
· Not an instance of active, contemporaneous choice.
· If a person’s expressed desire is obstructive, steps should be taken to facilitate the expression of his/her rational desires cause we wish to respect a person’s values more than satisfy an obstructive actual desire
· Objections?
· Respect only articulated desires for the one that better promotes autonomy?
· Being autonomous does not entail that one has a rational desire at the moment. (While sleeping, you still desire to live but not at that moment rationally) Few have heard me articulate that value though!
· Some are never articulated (depends on person).
· Autonomy and false beliefs
· Jehovah’s Witness object blood transfusions.
· If he’s in a car accident, do we give him one or let him die as he requests?
· Not giving will respect his autonomy, but they may be instrumentally irrational (his desire not to receive is the result of false belief about what the Bible says) and so we rescue him since it is obstructive
· Desire based on false belief is often instrumentally irrational, but in some cases holding one (based on their particular belief) is an expression of autonomy.
· Conclusion
· Treatment can be limited if a patient, who was previously competent but now incompetent, desires it if it is in their best interests. An advance directive constitutes sufficient evidence of what a patient would now desire.
· One condition for a desire to be autonomous is that it is a rational desire or it satisfies the three conditions.
· Not all desires are expressions of our autonomy, and there are many hurdles in forming a concise desire.
· If past desires (advance directives also) are to be full expressions of one’s former autonomy, they have been; in possession of all facts, commit no logical error and vividly imagine what life has to offer in the future.
· Past competent desires ought to be evaluated to examine whether they were the expression of a person’s former autonomy in a state of significant disability. In a now incompetent person, we have to respect their former autonomy by choosing what they would have rationally desired and override obstructive desires if we can confidently estimate what they wanted. Treatment should be limited if it is what they would have rationally desired.
· Where they persistently desire an obstructive notion, or has failed to rationally evaluate or unclear about their expression, it is complex.
· Doctor-Patient Relationship
· Patients in other countries, where individualism is not a prominent value, should nevertheless be granted a similar right to informed consent.
· The doctrine of informed consent is not rooted solely in the cultural value of individualism, but rather a value many cultures recognize especially those that aspire to democracy; the notion the government may not invade their bodies.
· Bioethicists everywhere have complained about the narrowness of focus on autonomy and concept of individual rights.
· Critics argue much of the world hold family/society as a whole above that of the individual person.
· Individual patients should not be granted a right to full participating in medical decisions?
· Individual doctors need not be obligated to disclose information or obtain their patients’ voluntary, informed consent?
· Organs can be taken from individuals without their permission for the community?
· In a country of liberty and freedom, only recently were individuals granted right of self-determination (40 years); developments are occurring in developing countries, following the paternalistic medicine we have implemented today.
· Cross-cultural misunderstandings can affect the way people in one country perceive a situation in another.
· In the Philippines, discussion was on the ethical principle of respecting others and justifying the need to inform patients to carry out procedures. Someone objected informed consent on the basis they place utmost trust in their doctors over there – unlike the United States. Doctors do not need to protect themselves against lawsuits by having patients sign a consent form.
· “Physicians treat patients badly”: In Egypt, no process in which consent is obtained in clinical practice. There is no patient-to-doctor communication whatsoever; no files, disclosure or papers since they have no time.
· Gathering cases and making them public (overall awareness to bring reforms) for better treatment of patients.
· Mexico: Another example where there is a lack of recognition of patients’ rights – mother was in labour for 2 days, and doctors didn’t disclose any information to the parents.
· In India, corruption leads to unethical medical practices; doctors without licenses, overcharging patients, etc. Nothing is done to remedy the delivery of healthcare there since doctors protect other doctors there.
· “Kickbacks”: demands by the referring doctor that the surgeon perform unnecessary procedures, charge the patient for them, and then give a percentage of the take to the referring doctor. Surgeons have to cooperate, or they will not be sent a single patient.
· The difference between these countries and ours is that there exists laws and other forms of social control to root out and prosecute doctors who violate universal clinical standards.
· Similarities and Differences:
· Nigeria: If women, traditional healer, approached a doctor, he would help the women because he has the knowledge but the community will not be happy (abortion is illegal).
· Rural areas in many parts of the world still maintain many features of traditional culture.
· In Mexico, some parts reported that the husband or mother-in-law of a woman decides if she can go see a doctor or take birth control.
· Women are believed incapable of making their own decisions.
· Subordinates to men, and the role of women is just to reproduce – no say in fertility.
· Defenders of this culture condemn women’s health advocate works are intrusive activists of Western feminism who seek to destroy traditional values.
· In the Mediterranean, the virtue of trustworthiness is more crucial to patients than the right to information. They have also evolved in respect to patient autonomy by bringing in laws such as non-consensual touching.
· Foreign countries adopt a more communitarian or virtue-based value system.
· Conceptions of Autonomy: East and West
· Western individualism in Japan after the opening to the West 130 years ago
· No open discussion, but a process of mutual dependency (concealing truth from cancer patients)
· Another difference in individual’s role in medical decision-making is the concept of autonomy and family determination.
· Big difference is no universal ethic regarding disclosure, informed consent or decision-making of information in the east.
· East Asian principle of autonomy holds that “every agent should be able to make his or her decisions and actions harmoniously in cooperation with other relevant persons”. (patients and family) Family has the final say and authority to make clinical decisions. If patients disagrees, doctor will ask to renegotiate with family to come to terms.
· Autonomy, in this sense, is like a unit.
· One cannot refuse treatment, however, when doctor diagnoses and provides an option to a competent patient. It is assumed that the treatment recommended will be beneficial by the physician.
· Which is better? None, except to allow both Western and East Asian people to follow their respective and incommensurable principles of autonomy.
· If East Asian patients rejected their principle of autonomy, they may face damaging family harmony and excommunication.
· Truth-Telling
· Hippocrates admonished physicians to reveal nothing of the patient’s future or present condition.
· The shift in attitude toward disclosing the diagnosis to cancer patients began to occur in the late 1960s in the U.S.
· 90% of physicians did not inform their patients of the diagnosis of cancer in 1961 according to a study conducted.
· When the study was redone in 1977, it revealed that 98% of doctors informed patients of the diagnosis.
· Evidence suggests it will happen in other countries as well.
· Once it became evidence patients wished to know their diagnoses, and once doctors came to realize that disclosing a diagnosis of cancer did not lead to deep depression, there were documented cases of patients committing suicide.
· Right not to know?
· People have the right to receive information, and also refuse it.
· “Respect for principles”: respects for the wishes and values of the individual patient.
· Respect for autonomy means, among other things, acting in a way to respect the values of the individual; “do not disclose if they don’t want to hear it.”
· Serious or lethal prognosis can be hidden from a patient, but not the family?
· Italians believe that protecting an ill member from painful information prevents the sick person from suffering alone.
· ‘Italian way’ does not want to conform to the ‘American way’.
· Only 16% would tell their patients with advanced cancer in Japan. 
· Want to die as calmly and peacefully as possible based on cultural roots?
· Not to accept one’s fate gallantly is worse than death itself.
· Japan does not want to completely stick to its traditions, but also don’t want to turn Westernized.
· Ethical principle of “respect” for autonomy” mandates to treat people as autonomous individuals. The truth-telling practice in North America is a predominant value which conforms to this and is ethically right, whereas nondisclosure in other countries (due to family-centered values) violates this practice and ethically wrong. Doctors, in retrospect, should discuss with their patients whether they want to receive the information and make decisions about their care or whether they want the matters to be discussed with only the family.
· Important to note not all people in a country or culture have the same attitudes and beliefs toward the values that predominate that culture.
Week 12: Lecture 18 + 19 (Tuesday, March-27 and Friday, March-30)

Micro-allocation and triage: Who gets priority?

Exam: April 12th at 19:00-22:00 (DMS 1130 and 1160)
· Healthcare resources are finite; needs and wants are endless.
· Increased healthcare budget could result in allocating more of these scarce resources?
· How much of the national budget should be devoted to healthcare as opposed to other aspects of society? ( roads) – MACRO-ALLOCATION
· How much HEALTHCARE budget should be spent on different areas within it? (heart transplants, neonatal care, etc.) – MACROALLOCATION
· If not enough resources are available, who should be given priority? How can you decide between patients who should receive a particular scarce commodity? (donor heart, last intensive-care bed, etc.) – MICROALLOCATION
· Allocation involves life and death decisions; people say you ‘play God’ by doing this, so perhaps tossing a coin or a natural lottery on a “first-come first-served” basis.
· HCP’s often have to make these tough decisions, on who lives or dies.
· Medical criteria
· The sicker or more injured a patient, the greater the level of emergency – and the greater the priority is for allocation.
· What about non-medical criteria? (as in when a group of people are in a car accident?)
· All have equal claim to these resources based on equal gravity of injury, so we need to choose at random or employ other criteria.
· Innocents first? Drunk driver example (everyone else is innocent)
· HCPs are neither moralists or judges; their job is to treat those who come in, and not to pass judgement on their character or assign blame.
· Chance – in leaving it up to luck, have you produced a morally unsatisfying outcome? (drunk driver gets treated ahead of a 6 year old child who might die)
· What if a patient is a friend of family member? Justified putting first?
· As a professional, no but one can’t fault you for taking a personal interest here.
· Where would you draw the line? (for a co-worker) Would a choice still be ethical?
· Third party interests? Mother of four children (other patients are all single and dependent) and town mayor
· Interests of her children factor into her survival?
· Let the mayor ahead of the less ‘poor’ since they are not likely to attain positions of social importance?
· Age? Fair innings?
· 80 year old women or small child?
· Many would justify the child be treated first on the grounds that the women has already had a fair turn at life, or “fair innings”.
· Limitations: Suppose you are 21 and I am 31.
· If we both require life saving treatment, should you go first cause I’ve had about 10 years more life than you did – even though there is still much left undone from my perspective?
· Where do we draw the line?
· Past contributions?
· Two people, but one is significant older than the other; however, she has lived an incredibly virtuous life devoted to helping others, donated immense amounts of time and money to humanitarian efforts, etc.
· Does this past good behaviour give her an advantage? Should she be rewarded by prompt treatment?
· Discriminates against those people whose ability to contribute is limited.
· Non-emergency micro-allocation questions:
· Questions of age obviously applies here (who gets dialysis?)
· Other criteria may also apply? What about, for example, “innocents first?”
· Should an alcoholic equally compete for a liver transplant? Should her past behaviour put her lower on the list?
· Exoticlifesaving therapy
· Mutliple organ transplants in children
· Miraculous procedure that saves one life, given its riskiness, is also a decision (others argue) not to allocate viable organs to others who might desperately need them.

· Paul Menzel: Multiple Organ Transplants
· What if patient needs more than one?
· “Count before we cut”: distribute organs in a way that will save more lives rather than less.
· Greater number of lives is sacrificed, which only lead to more people dying on waiting lists.
· We should only experiment with multiple scarce organ transplants if we have ONLY a good reason to believe that sometime in the future we have ample supply.
· Against first come, first served basis.
· Everyone should be given an equal chance of being saved and distributed one.
· We use up most of our organ bank on multiple organ recipients, so what is the point of expanding our efforts to procuring more organs for the general public if they have drawn out so much out of the pool to save one?
· Nicholas Rescher: Lifesaving Therapy
· Five criterion to deserve moral consideration in procuring organs for those whose lives are to be saved:
· relative likelihood of success (no need for further ongoing treatment after surgery)
· life expectancy (long life over short life)
· family role (financial dependence)
· potential contribution to society (investing in terms of social value to a surgeon over a painter)
· past services rendered (who has left more of an impact on society?).
· Nobel Prize winner (due to his past and/or potential future contributions to society) who is 58 over 28-year-old man with a long criminal record.
· What about single lawyer versus a mother of four?
· Who makes the call? Doctors or laymen?
· Alvin Moss and Mark Siegler: Alcoholics and Liver Transplantation
· Should we allocate organs to those who brought upon their own misfortune such as alcoholics who have end-stage liver disease due to their lifestyle?
· NO, nonalcoholic patients should have priority.
· Expensive technology?
· Medicaid soon to eliminate reimbursement for all transplants except kidneys and corneas.
· ARESLD should be lower on the list than others with ESLD.
· Livers are a scarce source.
· Alcoholism as a disease?
· It is a chronic disorder (hereditary and environmental factors contribute to it), but they should be held responsible for failing to seek treatment for ALCOHOLISM that could have PREVENTED the development of late-stage complications (via interventions through AA or medical professional consultation)
· Who can ultimately determine, however, whether a patient is or is not fully responsible for her condition? Doctor or committee?
· John Harris: The Value of Life
· Triage: policy for coping with disasters where resources are insufficient to provide the normal standard of care for all
· Age, in all situations, is morally irrelevant as long as we don’t know when we will die, and have a fervent wish to live.
· No way to determine how long each individual will live longer.
· Suffer from the same injustice when our life is cut short.
· Only time when age might become relevant is when one person has had a reasonable lifespan or “fair innings” (traditionally thought to consist of three score years plus 10), and the other person has not.
· One has been able to already live a long and happy life whereas another has yet to start…
· Bonus after the age of 70, so alright to allow others to reach the same threshold (tragedy to be cut off prematurely).
· Only one will suffer the injustice of being deprived of a fair innings.
· Each person’s` desire to stay alive should be regarded as the same importance, irrespective of their quality of life or expected duration.
· Anti-ageist argument: the value of the unelapsed possible lifespan of each person who wants to go on living is equally valuable however long that span may be.
· Toss a coin?
· Robert Veatch: How Age Should Matter
· Limiting care to the elderly? – Certain areas of healthcare priority should be given to the young as a morally relevant consideration.
· Elders will have a shorter life expectancy than other potential recipients of the heart.
· The risks of surgery and how long one is likely to be able to enjoy this benefit?
· Justice is the morally appropriate reason.
· Different funding solely on the basis of age (age-based allocation policies).
· We cannot use sex, race, or other sociological measures to exclude individual members of a group even if it shows that the group as a whole will use the resource less efficiently.
· Consequentialism: Resources are scarce, and since we need to do the greatest good overall for the greatest number, we need to maximize the net good – meaning if we use age as a criterion, morally speaking the welfare of older individuals have to be sacrificed. 
· Allocating resources to the worst-off individuals will do the most good
· Sometimes they do least good than cause often they are the sickest and chronically ill with incurable conditions. 
· Elderly people are often these people who are most needy medically.
· Daniel Callahan: Claims there is a natural end to the life-spam, and elders should step aside as they have lived a full one to give others a chance at the same; he suggest after 75.
· At the same time, they still need basic medical care for treatment of acute illness and suffering as well as nursing (for cleanliness and dignity).
· Norman Daniel and Prudential Life-Spam Account: Setting limits on age is as unfair as setting limits on race or gender.
· Slice-of-time perspective vs. over-a-lifetime
· Slice: who is worse off at a given moment (could be the same)
· Over: well-being cumulated over the lifetimes of the individuals involved (the older individual in this case has had more opportunity)
· Points-based formulae for allocation: priority inversely related to age.

Week 13: Lecture 19 + 20 (Tuesday, April-3 and Friday, April-6)

Public health and global health research ethics: Private/public, North/South

· Medical RESEARCH involves understanding the processes of humans to produce new drugs and treatments for future therapeutic use.
· Sometimes individuals are subjected to invasive and even risky procedures for the sake and benefit of others.
· Unpractical to test on nonhuman animals as it will not tell us how WE will respond to interventions.
· Morally permissible given the subjects’ informed consent – well-being may not be sacrificed for greater goods.
· How about mentally disabled or young?
· End of the Second World War, monstrous examples of unconsenting subjects partaking in unethical medical (sometimes medically bizarre) experiments by German and Japanese doctors.
· Examples include -
· Tuskegee syphilis study: infamous study conducted from 1932-1972 in Tuskegee (Alabama) by the U.S. Public Health Service on poor black men, who thought they were receiving free healthcare, to study the natural progression of untreated syphilis. Researchers knowingly failed to treat patients, despite penicillin being the effective treatment for it. 
· Nazi medical experiments: Conducted in concentration camps during the regime, doctors subjected prisoners of war victims in extreme temperatures; mutilating surgeries (without anesthesia); sterilization as part of their Aryan super-race and; deliberate infection with lethal pathogens such as malaria and pneumonia.
· Unit 731 of the Imperial Japanese army: biological warfare research including lethal human experimentation was carried out – human vivisection, deliberate administration of venereal diseases, and even having horse urine injected into kidneys! 
· Nuremborg Code: The voluntary consent of the human subject is absolutely essential…
· Many countries have set up research ethics committees to attempt to regulate standards.
· Live cancer cells injected into 22 human subjects as part of a study of immunity to cancer; all they were told was they would be receiving CELLS.
· Informed consent is a must for moral and legal reasons. 
· Randomized clinical trials are a standard of medical research.
· Treatment X better than Y…
· People assigned to a group which is compared over populations against other treatments – sometimes placebos.
· Ethically unacceptable if there were strong evidence one treatment was far more superior than another in a random trial receiving inferior treatment
· Provided patients are fully informed, they are free to decide whether to opt for treatment or whether they want to be part of the trial
· The uncertainty about the relative treatments is called equipoise, regardless if it is randomized, placebo-controlled or blinded.
· Placebos are only ethical in investigating conditions when there is no known treatment?
· If no preliminary data occur and trials ongoing information is withheld, equipoise is not disturbed.
· Learning something of value should be foregone since there is a little modest gain that comes out of it; data are promising, but mere hunches and should not be concealed to researchers and subjects.
· Doctor-patient relationship and the Public
· Increasingly important to be cost-efficient with new medical discoveries and efficiently deliver and allocate those resources.
· However, optimal care for the patient outweighs any altruistic duties for the public good (in terms of controlling health expenditures).
· Clinical equipoise – genuine uncertainty, within the expert medical community with regard to the alternatives applied in a trial.
· International research
· Alarming issues raised when internationally sponsored trials are implemented in developing countries.
· Administration of antiviral drugs to pregnant HIV-positive women and their infants after birth to prevent perinatal transmission.
· Clinical trials in Southeast Asia and sub-Saharan Africa took place.
· Possible to transmit HIV virus through child birth or breast-feeding.
· ddI: drug that delayed the onset on developing AIDS in HIV-positive patients.
· Wanted to test if it was more superior than zidovudine alone, or in combination with it.
· 1 in 500 was killed (developed fatal form of pancreatitis)
· Defensible to go on with the trial?
· Three arms: Zidovudine, ddI and alternation of both drugs.
· Most volunteered – with informed consent – just to test out a new drug. We must respect their autonomy and ability to exercise a judgement of their own.
· Illegal under the Helsinki Declaration since it is a placebo (a clinical trial can only be done on healthy mans or those not having the disease!)
· Defensible if it will, in utility terms, prolong the time before one develops AIDS symptoms (benefits were more substantial to losses)
· Sacrificed for the sake of science?
· ACTG 076 (Zidovudine) – anti-retroviral drug regimen to lower perinatal HIV transmission.
· Cuts down two-thirds of infants born with HIV.
· After effectiveness had been established, it was the standard of care/treatment in the USA; administered orally to HIV pregnant women, and intravenously during labor.
· Exorbitant costs however; the alternative was an antiretroviral drug that is less expensive but as effective as ACTG 076.
· When you carrying out a control group, care must be given.
· Existing regime is not the current standard of care for the control group; they were given placebos (sugar pills) where an already proven drug was available. 
· In Africa, one group was given lower expensive variants of the proven drug and the others placebos cause it is cheaper and they have no access to healthcare for comparison.
· Average Ugandan makes less than $1 a day.
· Regime should be implemented that is feasible to fit our own existing framework and develop some sort of infrastructure over there for affordable medicine.
· Double-standard in terms of equality since they are handing out low dosages to see if it is as effective? (racist)
· Morally wrong and involves a gross violation of human rights.
· Ethical defense is that you are doing a clinical trial with a limited budget that might prove to show results, but if not they will not mass produce. Credit should be given for wanting to spread the benefits of this drug. Does trying to find a cure faster and with less costs sufficient moral defense…
· Saying they are no better off than they would have been otherwise (given no effective treatments are available in these developing countries) will only lead to further exploitation of those who have least access to healthcare in our world as subjects in research.
· Could there be good consequences that arise from an ethically problematic clinical trial which could retroactively justify the trial?
· Jenner produced vaccination for smallpox by inoculating pus from a cowpox blister to a small boy, followed by administration of smallpox. Moral paradox, even if it saves millions?
· What he did was unethical as people have died from smallpox inoculations before, and so would have the boy as well.
· If Jenners case was justified contingently, on an intuitive levels there has to be limits to the line of argument in retrospect
· Should knowledge produced by contemporary unethical trials be considered?
· Might lead to scientists taking ethical shortcuts since their work will be published anyways.
· By not publishing, we could deter future medical discoveries.

Ethical Dilemmas in Humanitarian Ethics in Health Care

· Médecins Sans Frontières or MSF (more commonly known as Doctors Without Borders)
· Medical humanitarian organization that operates in over 70 countries to see everyone needs for access to medical aids are met, and therefore a right to adequate medicare regardless of race/religion or political affiliation.
· Many ethical dilemmas faced by staff; intensified by language barriers, culture values and environment.
· Problems facing MSF teams:
· HIV: Safe blood transfusions must be delivered without the luxury of pre-existing screened blood banks.
· Stigma around being HIV-positive can be high; diagnosis can lead to rejection from community, and possibly death.
· Where antiretroviral therapy is impossible, staff have had fear of informing patient for their best interests despite a clear policy (that information should not be withheld). This is due to the western culture principle of for right of autonomy – to make an informed decision, and seek treatment and minimize further possible transmission.
· What if the harms of disclosure weigh more heavily than the benefits as in no treatment? Can it be respectfully disclosed in confidence?
· This was the case where MSF dispelled a region for being present with HIV.  
· FGM (female genital mutilation) or female circumcision 
· Type III, also known as infibulation, is when clitoris and labia are removed/closed of young females – reasons include purity, or aesthetically pleasing. 
· Culturally relative; one is consider a women only when ‘cut’, and those who aren’t find difficulty in marrying.
· No sexual pleasure, just for the sake of giving birth.
· Not an ethically sound practice considering the complications and moral dilemma itself (violation of rights?).
· Problems facing MSF teams:
· Sterile equipment: Use of MSF sterile supplies to perform FGM since they do not believe anything will change in the short term.
· Re-infibulation: Re-suturing of the female genitalia to allow child birth. Although MSF is against the practice, in doing so disrespects and loses the communities trust and lack of clean health services.
· Ethically justifiable to facilitate it?
· Participation will look likes we’re accepting it, and only prolong the matter while compromising the integrity.
· Consequences of this will lead to better and safe health measures being used (lesser-harm-than-a-greater-one approach) – some compromises are reached, however, as they do just enough to meet cultural demands and intervene minimally by keeping tissue as intact as possible.
· Work with community to educate them, and bring about awareness about the harms of the procedure in hope of eradication for the future.
· Current standard of care is lower in impoverished countries.
· “Living in Emergency”: Documentary with four doctors.
· “Triage” – James Orbinski (“An Imperfect Offering”)
· Biafra Secession
· MSF did not balance neutrality for the sake of human rights (civilians being murdered and starved), and therefore just strictly prioritize victims on a welfare basis.
· Rwandan/Great Lakes Refugee Crisis
· Perpetrators of the Rwandan genocide committing crimes against humanity post-colonialism. MSF withdrew and declared an ethical warzone.
Week 14: Lecture 21 (Friday, April-10)

Final Thoughts

[bookmark: _GoBack]Can non-medical practitioners, or a medical school resident one who has very limited experience but has observed in that particular field of medicine, perform a surgery (or pap smear) given the scarcity of healthcare workers in a particular area such as a warzone?
· Risk of not going through with the emergency C-section is losing both the women and child. Other option is to drive to the nearest hospital which is 5 km away. 
· One will have to ultimately weigh their personal capabilities.
· Inadequate healthcare > adequate healthcare?
· What’s the difference if you teach someone how to perform a certain test when you have had guidance of a trained physician?
· Medical practitioners need ethicists because they think in a one-directional fashion and have pressures from third-parties; they just have more practical reasoning and can think critically.
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