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This module comprises eight sections:

I. Overview of bioethics

II. Clinical decision-making and professionalism

III. Confidentiality

IV. Reproductive technologies

V. Genetic therapies and research

VI. Abortion

VII. End of life treatments

VIII. Justice in healthcare delivery

I. Overview of Bioethics

A. The terminology medical ethics, biomedical ethics, and bioethics are interchangeable in most contexts. Bioethics is the increasingly standard phrase; its broad etymology (“ethics of life”) incorporates issues of clinical decision-making, issues in biological research, and environmental issues that impact health.

B. Why has bioethics become such a large public concern? Three factors characterizing the healthcare system in recent years have made the public keenly aware that bioethics is freighted with conflicts of values and have led both professional organizations and the academy to study bioethics

1. Rapid changes in technology

2. Problems of resource allocation

3. Increasing pressures on healthcare professionals: accountability to peers, cost concerns, bureaucratization, conflicting expectations, loss of public confidence in hospitals, and pluralism in society

C. About the field of medical ethics

1. In a broad sense, religious and secular traditions have long reflected on the meaning of human health and well-being, and guided doctors in their general responsibilities and forbidden certain medical actions. The most famous early example is the Hippocratic Oath from the 4th cen. BC (widely available on the web). Roman Catholicism and Judaism have long-standing traditions of commentary on medical issues such as abortion and when to interfere in the dying process.

2. As a free-standing discipline, bioethics is relatively new, about 40 years old. Religious authors were mainly responsible for opening the field, but philosophical/secular ethicists have become prominent recently. As a mark of its increased popularity, nowadays there are masters and even doctoral programs focusing just on bioethics.

3. These developments corresponded with more formal attention to ethics in the field of medicine: institutional review boards (IRBs) and institutional ethics committees (IECs) started in the 1970s.

D. Ethical tools

1. Bioethics uses the same “ethical toolbox” that all the applied ethics fields use. Consult the Ethical Theories module for more information. Many debates in bioethics are framed as conflicts between principles and consequences: for instance, is it wrong to help end a dying patient’s life because that violates the principle of do no harm, or would it be a proper, beneficent act that promotes good consequences by ending unnecessary suffering? But the ethical toolbox should also include virtue ethics and other perspectives that raise questions about limiting our to actions. In addition, those working on the clinical side of medicine often favor a more inductive, case-by-case approach to thinking through ethical problems, instead of applying abstract principles from above.

2. Religious traditions have their own methods and histories of dealing with medical issues. These methods often mirror the secular ethical theories and tools, but include religious principles (such as sanctity of life), values (such as the redemptive meaning of suffering), and virtues (such as charity).

3. A very influential framework of principles for bioethics has been advanced by Tom Beauchamp and James Childress. The following four principles are prima facie (on their face) binding, meaning that action supported by a principle carries a good reason for being done unless other principles make a conflicting claim.

a. Autonomy: the principle of respect for a patient’s moral right to make his/her own decisions

b. Nonmaleficence: the principle of “do no harm”

c. Beneficence: the principle of acting for the benefit of another

d. Justice: the principle of treating others fairly and distributing goods on a fair basis

E. Discussion Questions and Activities

1. What have been your experiences, positive and negative, with the health care system?

2. Name some rapidly developing medical technologies. Do you feel hopeful, worried, or unsure about where these technologies will lead?

3. What are your views about the pluralism of moral and religious values in society? Do you think such pluralism makes it impossible to resolve some moral debates? Which ones? Are other issues more amenable to discussion; if so, why?
4. Analyze a code of ethics from a hospital or health care profession.
5. Write your own personal code of ethics. Explain why you include each item.
6. In all areas below, find or write case studies for class discussion, for debate, and for paper topics. See the Bibliography for some resources.
II. Clinical Decision-Making and Professionalism

A. The resource for this section is Hinderers. Compared to reasoning with ethical theories directly to debate thesis statements and policy positions, clinical decision-making follows a more inductive, bottom-up approach. It tries to marshal many perspectives, values, and principles to inform a decision; it tries to make the best decision in the concrete circumstance by honoring as many high-priority values as possible.

B. This is a process of six steps for clinical decision-making recommended by Drew and Sarah Hinderer.

· Step 1: Problem Identification

· Step 2: Values Identification

· Step 3: Option Identification

· Step 4: Consequence Identification

· Step 5: Option Selection

· Step 6: Documentation

1. See their book for examples of its use. Other clinical ethics textbooks recommend similar processes.

2. Although focusing on the action to be taken and its consequences, the entire process makes an appeal to character: you need prudence, reflection, and courage to carry out the decision. 

3. Any such method is not a calculus, but a framework for helping one organize their decision process and make sure all the possible resources are included. Ethics is ultimately an art.

C. Professionalism informs clinical medical ethics.

1. A professional is a relatively autonomous member of a peer-regulated field, whose moral responsibilities include both duties and a broader set of virtuous qualities. 

2. So professionalism draws upon both deontological ethics and virtue ethics. This is not to say that the consequentialism may not be used by professional, but just that professional ethics has been shaped more by the other two ethical approaches

3. In addition to duties, codes, and to some degree, consequences, the factors that influence the decisions of a professional include a sense of responsibility to the professional community and reliance on a tradition of wisdom. 

D. A big challenge to professional ethics in a pluralistic, institutional setting is whether we can rely upon everyone to live up to high standards. Should we judge or interfere when colleagues do not act professionally?

1. Private actions should not be immune from ethical evaluation, particularly if the behavior affects others or reflects on the character of the professional.

2. Professionals must be realistic. Drew and Sara Hinderer make this recommendation: “Perhaps the most realistic idea about [professional] ethics would be to try to live up to the highest practical standards of professional conduct in ones’ role as a health professional and recognize the immense diversity of values and coping strategies people lives out in their private lives, as long as no one is seriously affected for the worse.”
E. Discussion Questions and Activities

1. Apply the Six Steps to an ethical challenge you have faced.

2. Apply the Six Steps to case studies from bioethics textbooks, etc.

3. What virtues do health care professionals most need?

4. How should a doctor or nurse deal with pressures they may be under to see patients more quickly or to cut corners in other ways?

III. Confidentiality

A. Definition

1. Defined as control over information about oneself.

2. Distinguished from privacy, which is a broader freedom from intrusion in one’s private life.

B. In the medical field

1. A standard as far back as the Hippocratic Oath. 

2. It is seen as important for principled reasons: as a right of patients, who have come to expect it. Confidentiality is undergirded by professional codes and laws.

3. It is also supported by consequential reasoning: so that patients will share all relevant information, which is essential to getting them the right care and protecting everyone. E.g. if a patient is embarrassed to tell of a sexually transmitted disease because he fears the information will get out, then he can’t be treated properly and may also spread the disease to others.

4. The deep value of confidentiality is the role that it plays in letting persons share their inmost self and in establishing relationships among persons.

C. The principle of confidentiality is not absolute; it is better considered prima facie binding—presumed to be in force, but it can be overridden

1. Confidentiality should not be breeched for careless reasons or as routine practice.

2. Not only patients, but colleagues and employees deserve a measure of confidentiality or privacy—typically not as much, because they agree explicitly or implicitly to employer oversight. And it is necessary to know if employees are engaging in actions that may harm others.  Still, the encroachments upon individual privacy in the workplace are.

3. Two reasons to breach confidentiality in an emergency situation 

a. To avert serious harm to someone when there is no other way to do that

i. We have to be careful not to rationalize this option.

ii. In the case of communicable diseases, including HIV, the institution and all healthcare workers should take “universal precautions” (act as though everyone could have a communicable disease) so that no emergency warning has to be given.

b. For public health reasons. 

i. If public harm is at stake, the laws rightly require reporting of a patient’s disease to public health authorities. But in many cases, including AIDS, the reporting of statistics, not names, is sufficient for the public purpose.

D. Whistleblowing (opening an internal, “private” business matter to public scrutiny)

1. Sometimes an employee is morally required to report a violation caused at a workplace even at risk to their own jobs. This is called “whistleblowing” on the employer. The risk has been somewhat reduced by laws that protect whistleblowers, but these are imperfect protection.

2. A difficult dilemma is when the wrong practice is widespread in the industry or there is no law protecting the whistleblower. It takes some brave individuals to speak up and draw the profession’s or media’s attention. But not every incident will get such attention, again leaving the whistleblower vulnerable.

E. Discussion Questions and Activities

1. As a patient, what information do you want kept private about yourself, and why?

2. If you were a hospital worker and suspected that a patient who had just been operated on had HIV, would you tell the staff coming into the operating room after you?

3. What information should your employer be able to find out about you? Should genetic testing be done as a condition for getting health insurance from your employer?

IV. Reproductive technologies

A. Infertility—defined as not being able to conceive a child after a year of trying—affects an estimated 1 in 12 couples or in terms of the pain it causes to couples who want to have a child.

B. A potential solution to infertility is the medical field called assisted reproduction; the varied therapies offered by it are reproductive technologies. The main techniques are:

1. Corrective drugs and surgery (e.g., to unblock fallopian tubes, to correct blockages or ejaculate problems in a male, to stimulate ovulation)

2. AIH: artificial insemination with husband’s sperm

3. DI: Donor insemination

4. GIFT (gamete fallopian transfer) and ZIFT (zygote fallopian transfer) are attempts to move sperm and egg together in the woman’s body after a couple has sexual relations.

5. IVF: In vitro fertilization—joining eggs and sperm in petri dish then implanting one or more developing embryos in utero. Can be with gametes from both spouses, or with the male or female donated. Louise Brown was the first “test tube baby” in 1978.

6. Surrogacy: A couple with wife infertile, husband donates sperm to inseminate a woman who is the surrogate; she bears the child and gives it over by contract to the sponsoring couple. (e.g., “Baby M” in 1986)

7. Three major ethical questions may be raised about the pursuit of parenthood through medical assistance.

C. 1st ethical question: What are and should be one’s reasons for having a child? 

1. This question gets at basic values. What are the goods involved in parenting and family life? 

2. The desire to become a parent is extremely complex. Ethicist Paul Lauritzen notes that the desire to have children may take four forms: the desire to beget, to beget with another, to bear, and to rear. “Pursuing parenthood may thus involve the desire (a) to pass on one’s gene’s, (b) to embody one’s love for another in a child who is the result of the physical union with one’s beloved, (c) to carry and to nurture a child in one’s body, or (d) to lovingly bring up a child.” In most cases pursuing parenthood involves several or all of these desires, though sometimes a persons is interested in only one of them; and sometimes one or more of these aims are closed off to a couple who nonetheless want to achieve those they can. Ethical analysis evaluates which of these desires are proper intentions for creating a child, and what they entail for the meaning of parenthood. 

D. 2nd ethical question: What is the place of procreation in a marriage and family?

1. This question is about the place of childbearing in marriage and family life. Is having a child essential or valuable to the quality of a marriage? When a couple is infertile should that be seen as a loss? Some religious views place very high stress on the value of having children; if so, should they support efforts to overcome infertility?

2. The question is also about the connection between procreation and sexual expression of love. Are they equally important to marriage? Can one be pursued independently of the other?

E. 3rd ethical question: What harms might come to the child to be born, to the parents, and to other parties? Do the benefits outweigh these?

1. In clinical practice, medical ethics focuses a great deal on weighing benefits and harms. On this question ethics should listen carefully to what medicine can say about potential benefits and harms, though not all the questions can be settled on a factual basis.

2. For each party, there are basically three sorts of harm that might befall them: medical (threats to their physical health), emotional (threats to their feelings, to the stability of their relationships), and psychosocial (threats to their moral agency, their sense of self, the quality of their relationships).

F. Discussion Questions and Activities

1. How important is it to have a genetically related child? Is it a legitimate desire? Could this reason be seen as selfish in any way?

2. Is it a problem to separate the genetic, gestational, and rearing level of parenting? Is one of those three roles the most essential aspect of being of a parent? How strong should be the preference to keep them together?

3. Is adoption a better alternative than reproductive technologies?

4. Should clinics distinguish medically caused infertility from age-based infertility, and treat only the former?

5. Research and report on the ethical issues concerning a particular reproductive technology. Is medical science doing anything to try to “work around” the ethical problems? 

V. Genetic therapies and research

A. Genetic screening is testing for genetic information regarding potential parents’ genetic profiles, their gametes, or the embryos they produce, and then selecting only some genetic material for reproductive use. The use to which this information can be out depends on what was tested and other factors. 

1. Genetic screening for in utero conditions has often been able to offer only the option of abortion, or the notion that you are getting information ahead of time and can prepare for a baby with a genetic conditions. Now, some experimental options are being offered for fetal surgery—for instance, to treat spina bifida. The ultimate success of fetal surgery is unclear at this time.

2. At the other end of the timeline, in the situation of Orthodox Jewish congregations concerned about Tay Sachs, some have used a genetic screening program to help people avoid dating a fellow carrier.

3. Genetic screening of couples who want to conceive may dissuade them from doing so if there is a risk of a child with an illness. Couples might then explore the option of being childless or adopting. But now there are a range of reproductive technologies to avoid the illness, including donor sperm/eggs and preimplantation genetic diagnosis.

B. Genetic testing is testing children or adults in order to see if they have a certain genetic condition. Some important distinctions and issues are:

1. Symptomatic vs. presymptomatic: whether the test is offered once symptoms appear, or before it is known whether the patient has the condition. A classic and difficult case of presymptomatic adult testing is the case of Huntington’s disease.

2. Available therapies, preventative steps, or nothing to do: Most genetic conditions had not had genuine genetic therapies—we are just in the early stages of trying to develop them. The informative gained can be used to when making reproductive decisions and, in many cases, to take other actions that will lessen the impact of the disease. One very positive use of genetic testing was screening newborns for PKU. Now, with this simple, universal test, a rare but terrible disease can be averted by simple dietary changes. Many of the coming genetic tests for multifactorial conditions will tell us that someone may have an increased genetic risk for, say, heart disease—but then that person can still take steps in the realm of diet, exercise, and smoking to reduce his total risk.

3. Who controls the information: A profile of your genetic make-up for pre-existing conditions and risks can be useful information to you, but used to discriminate against you if others know. Or is it discrimination if an employer knows that you are genetically prone to cancer—isn’t this important information that affects the employer’s future healthcare costs? A big social debate and decision has yet to occur on this. Congress has recently moved to tighten the protection of medical records—which is good. But life insurance companies can ask for a blood sample or refuse to insure you. There may be no way for you to outrun your genetic profile.

C. Some general practical and ethical questions that should be asked about screening and testing:

1. What should we test for? 

2. When should we test?

3. What should we do with the knowledge?

4. What are the psychological benefits and harms of knowing this information?

5. What kind of treatments can we try?

6. Whom may you tell? Whom should you tell? (Confidentiality vs. responsibility)

7. What might others do with the knowledge? (Discrimination)

8. What ethical values, principles, theories should be brought to bear?

9. Should there be any legal regulation of the testing?

D. Genetic therapy is any kind of medical manipulation of genes—typically the deletion of a problematic gene, replaced by a desirable copy of the gene—into order to overcome a genetic condition. Genetic therapy is only at the early stages of usefulness, but a lot of research is going on. Ethical issues include…

1. Somatic vs. germ-line therapy is the difference between a therapy to affect only the individual versus a change to the individual’s gametes that will be passed on to all descendants

a. The benefit of affecting only the body is that the intervention is limited; unknown dangerous consequences for many persons can be avoided.

b. Problems with this line of reasoning are that somatic changes carries over, sometimes negatively (for instance, a person will cystic fibrosis living longer and able to reproduce, but passing on the CF gene). And why not help future generations?

2. Cure (or therapy) vs. enhancement is the distinction between treating what is recognized as an illness or a deviation from “normal, healthy” functioning versus enhancing human capabilities, such as intelligence.

a. Common sense supports the distinction. A detailed argument against moving from cure to enhancement is made by philosopher Michael Sandel.

b. Problems with this distinction (based on James C. Peterson, “Standards for Genetic Intervention,” in On Moral Medicine, 576–82): Cure/ enhancement is a fuzzy line: What is normal? We are always moving the norm—by social developments, diet, drugs, education, etc. Why should there be loyalty to our current state? Biologically, and even theologically, we are called to develop our nature. Biologist Lee Silver and ethicist Ronald Green have argued strongly for embracing the enhancement option, in part because it can’t be sharply distinguished from cure.

c. A middle way: Since drawing a line at germ-line or enhancement is flawed, Peterson offers five standards for assessing what genetic therapies to pursue and use:

i. Incremental: Medicine should move cautiously

ii. Choice-expanding: “We should pursue only those interventions that enhance a person’s options by freeing that individual from what is clearly destructive or by increasing that person’s capability.”

iii. Patient- or parent-directed: “Genetic interventions should be made primarily by the persons to be affective or, if that is not possible, by their parents.”

iv. Within social boundaries: Society should set minimal, broad limits, starting with incrementalism (he doesn’t offer others)

v. By acceptable means: As non-invasive as possible, and with a reasonable amount of risk

F. Human Cloning

1. “Cloning,” unless otherwise defined, usually refers the process of somatic cell nuclear transfer (SCNT): A somatic cell, such an inner cheek cell, is taken from a person or animal. The soma cell is put next to an ovum (an egg cell) of the same species which has been denucleated—its nucleus is removed with a micropipette. An electrical charge is administered to destroys the membrane between the soma and egg cell. The soma cell’s DNA from its nucleus is flows into the ovum and division begins. (Some mitochondrial DNA remains in the ovum and would have a minor influence on the clone: the clone will thus not be a pure genetic copy of the donor unless a female donor gives both the ovum and the soma cell.) This dividing cell becomes an embryo and can be implanted in a gestational host with the hopes of becoming a baby (reproductive cloning), or it can be broken up into at a very early stage, at 2 weeks or less, and developed into stem cell lines for therapeutic purposes (called therapeutic cloning by most or research cloning by some).

2. Dolly the sheep was the first mammal cloned by SCNT in 1996. Since then, several mammals (mice, cows, and pigs) have been successfully cloned. Cloning in animals has been used mainly to understand the process itself, but it may in the future be used to continue a desired genetic line, whether natural or manufactured with other genes. Since it is possible to create a cloned baby sheep and cow, there is no reason a baby human could not be made by cloning. In fact, a fringe UFO cult, the Raëlians, has been trying to create the world’s first cloned baby for the past several years. Some research labs in South Korea and the U.S. have tried to just get a clone started, such that it could be viable. It is not clear that anyone has succeeded as of 2006.

3. Ethical pros and cons of reproductive cloning in humans

a. Pro arguments:

i. A clone is merely a “delayed twin”

ii. Just another treatment for infertility

iii. To avoid the genetic disease of one parent

iv. For a lesbian couple to have a genetically related baby without a sperm donor

v. To create an organ donor (much discussed in the first years after Dolly, but not likely to take place given the ethical and legal constraints on donation)

vi. To create a desirable phenotype: another Michael Jordan or Yo Yo Ma or, more poignantly, to replace a dead child

vii. The main ethical foundation is reproductive liberty (supported by autonomy and privacy)

viii. Defenders of cloning dismiss the objectors/objections as religious: these objections shouldn’t be given weigh in public policy

b. Con arguments

i. Malevolent scientists will abuse cloning to create an army of clones, etc.

ii. Using a clone for organs would violate the clone’s dignity: after all, a clone is a human being and a person!

iii. Religiously speaking, a clone would have a unique soul. Still, the individuality  and dignity of the clone may be compromised psychologically and socially (the clone may have psychological strains following in the footsteps of the donor; the clone may be treated by parents or society as “just a copy” or have severe expectations placed on him/her)

iv. This is asexual reproduction: not from love; not from two parents; the male is unnecessary; not “natural”

v. Deontological argument, based on Kant’s ethics: We should treat a person as an end, not merely a means. To clone a person is to desire the clone for the benefit it brings by having a known genotype (a means to an end), not for its unique qualities as a person

c. Theological approaches will depend on the religious tradition

i. Theologians and religious leaders agree that a clone would have a unique soul.

ii. Religious testimony before the National Bioethics Advisory Commission suggested that not all religions (such as Islam, Hinduism, and Buddhism) would be against cloning, though most would be concerned about how a clone would be treated. Those traditions or teachers that take a dim view of reproductive technologies (Catholics and conservative Protestants) are the most opposed.

iii. Christian theologians also discuss themes and principles such as playing God (responsible stewardship of creation and cooperation in God’s creative activity); care for the vulnerable; just use of medical resources; natural law; a traditional understanding of marriage as the blessed or sacramental union of husband and wife and children as the fruit of a committed union. The last two values especially move against cloning. On the other hand, some Protestant and Jewish theologians stress the invitational meaning of “playing God” and might allow reproductive cloning for certain reasons; but even these progressive theologians tend to believe that this would not be the most appropriate use of medical resources.

G. Therapeutic cloning and stem cell research

1. Stem cells can endlessly regenerate and are pluripotent: they can be coaxed into becoming various types of body cells. Stem cells can be derived from early embryos; some can be found in umbiblical cord blood and in the adult human body, especially in bone marrow. Scientifically speaking, there are partisans who think embryonic stem cell research is more promising and partisans who say that of adult stem cell research. Most scientists want to see both forms of research pursued. The goal is to develop replacement tissues to treat all manner of diseases, from diabetes to Alzheimers, by replacing diseased cells with new, healthy cells.

2. Therapeutic cloning, described above, would use cloning to create individually tailored tissues. The imagined scenario is like this: You have diabetes that is causing sight problems and kidney failure. You can have your own egg removed or get a donor egg, have it cloned with your own skin cell, have embryos made and pancreatic stem cells derived from them reintroduction into your body, curing your condition. Such treatment is a ways off, but therapies with generic stem cells may be closer to fruition.

3. Embryonic stem cells are the controversial type, because they are currently derived from frozen “spare” human embryos. Once a cell line is made, it can generated cells for research for many labs for quite some time.

4. Pro arguments for embryonic stem cell research and therapeutic cloning:

a. Positive consequences: the great promise of curing diseases

b. The embryo is not a person, only a potential person. It is hardly a human being if it has never been in a uterus

c. There are medical limits to using adult stem cells and with existing stem cell lines

d. We shouldn’t accept current human limitations: we never have before.

e. Federal funding is necessary in order to promote this research and make it available for public benefit. 

f. Opponents are really taking a faith-like view and imposing their morality on others.

5. Con arguments against embryonic stem cell research and therapeutic cloning:

a. Robert George (a prominent Catholic author, but not a theologian) claims that this is not a religious issue but a scientific and rational issue. Embryos are human beings, “whole, living members of the human species, who are capable of directing from within their own integral organic functioning and development into and through the fetal, infant, child, and adolescent stages of life and ultimately into adulthood.” They are simply the earliest, most vulnerable humans among us.

b. Even those who do not hold to a belief that there is a “person from the moment conception” (or who think that abortion might be ethical in tragic situations) can still raise concerns about the instrumental treatment of human life.

c. Challenging the consequentialist argument: It is not out obligation to create potential cures at the edges of what is possible? Spending millions of dollars for research as opposed to hunger relief, etc. is hard to justify.

d. Federal funding should not be given to a morally controversial practice.

H. Discussion Questions and Activities

1. What most excites you about genetic science? What do you most fear?
2. Do we have a right to privacy of our individual genetic information? 
3. Should we change the human genome in order end diseases? In order to improve the human race? Is there a difference?
4. Watch and discuss the movie Gattaca.

5. Would it be ethical for parent to clone a dead child so that she/he could “live on”? 

6. Should the law ban reproductive cloning? 
7. Consider this scenario: You have diabetes that is causing sight problems and kidney failure. Would you have your own egg removed, cloned with your skin cell, embryos made and pancreatic stem cells derived for reintroduction into your body?
8. Is it ethical to use frozen embryos left over from fertility treatments for stel cell research?

VI. Abortion

A. As a medical, political, and ethical issue: distinct but related matters

1. The biology of embryology is relevant, but cannot settle the ethical question as to the stage at which the fetus deserves moral recognition.

2. Public opinion and legal principles such as privacy are relevant to the public policy debate, but do not settle the ethical question as to the stage at which the fetus deserves moral recognition.

3. Notice that several other medical ethics topics—embryonic stem cell research, some methods of contraception, some reproductive technologies, and actions taken after prenatal genetic testing—implicate the issues fetal moral status and abortion.

B. History of religious thought
1. Bible: Texts such as Genesis, Jeremiah, and Psalm 139 testify to the value of human beings, but can’t be taken literally or directly

2. Christian tradition

a. The Didache was a 1st/2nd century teaching text that forbade abortion

b. Formed/ unformed distinction: Before 40 days, the fetus (from miscarriages or abortion) looked “unformed.” Most theologians thought an unformed body could not house a soul. Animation with a soul was “delayed,” not immediate at conception.

c. Later: Aristotelian philosophy of hylopmorphism. Human persons are not primarily/only soul or primarily/only a body. Rather, we are both together.

d. The Catholic teaching in the Middle Ages was that early abortion was wrong as a form of contraception. Abortion was not considered murder until the fetus was 40 days old (or 80 for a female fetus).

e. The Catholic position of the last two centuries and today is that from conception a fetus is a human being who deserves protection (reason and natural law supports this). Reason may support the genetic argument; but some critics say it is derives from bad science in the 17th century. 

f. Protestants vary: Biblical motifs of welcoming life and God as the author of life. Mainline avoid dogmatic positions. Social context is always one driver: For conservatives part of a family ethics worldview; for liberals, a contemporary, middle-class set of values.

3. Judaism

a. The fetus is “like water” (i.e. part of the woman's body) until quickening (fetal movement, traditionally identified as 40 days, which is about equal to the first trimester). After that, the fetus is like the woman's “leg,” which obviously shouldn't be removed from a person without a grave health reason.

C. What features make us persons? How does each feature make us worthy of moral respect?

1. Personhood: Identity as a member of the moral community and worthy of moral respect. Various criteria are possible (reason, will, awareness, ability to feel pain), but the common use of the term indicates that a person is (a) a member of the human species who (b) possesses or is capable of some kind of rational ability.

2. What about human beings who lack some of these capabilities, such as the profoundly mentally handicapped? What about animals?

D. Four views of status of the fetus

1. Fixed marker: Some clear point, whether it is fertilization, or appearance of the primitive streak at 14 days, or viability

2. Developmental view: that the fetus gradually gains moral standing; there is no bright line

3. Personhood view: only when an infant has mental qualities

4. Agnostic view: we don't know and can't know

E. Some other ethical issues in play in the matter of abortion, balanced against or with the moral standing of the fetus

1. Individualism and privacy leads to reproductive freedom. Only the woman can and should decide. Constitutional interpretation (Roe v. Wade and subsequent cases).

2. Women’s rights: Can women be free and equal without reproductive freedom? By contrast, there is a feminist criticism of abortion: supporter say they are “prolife feminists,” while other feminists say those terms don’t go together.

3. Family ethics, including the father's rights and responsibilities.

4. Socioeconomics issues: the parents’ ability to support a child, and whether society does enough to help out.

5. Quality of life: genetic defects and other medical and social reasons why it might be better not to bring this particular human life into the world.

6. Rights and acceptance of those with disabilities: Many in the disability community are concerned about the quick assumption that a fetus with Down Syndrome, say, is not worthy of life.

7. The possible consequences of overturning Roe v. Wade.

F. Discussion Questions and Activities

1. Why is the act of abortion morally troubling to some people? Why is restricting abortion morally troubling to some people? Is there any way to reconcile the conflict between these two answers?
2. Is opposition to abortion solely a religious matter, or are there good secular reasons to be opposed to abortion?

VII. End of life treatments

A. Terms and distinctions

1. Homicide (or killing): the causing the loss of a human life (it could be accidental)

2. Murder: intentional causing of the death of an innocent human life. Usually means active participation: commission, not omission. But omitting to prevent a death may still be morally and legally culpable.

3. Euthanasia: A general and popular term—from the Greek for “easy death” and first used in English in 1742—meaning to kill or permit the death of incurably ill persons for reasons for mercy. Not a pejorative term, unless one is against it. The common categorizations of euthanasia in medical ethics, until recently: 

a. passive vs. active = “letting die” from the underlying disease, especially by forgoing or stopping treatments and interventions, vs. “killing,” causing death by a medical means that is not the underlying disease itself


b. voluntary vs. involuntary = with or without the patient’s consent

c. A cross-fertilization of these categories yielded four basic forms of euthanasia. But this four-type categorization has become problematic as ethics and law have come to see withdrawing and withholding treatment (passive) as often legitimate and not to be confused with mercy killing

B. A better ways is to distinguish three categories of actions

1. Acts that allow a disease to take its course toward death

a. Aggressive pain management that may hasten death

b. Forgoing burdensome or futile treatments

c. Stopping medically futile treatments

2. Acts that cease artificial maintenance of bodily functions (the patient’s body cannot maintain these functions without technological assistance). Some call “passive euthanasia” but most simply call “withholding or removing life support”

a. Withholding/forgoing artificial life supports (by means of a request, living will, DNR order, doctor’s decision)

i.  ventilator for breathing; cardiopulmonary resuscitation (DNR orders); maintenance of other systems: heart, kidneys, etc.

ii. artificial nutrition and hydration (feeding tubes) raises the special problem of whether these are “ordinary means”

b. Withdrawing all the above artificial life supports 

3. Acts that cause death by an intervention that is neither a disease nor a cessation of life support

a. Suicide (without assistance)

b. Physician assisted suicide (PAS); also called “assisted suicide”: providing the patient medication or (rarely) a machine that he/she uses to commit suicide. The doctor might or might not be present at the death.

c. Direct euthanasia (= mercy killing): the doctor injects a drug to cause the death of the patient. This may be voluntary or nonvoluntary/involuntary. (Dr. Jack Kevorkian assisted many type “b” deaths but was final put in prison for a type “c” killing.)

C. Categories regarding the status of the patient

1. Voluntariness

a. Voluntary: by the patient’s own action or at the patient’s explicit request (not under any duress).

b. Involuntary: against the patient’s wishes, or not seeking consent when it could be secured.

c. Nonvoluntary: the patient’s wishes are unknown, or the patient is not or never was in a position to make any

2. Competence

a. Competent adult

b. Incompetence by formerly competent (e.g. PVS patient)

c. Presently incompetent but later to be competent (e.g. a child)

d. Never competent (e.g. a child or adult with severe retardation)

3. Medical condition

a. Terminally ill: in a dying process from a disease

b. Not terminally ill

c. In a persistent vegetative state

d. Brain death: various criteria of brain death are used

4. Quality of life. Many permutations, including: 

a. Not able to have cognitive functions or meaningful interactions

b. In significant physical pain

c. In mental anguish, from the illness, often from the fear of prolonged or painful death

d. Not able to live in a way one considers a full life; diminishment of one’s sense of self

D. Artificial Nutrition And Hydration (ANH)—the Terri Schiavo Case
1. Who needs this? These treatments are primary for patients in a coma, specifically known as a persistent vegetative state (PVS). PVS is a long-term state of non-awareness, usually because of brain damage. The patient may be wakeful and react to some stimuli, but if he/she has low-level brain wave activity and known brain damage and has been in the state for more than several months, he/she is almost certain not to recover. Patients who are too weak to eat (from injury or in the dying process) or otherwise incapacitated in the throat or esophagus may also be given ANH. The famous case in 2005 was that of Terri Schiavo, whose husband and parents fought legally over her treatment. Her feeding tube was eventually removed and she died.

2. ANH is delivered through a “feeding tube.” A more temporary arrangement is a gastro tube down the throat; a more permanent arrangement is a J-tube surgically implanted into the intestines. 

3. The ordinary/extraordinary distinction is a classic one between medical care that is normal, routine, always expected and medical treatments that are out of the ordinary, risky, burdensome, not routinely expected. The division is commonsensical, but there is a lot of gray area. It is a shifting gray area in fact, because a certain surgery that seems extraordinary 20 years ago may be virtually ordinary now.

4. Arguments that ANH is always ordinary: 

a. The patient’s need for foot and water is not premised on his medical condition. It is ordinary care.

b. The symbolic value of giving sustenance.

c. Not to give ANH leads to a prolonged death.

5. Arguments that ANH should be considered the same as other treatments, and as potentially removeable:

a. The body needs many things that are ordinary. The question wouldn’t come up but for a medical condition. If the body can’t sustain life without technological assistance, that assistance is a treatment to put into the burden/benefit equation.

b. The symbolism of a meal is lost with ANH.

c. There is reason not to worry about a patient in PVS or at the end of life suffering from the starvation. The body’s pain reaction starts to shut down, and the patient can be given pain medication. (Or, some would argue, then we need to follow the logic and assist death directly.)

E. Physician Assisted Suicide (PAS)

1. Background

a. How common? There are “6000 planned deaths a day” somewhere in the U.S., says one advocate of PAS, meaning life support termination decisions. The implication is that PAS should be part of that spectrum.

b. Netherlands decriminalized and gave criteria in early 1990s; now legalized.

c. Increasing use of hospice care and improvement of palliative care. In the past, doctors weren’t well trained in palliative care. Many physician critics say PAS is unnecessary for reasons of pain, because good pain treatment exists

d. Legally, according to a pair of Supreme Court cases in 1997 (Vacco vs. Quill and Washington v. Glucksberg), there is no constitutional right to die, but a state may allow PAS. Oregon provided the right to die in 1998: the first known legal PAS in U.S. occurred on March 26, 1998. Approximately 30 Oregonians a year seek medication for PAS under the law, but 15 or fewer actually use it.
2. Ethical arguments for PAS

a. On grounds of beneficence (compassion):

i. PAS can be an appropriate extension of medical care to relieve a patient’s suffering.

ii. Some argue for terminal cases only (If life has run its course and the patient is terminal, PAS is simply shortening the end in advance of greater suffering); others for any grave suffering

iii. Suffering may be defined primarily as physical, or also as psychological

b. On the basis of autonomy, we should be allowed to decide for ourselves how our lives will end.

i. Rights to privacy and self-determination

ii. No one can share, know, or judge our suffering; suffering is more than physical pain

iii. For some, the indirectness of PAS is important: this is a self-chosen and administered act. Because direct euthanasia is perhaps not autonomous, we should stay with PAS.

c. Palliative medicine is not always sufficient to alleviate significant pain and suffering

d. Appropriate policies will prevent medical and social abuses

3. Ethical arguments against PAS

a. Nonmaleficence

i. Theological: PAS violates sanctity of human life and injunctions not to “play God”
ii. Philosophical: Human life is always a value: it is an inherent good that is the foundation of other goods

iii. Medical: The duty of doctors is to save and heal, not harm (Hippocratic Oath)

b. Lack of necessity: pain can be managed

c. Consequences on the slippery slope

i. The practice will weaken society’s commitment to provide care

ii. The default shifts to justifying the continuation of life

iii. Abuses: We will slide from terminal to non-terminal; voluntary to non- and involuntary; PAS to direct euthanasia

d. Medical considerations

i. The requests burdens doctor; it asks too much of them morally 

ii. Doctors they shouldn’t have divided loyalties—thinking about ending life while trying to save. They should be fully for saving lives.

e. Social considerations

i. It hurts family members to lose the loved one

ii. It is not a private, autonomous act—it involves others both in assisting and in bearing the results.

iii. In a society without full medical coverage and generous elder care, financial considerations may pressure people into asking for PAS.

4. Can abuse be prevented? Dr. Timothy Quill’s seven criteria for PAS are meant to prevent a slippery slope (the Oregon law has similar features):

a. The patient must make clear and repeated requests

b. Ascertain that the patient’s judgment is not distorted

c. The patient must have serious, incurable pain

d. The need for PAS must not arise from lack of comfort care

e. PAS should occur within a physician-patient relationship

f. Another doctor must be consulted

g. There must be clear documentation of the reasons

F. Discussion Questions and Activities

1. A patient in a persistent vegetative state is not dead according to standard medical criteria. So why should her treatment be removed? What features of PVS are important to the determination to remove or continue feeding?
2. Is removing ANH from a patient significantly different from deciding not to resuscitate? Not to administer an experimental procedure? Removing a respirator?  

3. May doctors ethically refuse treatments that will prolong a patient’s life, against the wishes of the family and possibly the patient? Research and discuss the case of Mrs. Helga Wanglie.
4. If you feel strongly about your healthcare wishes but don't have a living will or a healthcare proxy, then you are like many people, especially if you are under 40 and haven't stayed in the hospital recently. Why don't more people take action to ensure their wishes are respected? Why don’t you?

5. If a patient did not have an advance directive and family members disagree about what to do, as in the Terri Schiavo case, how should this be handled?

6. Is PAS ethical? For what kind of patients? Should it be legalized in more states?

VIII. Justice in healthcare delivery

A. The ethical and social problems

1. High costs, yet still not meeting needs

a. Too many Americans are uninsured (over 15 %)

b. Too many Americans are underinsured (they couldn’t afford a catastrophic illness)

c. The cost of healthcare is rising precipitously for families, businesses and government

d. There is thus de facto rationing of healthcare by ability to pay, and to some degree by the limit to choice put in place by managed care systems

e. Many physicians are unhappy with the managed care system—its bureaucracy, its time pressures and constraints on patient care

f. The U.S. spends a large and growing portion of GDP on healthcare

g. Some countries with socialized or government-paid healthcare have universal access but limited availability of advanced services. Many poor nations lack the basics of public health. Neither model is attractive to Americans, yet our own system is unsustainable.

2. The main factors creating the lack of health insurance:

a. The cost of procedures and insurance coverage is skyrocketing, and too many Americans can’t afford it

b. Employer-based insurance doesn’t cover those not working or at many small businesses and part-time workers

3. The current system

a. Mostly employer-based coverage

i. Most of this coverage is “managed care,” which means that members of the health plan are encouraged to choose doctors in the network, and member may be constrained from choosing specialists or procedures without a referral.

b. Supplemented by the government programs of Medicare for the elderly and Medicaid for those with low/no incomes

i. The high cost of health care is outstripping federal budgets

ii. The government reimburses less than full cost, and more doctors and health systems are avoiding participation, esp. in Medicaid.

B. One ethical perspective on these problems is merit-based justice based on economic standing): you get whatever health care you can afford. Let the market sort out prices, etc. Fairness is based on the merit that those who work harder and get more income get more health care choices

1. Pros: We should have economic choices. Not everyone wants the same thing. Working hard should pay better benefits.

2. Cons: Doesn’t meet basic needs. Makes a basic need dependent on somewhat more random and unlucky factors. People who have lots of resources didn’t necessarily deserve them or work hard for them.

C. An alternative ethical perspective is needs-based justice: healthcare is a basic right, there is a moral imperative to provide a decent minimum of care. Fairness is when people should have equal access to a decent minimum.

1. Pros: Meets basic needs and treats people as moral equals (not that this approach does not necessarily require equal treatment across the board, but equal access to a minimum).

2. Cons: The definition of health can be expansive. How do we determine the decent minimum. Can society afford it? Will universal coverage bring bureaucratic and choice-limiting features with it?

D. Whatever public policy initiatives happen in the United States, they should…

1. be realistic about costs

2. plan for a graying population

3. recognize the benefits to society when preventative and basic care is available to all

4. take the burden off businesses and make health care a portable benefit so that changing jobs does not leave one in the lurch.

E. Discussion Questions and Activities

1. Has your family or someone you know had difficulty with affording health care?

2. What basic features—what goods and services—do you think should be in a health plan for all Americans?

3. Are you willing to accept limits, waiting times, or higher costs for advanced and experimental care in order for the system to provide health insurance to all?
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