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1- Historical introduction 
Introduction 

This chapter is mainly about the history of medicine and its ethics because learning about ethics yesterday and thinking about ethics as it expressed itself in various cultures today can help us shape the ethics of tomorrow and these ethics may be called medical or any part of social ethics. 

A glance at medical practice of yesterday as well as physician- patient relation – ship helps us shape the ethics of future. 

Physicians first deal with disease without any distinct cultural setting and they didn't make and difference between disease and illness (one can feel very ill for a variety of non pathological reasons). So there are many considerate diagnosis and these considerations depend almost on cultural settings. And this means that every one has his own cultural and ethical setting and imposing one's own set of values on the other is a form of ethical imperialism. 

Primitive Medicine 

Medicine, philosophy, and religion practices had their origins in primitive man's beliefs and taboos. Primitive humans concerned with ethics even if often unconsciously. For example Shamans believed in their capacities as we believed in penicillin today, they practices sites to evil spirits that cause patient no burn and shake the decision to use such a site is a moral decision.  
Pre- Hippocratic Ethics 

There was a wide spread communication between the various cultures in the known ancient world. Yet there was huge differences between the practice of medicine in Hammurabi's Babylonia (an attempt to regulate medicine and to protect patients from incompetent or unlucky practitioners) or in ancient Egypt (in the Hermetic Books of Toth, Egyptian physicians are enjoyed not to deviate from the rigidly prescribed regimen under fear of death and the freedom with which medicine was practiced in ancient Greece (no strict laws applies)

The Ancient World 

The Hippocratic corpus main thrust was to prescribe certain etiquette, mainly to uphold a certain standard of performance and serves to distinguish the expert from the charlatan. So, for them the only purpose of medicine was the application of knowledge to the treatment of disease, and his ethics consisted in doing this well. What matters most to the Hippocratic is how the physician's behavior is perceived and consequently what the social and material status of the profession will be. There is the Hippocratic oath which prescribes the relations of student to teacher, establishes the duty to transmit knowledge as well as fixing those to whom it is and those to whom it is not to be transmitted and sets standards of medical function and decorum. But this oath emerges as a powerful tool seeking to safe guard the reputation of medicine and that of its practitioners, rather than, in the main seeking to promote the patient's good for it's own sake. 
The Hellenistic, Roman and Early Christian World 

This world provided a bridge to the roman world and to the Christian era. 

Medical ethics of those times are composed of the many stands of early western culture and it shows a strong influence from the Hebrews, the Persians and others. 
There were different views and threads that found expression in the late Hellenistic and early Roman world. 

The first one is what we today would consider truly medical ethics is recorded in the writing of Scribonius larges, he sees medicine as "a profession". He introduces a textbook of pharmacology. 

Scribonius deals with the question of what physician is and what are his duties? 
Scribonius said that: "as physicians they must harm no one and treat friend and foe alike 

Arabic Influence
 European culture had been influences by Arab culture and within the century of Mohammad birth both the European and African sections of the Mediterranean region were in Arab (Muslim) hard. Arabs bought with them: Art, music philosophy, mathematics, science, and medicine, so medical practice and knowledge, surgical as well as medical, were far advanced, this practice and knowledge included concern about ethics.
Medieval Fumes 

At this time, attitudes forward health and disease profoundly affected ethical positions. God sent disease as punishment or as a test. God intended physicians to heal just as the expected farmers to till the soil. Physicians were often priests, and the duties of physicians were first of all, largely defined in religions terms. Healing the soul had the priority to healing the body. Safety of the soul was the main issue. Physicians were expected to be charitable and competent. Euthanasia and abortion were considered unethical. Medical ethics were determined by the church. 

The Plague and its effects 

The medieval plague that struck Europe influenced the material as well as the social life, and raised what was called "medical deontology": medical ethics done to examine the ethics of the profession prolonging life became the prime function of medicine form  the early 17th  century, works of medical ethics began to appear. 

The Enlightenment to Modern Times 

Philosophers of this era had a profound influence on the evolution of medical ethics like Mill (1806-1873) and his examination of the role of utility that left a stamp  on ethical thinking in medicine which id reflected in much of our thinking today. In addition to the French revolution (1791) which changed the relationship of person to one another: concept of individual dignity and human rights. The first "labor laws" were established to protect the work giver form the demands of the worker. With greater emphasis on individual dignity and the misery of the proletariat raised what called Marxism (19t h -20th  century) and then raised the social democracy which worked on bettering the work conditions in addition to emphasizing the education of the worker. All these events effected health care systems. Unfortunately, it also allowed a new confusion: 

Symptom was no longer held to be disease, but the patient and the social context in which disease roots place were often forgotten. But then introduction of ethics and other humanities of many colleges and universities begin to change some conditions. Many questions about the relationship between technology and moral concerns were raised but in fact there is a dialectic relation between them. No one can deny that with the development of health care system and as nurses have become better trained; they have assumed more important roles and this serve the patient's interest

We cannot separate medicine and its values from the culture in which it functions. In America e.g. health care practitioners evolve into businessmen vying for a share of the "health care dollar".
Cultural And systemic Considerations

Society structures a medical system which has a profound influence on medical practice. It is difficult, if not impossible, to practice ethically unless the system in which one practices is an ethical one. Like wise, it is not very well possible to craft an ethically appropriate institution in the context of a society whose ethical structure will not allow this. The United States today lacks access to health care for many members of the society and provides only inadequate access to many more.
2- Theoretical Considerations 

Introduction 

This chapter will be devoted to a brief sketch of ethical theory as it relates to health care ethics. 

The Question of how do we judge a giver course of action as one ethically appropriate gets us to a question of what kind of authority is sufficient? 

There are two appeals. First is the appealing to the law of the land that can't tell us if such laws are or are not ethically appropriate. Second appealing to the religious beliefs that suffer from the very same narrow approach. We are left with asking what the criteria for judge if such acts good or bad are. 

It appeals to religion or the law cannot guide us in making ethical judgments, we must rely on other ways of finding food reasons for Justifying and arguing our propositions. 

Codes and oaths can serve us will as guide posts if we assume that the direction in which they point is likely but not by any mean necessarily the right are.
Medical ethics differs from general ethics because of the complex of its subject material and because of the intense emotions accompanying many of its choices. 

Ethics in general helping people to live the good life. Applied ethics, in addition requires understanding of the matter to which it is to be applied, an understanding that includes emotive and meaningful activity and discipline. 

This book assumes that medical ethics cannot make a judgment about problems unless it considers their context, their history and their culture setting as well as the circumstances, values and feelings of the moral actors who are involved.

Ethics derives form the Greek ethos as morals derives from the Latin mores. Both derive from the word for custom, manners or disposition peculiar to a given people. 

It is often not easy, despite these definitions to delineate an "ethical" from other sort of problem. 

Medicine needs to ask "How" question: How can I treat this disease? While Ethics asks different question: "Giver that I can do something, ought I to do it?  
Ethics is concerned with tow key concepts: the concept of "good" and the concept of "right" 
For purposes of this book, problems of ethical content will be considered to be limited to problems involving another. 

Defining the Good
Good has largely remained elusive and indefinable. Good, in general parlance, is generally use as an adjective. 

Good, may be intrinsic goods "good in themselves" or instrumental goods (good that serve as the means for achieving another, usually higher, good)
The Function of Ethical Theory
Ethical theory and its principles is most helpful if we are to analyze and understand moral problems. 

Ethical theories and principles are no more sacrosanct than those of physiology or pharmacology. 

They are merely working hypotheses with we can hope to deal with our problems and which in turn and by what we learn by their application, we seek to adapt and improve.

Consequences and Intentions: Deontology and Utilitarianism 

There are two ways of looking at the "rightness" or wrongness   of an act. The first way is that we can look at the consequences of the act and judge it if it is good or bad. The second way is to seek the good in the intention of the action ignoring the consequences. Consequentialist viewpoints are developed by some ethicists today and the second view which is called deontological had a profound impact on ethics in general and on medical ethics in particular. Kant says that every person is free and must set his own moral law and such laws must be universal but an action moral for oneself would be considered immoral for one another. But Kant replies that if all rational beings have the capacity to set their own moral law they have the same basic respect and so we must consider their goals so when we generalize such a point of view we end with a world of ultimate realm of ends, i.e. ultimately all of our ends have a common meeting point. For him rules must accord to reason and logic and therefore be universalizable. 
For Kant, the only absolute good that which is good in itself and not merely an instrumental good. An action (or rule) that turns out badly, no matter what the unforeseeable cause is bad. But this when applied to the realm of private relationships it is rightly deemed dangerous. e.g. dangerous experiments on helpless people that could, however, benefit a large number would not be precluded, and a few innocent could readily be scarified if doing so would result in great benefit so many. So this way ignores motive and fails to account for human fallibility. And that we have to deal with groups not with individuals. Deontological theories, on the other hand, are often accused of being inflexible and of being deficient in their ability to guide our daily decisions. An action considered to be wrong-lying – for example- is wrong under every and all circumstances. 
Kant did not intend to produce a cook book of ethics but a firm foundation on which rational men could build the good life. Relationships modify but do not change the basic obligations we owe to everyone so in explaining words like friend, student, and health care professional or even enemy. We must consider what obligations such relationships entail. My general obligation to all others forms the base line of the obligations of my special relationships. 

John Dewey 

John Dewey is one of the most important figures in social ethics. He denies the existence of an absolute good (true) truth is not something that exists to be discovered truth is something that is fashioned through the social interaction of free and thinking persons. There is no absolute solution to problems. He assure on the importance of experience in the formulation of our ethical choices rather than to base choice on predetermined ethical "principles"

He says that we need t community of others if we are to think effectively or lead our life successfully. Such a point of view is basic to democracy itself. 

Virtue Ethics

If we want to know what virtue means, we should look at the characteristic of persons we consider "virtuous" rather than selection rules and then deciding that persons who follow such rules are virtuous. Aristotle saw that in practical terms virtue was the result of a balance among intellect feeling and action. "virtue" was a state of character and the result of practice. 
"Virtue" and goodness are always defined on each other's terms. The virtuous man does good things and good things are those acts a virtuous man does. Virtue ethics alone, on the other hand, suffers from an imprecision that in defining the good in terms of the "virtuous person"    runs the danger of ending up in paternalist acts. 

Situation Ethics 

Situation ethics as a type of approach, would judge each situation purely on it's own merits aiming for the most "loving" result that could be brought about. "Love" as a concept may be defined as notions of the "good". But what is not merely determined by the "goodness" (or by the lovingness) of the out come. 
Care Ethics 

"Care Ethics" took its place in the contemporary American ethics literature. It might be considered as an observe of Kantian ethics. Authors called "justice-based reasoning" which is the type of reasoning used mainly by males which appose "care based reasoning" which is mainly used by females. But in general female physicians are approached to same ethical problems that the physician males are approached do. Justice –based reasoning is operated by applying ethical rules to concrete situation neglecting the unique features of hand, allow the feelings of persons to be involved. But no one can deny that personal experience tradition intervene in the medical practice. This means that every one has his reactions toward any case. Therefore, ethical theory spawns the principles and rules with which we choose to govern our behavior but we must apply these principles and rules with "caring" because of our predetermined principles and rules. Therefore, ethical theory is a process of learning and growth in which reason and emotion must compliment and enrich each other. 
A Biologically Grounded Ethics of Suffering 

Morality, of course, cannot be reduced to biology. What is meant by saying that morality can be biologically grounded is that we, as sentient creatures, cannot escape the framework of our biology (all our functions, including the function of thinking and of making judgments) therefore biology is the source of our common experience, moral, and otherwise. Such an ethic is predicted on a "common structure of the mind" which enables all sentient creatures to appreciate benefit and harm, and, at the least, to suffer. Not to bring harm (or suffering) to entities capable of experiencing harm may be a sound basis. Of course, what is harming (suffering) must be defined on terms of the entity itself. But "suffering" is a composite concept. For example to suffer I must have the capacity to remember what has gone before (my pain was here and is still here) and anticipate the future. Therefore memory and thought are the necessary conditions for the capacity to suffer. 
Personhood and Moral Worth 

There are three main types of moral worth: primary, secondary and prior moral worth. Having such worth is the necessary condition to be an object of moral consideration. The concept of personhood, used throughout the ethics literature has never been well defined. Kant said that all persons must be objects of respect and in defining objects of respect as those entities capable of moral self legislation. But this definition was not helpful in answering our ethical questions, for instance is the unconscious patient a person? Therefore the question of what gives objects moral worth, make us hesitate in dealing with it.

Types of Moral Worth 

As we mentioned before there are three types of moral worth; primary moral worth, secondary moral worth and "prior" moral worth. Primary moral worth is the capable of having an interest, or that, at the very least; the capacity to suffer, the capacity to suffer is meant to serve as a madder of moral standing or worth. The lack of the capacity for self knowing benefit or harm is what differentiates inanimate from animate objects and what divides the sentient form the insentient.  
To have material secondary moral worth, an object must be of material or concrete value to another. Therefore, it is moral worth because the object in question has material value to another who is himself of primary worth and who, therefore, has moral standing.

There is another type of secondary moral worth which is the symbolic worth. Flags, religious symbols, and many other objects have symbolic worth. But what is symbolic at a given time or to a given individual may be meaningless at other times or to other persons.

A sick animal may be of primary moral worth since it can be benefited or harmed, may have secondary worth, in having a "market" value and may also have a symbolic value in that it stands in someone's mind for a previous owner who loved it. When a patient is an encephalic, brain dead, primary worth is lost. Such patients are now of symbolic worth to their loved ones, and they may be of secondary worth in that they have the capacity to consume badly needed resources. When an entity loses primary worth, professional obligations change. We, in this case, need an external standard. But external standards, when it comes to difficult choices, are inevitable. Many of our judgments in medical ethics are faces with questions that can only be answered in the context of a particular community and a particular time. The concept of prior worth is one that assumes that there are issues that are basic for all other possibilities. Being, nature (ecology) community, and the future are examples of this. Therefore, as Hans Jonas has pointed out, knowledge itself has assumed moral dimensions. 
Looking At Ethical Theories 

The variety of ethical theories faces us with a troubling question: what is morality? 

Morality exists as a discoverable truth, an absolute that is not fashioned by men but is unchangeable and immutable. What is and what is not morally acceptable varies with the culture in which we live. 

When utilitarian set out to maximize the "good" their vision of what is to do good, is unavoidably rooted in a prior vision of the good. This prior vision of the good conforms a logically universalizable principle. Theoretical considerations are necessary if we are to act. Even the statement that we shall act without theoretical considerations is itself a theory of how to act. We derive our principles of action from our views of ethics. 
Macro allocation and Problems of Justice

The basis of traditional ethics involves two issues: 

The relationship of individuals with one another (micro allocation), and the relationship of individuals with their community (macro allocation) 

Macro allocation issues must be separated into three levels. First, societies allocate their resources in various broad categories: how much for education, how much for healthcare etc. second, distribution of funds into the constituent enterprises of education, healthcare takes place. Third, individual institutions distribute available resources according to their needs: Decisions of how to spend for ICUs, and how much to provide for the library of an individual institution are made. 

In making allocation schemes, we must be: 

1. Fully cognizant of the fact that our decisions will inevitably influence particular persons 

2. Ready to enforce these schemes in an evenhanded manner and not allow those who have the capacity to "make the most noise" to be benefited beyond those unwilling to do so.

3. Willing to make policies with sufficient elasticity that criteria for allowing deviations from the policy would be possible.

In dealing with ethics, especially on the "macro" level notions of justice are essential. To Aristotle Justice consists in giving every one what is their due.
John Rawls has developed the notion of justice as: 

1. Assuring maximal freedom to every member of the community 

2. assuring those with similar skills and abilities equal access to all offices and positions found in a particular society 

3. Assuring a distribution to benefit maximally the worst off.

Such a notion, however, still relies largely on single persons who are social beings choosing for themselves and not within the context of a community.

The Natural Lottery 

By the "natural lottery" is meant "chance" or "luck" which supposedly distributes poverty, wealth, beauty and other endowments as well as health or disease. 

There are three basic ways of looking at the lottery: 

1. The results of the natural lottery do not confer any obligation on anyone. They are certainly unjust

2. Although no one may be responsible for the results of the natural lottery, the loser has done nothing to observe being singled out.

3. Being struck by lighting does not adequately describe the situation that exists when we are born have a heart attack.

Viewpoints of Community 

The way we look at community determines our concept of justice, our sense of mutual obligation, and ultimately, our laws and procedures. 

There are two ways of looking at community: 

1. On the one hand, we can view community as consisting of members united only be duties. In such communities freedom becomes the necessary condition of morality. 

2. On the other hand, freedom in such a community may be a fundamental value, but it remains a value of the community and not one of its absolute and necessary conditions. In such a community a "minimalist ethic" is viewed as insufficient.

Minimalist point of view considers that we are obligated not to harm but are not obligated to help one another. The way we view such obligations explicitly or tacitly depends on the way we understand what has come to be called "social contract" 
To libertarian such as Nozick in social ethics and Engelhardt in medical ethics, personal freedom is an absolute. 

Beneficence is a niceness that loses its ethical dimensions and replaces it with aesthetic dimensions. An ethic that, except for it's necessary framework of respect for freedom, can have no universally agreed upon content. The ethics of medical behavior is an ethic of the marketplace. Health care professionals will do the best possible job for the lowest possible free to attract more "customers": it is one again, and ethic of "out ward performance" rather that one of "inner intention". 

To Rousseau: persons prior to association were also free standing and asocial, but they were not out to harm each other; they were amoral beings. They had "a primitive sense of pity".

The individual remained ontologically prior to community. To be comprehensible, community and the individual must be defined in each other's terms. Individuals are born into some form of human association and that they are born in need of others supply. 

As humans we all share in the human condition, and all our activities are limited and shaped by this frame work. This frame work consists of the following: 
1. A derive for being: under all but pathological circumstance we all wish and try to exist.
2. Evident biological needs

3. Social needs 

4. A common sense of very basic logic 

5. A desire to avoid suffering 

6. The desire to shape our own lives and pursue our own interest. 

Living freely presupposes the meeting of these prior conditions. Ethics reduced to principles and applied to problems, without being filtered through our moral sensibilities, makes a mockery of ethics: instead of being a quest, a search, a stimulation exploration, ethics is reduced to another technical occupation. Under such conditions ethics loses its soul.

3- Fallibility and the Problem of Blameworthiness in Medicine 

Health care professionals, just like other people, may err. But it is often implied that physicians should not be like other men and women because their material is life, and life is too precious to permit error. 

Sometime, instead of using our energies in learning from the mistake we acknowledge, we consume our energies in a senseless quest for the blamelessness we seek. Problems are, by their nature, not "soluble": we can only strive to make an "indeterminate situation more determinate". Physicians, often, are fear to acknowledge their technical errors may be because they fear to lose their prestige or because of the sense of inferiority, which would find its confirmation in admitting an error even to one self. But these things block even self learning. We want to be perceived as scrupulously virtuous. The fear of blame causes us to seek certainty in the very realm least likely to provide it. In making choices about moral matters, we rarely have problems in choosing between the "good" and the "bad". Actions, objects, or judgments in moral as well as in non moral matters may be desirable, undesirable, or indifferent to us. But why choose? Why not simply do nothing? When we fail to choose, or when we leave the choice up to chance, we deny our freedom to make a choice, refuse to think deeply about relevant differences or simply are confronted with a situation about which we do not much care.
When it comes to making ethical choices, refusing to choose in important issues that affect others, says loudly and clearly that we really do not care. 

Physicians are trained to watch scientific changes and to intervene in the biological process so as to support homeostatic mechanisms tending to promote life and health. Such work is difficult and demands a great deal of skill. Problems in medicine are too critical and too close to the weal and woe of real people to permit the evading of choices. Refusing to made moral choices transfers such blameworthiness.  When health care professionals only pose the "can" question "can I do something?" for example evade the more troubling "ought" question. 
In the human condition confronted by health care workers, moral choices often leave us with the necessity of choosing between acts any one of which to a greater or lesser extent, is blameworthy in and of itself. Health care professional, in going about their daily tasks, must learn to assume and be accepting of their fallibility in technical as well as moral matters. Mistakes will be made, errors committed undesired outcomes achieved, and doubts will remain. These not only are the price for action but, used properly, can also serve as vehicles for learning and for moral growth. Health care professional must learn from their errors because learning from errors accepting blameworthiness, and making moral choices, serves to enhance better persons and, in turn, better health care workers. A good person, as the Greeks saw, is not described by his single actions and choices. But rather by his "self-making" or the ability to learn from situations and ,in consequence, to change. Whether technical or moral, our choices are reflective of us as persons. 

In daily life as well as within the health care professions, hypocrisy takes many forms and expresses itself in many ways. What one does may be problematic, what one does may be mistakes or even morally wrong, but, at the very least, what one in fact, does or thinks needs to be freely acknowledged and discussed.

4- The Ongoing Dialectic between Autonomy and Responsibility in a      Pluralist World 

Introduction 

Autonomy implies the ability to govern one self or, in Kantian language to set one's own rubs. But we must differentiate between autonomy of the will and autonomy of action, where ill, hospitalized, and weakened patients' loss the ability to act but not the ability to will. Where as patients who are unconscious and confused lack decisional capacities. Autonomously motivated behavior by one person that is perceived as harmful to that person by another may lead that other person to interphere will such behavior. Such interference is defended by an appeal to responsibility. 

We are responsible because we are able to, in doing our role. Internally felt responsibility is, to some degree, the product of autonomous, national choice. It is a function of how we view ourselves in relation to others and in relation to community. When health care professionals feel "responsible" for their patients and feel that maintaining, safeguarding, or restoring anatomic and physiological function is the best ignoring the patient's choices. 

Physicians may with hold or modify information if it is against the patient's wishes. Medicine is but a consequence of daily struggle. 

Paternalism 

According to Dworkin, paternalism can be defined as the interference with a person's liberty of action justified by reasons referring exclusively to the welfare, good, happiness, needs, interests or values of the person coerced. Feinberg took this a step in dividing paternalism into a form that seeks to prevent harm and a form that seeks to bring about another's good. Secondly, he distinguished between "weak" and "strong" paternalism. 

In weak paternalism the actor attempt to prevent conduct that is:

1. substantially nonvoluntary (protecting patients from non voluntary harm) like preventing harm to one under hypnosis 

2. done without full understanding of the consequences by the person action (giving life-saving therapy to a young child whose parents refuse such treatment)

3. at times act when temporary intervention is necessary to determine whether an act was truly autonomous or not (pushing some one from the path of an oncoming train)

4. Strong paternalism, on the other hand, seeks to prevent harm to persons by liberty limiting measures even when their contrary choices were informed and voluntary. Unfortunately "seeking the patient's good" is the reason given for acts that are meant ultimately to benefit the physician, the institution, the family or the community. To Mill autonomy of action must be one of the fundamental principles in order to maximize the good of society. If we hold freedom to be an absolute condition of the moral life and look at communities as collections of men united merely by duties of not bringing harm one to another, we will place a supreme value upon autonomy and will find the place of responsibility for one another. But autonomy, as a moral obsession leads to neglect, it is often an excuse for pursuing our own interests mindless of the very obvious needs of others. This interplay has been seen as a dialectic in which the goals of one are in conflict with the goals of others. Autonomy must develop in the embrace of community and of its' beneficence. 
Autonomy, Competence, and Decisional Capacity 

To be autonomous, and action must meet certain minimal criteria: it must be amply informed, it must be the product of sufficient deliberation, it must be free of internal or external coercion, and it must be consistent with an enduring world view. 

Ample information, is and of itself, may be problematic technical details are often not understood by patients. Moreover, healthcare professionals must remember the impact of emotions of the moment, and must try to minimize the gap of understanding between themselves and their patients. Sufficient deliberation implies time and time is not easily at hand.

Coercion can come in many guises. Patients may be coerced by external circumstances to act according to the will of others. It is the health care professional's job to understand them by speaking to the patient with understanding, with compassion, and when possible, alone. But coercion, as often is also internal like panic, fear and pain. 

Familiarity with the patient's world view is perhaps, of the greatest help and it's may be obtained in the context of an ongoing and enduring professional patient relationship and the final decision to acceptor not to accept a patient's choice will have to be made by the physician. And the physician will have to be responsible. In general, health care professionals ignore the wishes of a depressed patient especially if they (wishes) would limit treatment. But recent literature has doubted the role of depression in a patient's choice: if a depressed but not psychotic patient's wishes seem to accord with his prior world view, more credence might be given to him than when he does not. 
The legal presumption is that all adult patients no matter what their age or condition are "competent". Legal competence does not denote decision-making ability, just as legally determined "incompetent" patients do not necessarily lack the capacity to make health care decisions for them in a clinical setting. But when the patient's choice conflicts with our own questions about the validity of the choice tend to come up. Denying competence to choose a course of treatment may deny the patient's individual dignity when the capacity to choose such treatment is maintained. When persons are competent to choose, even when the choice is not one we ourselves would make. Respecting their choice is a beneficent act. Health care professionals have the obligation to provide patients will all pertinent information concerning their care necessary for informed choice, and they are obligated to provide it in manner understandable to the patient. Because forcing patients to make hurried choices with inadequate information, sometimes presented in an unnecessarily threatening manner, violates basic respect for autonomy and incidentally, is destructive to the professional relationship. When patients change their minds in circumstances when reasonable autonomy appears present respect for the more recent over the more remote decision will be readily granted.
Truth- Telling 

Persons, who hold autonomy to be and absolute principle will under all circumstances, tell their patients the absolute truth. Paternalists, on the other hands are apt to judge what is, in their view, to the patient's benefit to know and what not, and act accordingly. Blindly following principles (always telling the truth) can become an end in itself instead of a means to a moral end. Some times patients asked not to be tolled the truth and this imposes a heavy burden on the physician. Truth-telling especially when it comes to health care, is very much a cultural modified issue. The basic ethical principle is that a patient with decisional capacity ultimately has to be allowed to decide his destiny in his own way. The way this principle is played out, is quite different in different cultures. Just as patients brought up in a Mediterranean culture may in fact wish to be informed, patients brought up in the United States may not want to be. It behooves different cultures. Just as patients brought up in a Mediterranean culture may in fact wish to be informed, patients brought up in the United States may not want to be. It behooves different cultures. Just as patients brought up in a Mediterranean culture may in fact wish to be informed, patients brought up in the United States may not want to be. It behooves different cultures. Just as patients brought up in a Mediterranean culture may in fact wish to be informed, patients brought up in the United States may not want to be. It behooves patients and other health care professional to understand and respect the patient, the culture, and the patient's wishes at all times learning the door open so that a patient can, if he so desires , change his mind.
Pluralism and Healthcare Professionals 

We live in a pluralist world in which vastly different forms of belief and world view exist. Therefore attempting to coerce each other into behaving in certain ways is not only in practical but also immoral. 

We think on balance that to do right is not to harm another to do wrong is to bring harm to another. The way our actions affect others is at the very least a critical factor in the moral equation
Pluralism and Healthcare Professionals 

We live in a pluralist world in which vastly different forms of belief and world view exist. Therefore attempting to coerce each other into behaving in certain ways is not only in practical but also immoral. 

We think on balance that to do right is not to harm another to do wrong is to bring harm to another. The way our actions affect others is at the very least a critical factor in the moral equation. 

Not to bring harm to another becomes a basic norm. it is a reference point against which to judge our actions as moral or not. Beyond such a minimalist ethics, we are obligated to help one another. Individuals derive this obligation from the fact that they themselves will be again in need of another's help. Thus beneficent action or "doing another good" becomes another obligation of the moral life. 
Different civilizations, and differing enclaves within the same civilization, define the "good" in different ways. There is a lack of uniformity underlies the often radically different judgments made by patients and their physicians. This what causes us not to understand the different attitudes toward abortion for example. The universal of harm and benefit, the universal of the capacity to suffer and rejoice, is not a trivial consideration. Cultural exchanges enabling understanding and facilitating cultural diffusion must occur. If human life is to survive, ethical systems must be reconciled sufficiently to permit mutual toleration and function toward a common goal. A society entirely without moral standards will tolerate amoral health care professionals who see themselves as neutral facilitations of their patient's wishes. And this will have these results: 

First the patients will be left in physician's hands to enjoy (or suffer) the 
"good" purely as defined by the professional. 

Second, health care professionals will assume the character of civil servants who operate under bureaucratic rules and during working hours leave their notions of right and wrong at home. Therefore the relationship of the patient profession will be seen as competent technicians whose technical competency defines their moral duty.
In Kantian terms, the moral agent is capable of making a moral choice, and moral agency is the action taken by a moral agent in the moral sphere. Moral agency is defined as the assumption of moral responsibility for one's acts. 

A decision to act, if it can be said to be moral, cannot be made on technical grounds alone, but involves a careful consideration of the moral issues involved. Sentient beings are capable of moral choice and exerting moral agency in their primary ethical duty. 

Professional involves with the care of patients and with making decisions about them must deal with patients of differing backgrounds and beliefs moreover, these professional have among themselves greatly differing backgrounds and world views. 

Health care professionals are faced with a variety of ethical dilemmas. These dilemmas are of two kinds. The first is the universal internal human dilemma in which agents confront themselves, their beliefs, and their own clashing contexts with often differing claims. The second kind is the external dilemma in which healthcare professionals and their patients must reconcile differing points of view with each other and with the family. 
Disagreements between healthcare professional and patients can be disagreements about the desired ends to be gained. Our own personal "ends" are the product or our internal conflict. Also the patient and physician may disagree about the means (best means of delivering a baby for example). 

Health care professionals must attempt to give all reasonable information and data supporting their point of view to the patient. 

Physicians may disagree with their patients about the need for intervention in either emergency or non emergency, life saving or non life saving situations. In emergency situations in which the patient's life is at stake (say, a patient refusing needed surgery to stop hemorrhage) the "reasonable person" doctrine should be hold on. This means that physicians must proceed to save the live of their patient. So, that a deliberate autonomous choice, instead of death, may take place. 

In non emergency situations (like a leukemia victim who refuses chemotherapy). When the patient's decision seems to be autonomous the patient's will is the ultimate deciding factor. When physicians subscribed to a far different moral set of beliefs from their patients must have the option of relegating further care to another professional. 
When a reasonably competent patient readily assets to a life saving transfusion one certainly needs to make sure that he understands the clinical situation and the options. Moreover, bringing patients together with others who have has similar problems and many other things can be done to help an eventual decision. Beyond this. Healthcare professional should try to advise and persuade, but they are not morally entitled to coerce or to lie to their patients. In a free society, healthcare professionals are neither compelled to subjugate their personal moral views nor entitled to impose such views on others. Problems of this kind can be solved by frank and compassionate discussion that enables patients to make their own conclusions. Healthcare professional also who argue with their patients abuse their implicit power and take unfair advantage of a professional relationship in and attempt to change their patient's minds. 

We have considered only the clash of moral values and agency between healthcare professional and patients. Other clashes are not without importance. These include disagreements with rules of institutions problems with family members.

5- Ethical Problems: Approaches and Alternatives

 Introduction 

Ethical problems, whether they are of patients in clinical medical ethics, social problems, or ethical problems unrelated to medicine, can only be dealt with, by the use of a method. And even those who deny that a method is needed do in fact use a method even though their method is to use none at all. 

Principles, rules, and ways of approach constitute a workable way of dealing with problems. 

For healthcare professional to act ethically they must, first of all, be technically competent in their field of practice. Physicians who treat patients need to be able to give a well founded answer to the technical question asked: what is the problem, and what can I do about it? But physicians and other healthcare professionals are asked to do more, they have to ask the ethical "ought" question: given that I can do something ought I to do it?

Advanced Directives 

The right to decide given to the patients who have full decisional capacity is limited like all other rights. It is limited by the circumstances of illness as well as by the particular social and cultural conditions. 

Over the past decade, advance directives become increasingly popular in most states of the United States. The theory is: since I know myself best, I am in the best position to know what my future wishes might be or whom I might want to select to choose for me. 

Two possible alternatives are largely recognized in law: 

1. the "living will" 

2. an enduring power of attorney for health care matters 

The living will is a vague document and leaves most decisions in the hands of the physician. When a patient is "hopelessly ill" or beyond treatment, the decision of hopelessness or of being beyond treatment is one only physicians can make.
An enduring power of attorney for health care matters takes place exactly at the time when a patient has lost decision-making capacity. That is, when the patient becomes incapable of making medical decisions, another one makes further health care decisions for them in particular situations. Physicians must be certain that the person holding the power of attorney really understands that he is not ill-informed and reacting hastily or contrary to what would appear to be the best interest of the patient. 

The idea of advance directives is welcomed by physicians and health care professional not because they give their patients the option of expressing their will but because they will feel relieved of all decisions and begin to act as mere technical agents blindly following another's directions. But physician and other health professional often hesitate to speak to their patients about advance directives. Cultural differences must be understood and respected before health care professional enter a dialogue about advance directives (persons who have recently come to the United States are often not informed of their "rights" in the language they can understand)

A Method of Approach 

This method, like any method, must be adapted to circumstances and to the personality and experience of the person using it.

It asks about three questions 

1. Where are we? 

2. What is our destination?

3. Where we are with where we seek to go? 

This first question deals with technical medical "facts". What is the diagnosis what is the prognosis, and how certain are we of our facts? Physicians and health care professionals must be sensitive not only to the "fact" itself but also to the meaning this fact has to the patient and to the family in their particular lives. Patients not only have a right to know the full truth, but they also need to realize that physicians and other healthcare professionals are fallible humans and that they are ready to share their fallibility and their humanity with them. 

When critical medical conditions exist we should demand the best facts, the least risk and the highest probability we can get. 

The next question asks for our goals; will the patient, if all goes well, be able to return to a lifestyle they would find acceptable or will they not? If treatment is "successful" will they likely go to home, or does it mean permanent reliance on a nursing home type of situation? Questioning patients about such issues help them understand their options better and help them make wiser choices. 

Eric Casell long ago pointed out that life can be looked upon as a work of art, we as humans work on it from birth to death. When care takers with the help of families are forced to try to complete the work of another; 

Only by a real understanding of and empathy with the style of another can such a thing even partly succeed. 

We must also know about their social biography, their hopes, their fears, their wants, and their aspirations. 
After questions one and two have been settled, question three in generally easily dealt with. Patients need to know what roads are available and what "scenery" is likely to encountered on each. 

Surrogate and Substitute Decisions

When a patient loses the ability to decise and has not left an "advance directive" such decisions are generally made by "surrogate"   persons who we have good reason to believe stood closet to the patient and knew him or her best. But healthcare professionals, when they decide to accept surrogate decisions, must be careful to document why they did or did not follow the wishes of the surrogate. 
When surrogates choose for others, they must set their own interest entirely aside and choose merely based on what they know the patient's interests to be. 

Here two questions are raised: the first, conceptual and linguistic; the second, practical and ethical.
When a person says that he "has an interest" that interest because of the person's particular life history as well as because of their inevitable connection to their community, situation, and context no one can be expected to set aside their own interests. In dealing with families, it is helpful to stress the interests of the patient but to like wise allow the family or other surrogated to put into perspective their own needs. 

When no surrogates are available substitute judgments are the last resort. When however a decision is finally made, it must be a decision acceptable to the physician and to the other members of the healthcare team involved in carrying it out 
Ethics Committees and Consultants 

There are several kinds of ethics committees in Western World

1. committees that are constituted to examine experiments with human subjects from an ethical perspective

These are called "institutional review boards" or IRBs in the United States.
2. Committees constituted to examine animal experiments from and ethical perspective. 
3. Hospital ethics committees that serve to help with problems as they affect patients in the hospital.

Hospital ethics committees started in religiously owned and directed hospitals many decades ago. Such committees, were first often called "prognosis committees" and in some instances "care decision committees". Nowadays, they are referred to as "ethics committees". Ethics committees have three functions:

1. education 

2. Help in writing institutional rules 

3. Prospectively dealing with problems as they concern individual patients. 

Committees properly do not decide, they help guide decisions. The membership in ethics should be as wide based as possible Education is the first task of ethics committees. It starts at home be weekend seminars and private study courses. "Learning by doing" has its place also. The committee moreover, must keep up with ongoing lectures. 

Helping with the writing of hospital rules is a neglected function of a committee. It is about the general rules that govern assigning scarce beds in the ICU, even the no smoking policy of the hospital. 

Lastly, help with patient problems. Have physicians who terminate active treatment of an illness done everything to ensure the comfort of their patients? 

Many such problems can here be studied in leisure committees have certain advantages as well as disadvantages. Their multiplicity of view points may prevent the inevitable myopia of a single consultant. The dynamics of a committee, furthermore, tends to make persons feel personally not responsible; a decision is made by the committee and not by them. 

One of the problems of these committees is that religiously based institutions are operated and under written by a particular faith and by its particular belief system. There is another problem which is that members of the committee must feel free to discuss all issues openly and from perspectives that may clash with those of the hospital. As this activity becomes more widespread it seems essential that at least three things be done: 

1. A clear picture of what the goal of such activities 

2. Who and with what necessary credentials should be allowed to do consultations in ethics 

3. Methods of holding such persons accountable must be established 

Ethicists could serve as advisors on and for such committees, and the committees in turn could review the work of the consultant. 

The Role of Legal Process 

Physicians while acting immediately to save their patients' lives (ever against the expressed wishes of a holder of a power of attorney or of parents) are well advised to simultaneously appeal for court guardianship. State guardianship for persons who have no relatives or friends willing to assume guardianship is a legal process. Sometimes state guardianship is necessary but it is not in itself a good solution. 

6- Patients, Society and Healthcare professionals 

Introduction
In former days, patients related to their physicians on a direct one-to –one basis in the context of their home and relatives. 

Hospitals play a critical role in communities and, even if privately owned sever public functions. Therefore, hospitals not only establish internal rules but are also governed by a set of external rules with which community tries to control their integrity as well as their expenditures. 

The third-party payers (insurance, HMOs etc) have started to play a critical role in American medicine, and not only control the hospitals, but are also beginning to assume significant role in controlling the function of private physicians in their own offices. 

Under these circumstances, physicians and other healthcare provides can hardly be conceived as free agents whose obligations are merely to their patients and who are some how free to ignore external demands. 

Many patients, furthermore, are not ill. Healthcare professional tasks extend beyond dealing with "illness" and "disease" 

Birth, death, and illness or the threat of illness bring out primitive drives fears, and hopes, they generally cause people to seek out help and help that they feel they can trust. So the relationship between and among healthcare professional and their patients based on trust, fear, and hope.

Our vision of the relationship between and among healthcare professional and patients is central to the way in which we perceive the obligation of physicians and other healthcare professionals vis-à-vis individual patients.

Roots of Healthcare Relationships 

The relationship between and among healthcare professional has at least three roots: (1) a root of social contract relying upon a mutual perception of interpersonal obligations as well as upon profession; (2) a root developing out of the historical tradition of society and profession: and (3) a personal root that against its strength from the unique relationship produced by an interaction of the various personalities: patients as well as differing personalities of members of the healthcare team. These three roots nourish a relationship that has found expression in three models, first described by Szasz and Hollander. These essentially behavioral models (activity-passivity, guidance-cooperation, and mutual participation)

The root of social contract is expressed, on the one hand, in the immense privileges and power given to physicians and, on the other hand, in the high and often unrealistic expectations communities have of physicians. 

Communal expectations are expressed in the community's view of professionals in general and the medical professional in particular. To be a professional implies a willingness to use requisite skills in a manner consonant with the moral ends implied in the contract. Social contract, then binds all healthcare professionals to technical competence as well as to moral discretion, and it enjoins them to use both. 

Social contracts evolve through the ages. Within the larger society as well as within the profession, the relationship between and among healthcare professional and their patients has rested on historical tradition. Healthcare professionals if they are to fulfill the social contract must be dedicated to their patient's good.

Interviewing with the other roots is a root formed out of the specific personality of healthcare professional and patients. Each relationship, therefore, is unique and changing overtime.

Healthcare Professionals as Their Patient's Friend 

There have been those who claim that physicians and perhaps other healthcare professionals "ought" to be their patients' friends. 

In our culture, the term "friend" is often haphazardly used you hear persons speak of "friend" when they mean a colleague or someone. On the other hand we mean by the term "friend" someone with whom we share many interests and with whom we are y tacit as well as by explicit relationships deeply connected and who, so to speak, from a significant part of ourselves, then the idea that physicians should be "friends" to their patients makes no sense. 
The term "ought" can be used predictively or prescriptively. In ethics, mixing up these two meanings of the word can have disastrous consequences.
 The relationship of healthcare professionals and their patients, whatever else it requires, requires a peculiar mixture of detachment and involvement.

Rational compassion is one's sense of compassion tempered by reason. It allows one to do things that compassion would, at first blush, forbid one to do Rationality without compassion is cold and sterile. Neither by itself is sufficient, and both are necessary when it comes to dealing with ethical problems, especially with ethical problems in healthcare.
Cultural and Linguistic Problems 

Healthcare professional has to communicate with, listen to, and attempt to understand the other. 

While a good part of communication can be nonlinguistic, some ability to communicate in language among healthcare providers and patients is generally necessary. 

Physicians must deal with patients from a large number of diverse cultures and seek to familiarize themselves with some of these cultural idiosyncrasies. 

Many patients do not share the same language with their physician or may be inhibited by a heavy accent. 

Very often translator has to be used. The understanding of the translator of what is being said may be limited or at any rate will be funneled through their own understanding; not rarely, translators have their own agenda or their own ideas of what patient can or ought to be told.

The problem is different when it comes to patients who can not speak at all. Physicians are obligated to do all that possible to establish their decision making capacity and if patient capable of making decisions to communicate with them directly. A god speech therapist can help establish communication by pointing to letters on aboard or lay other means.

Models and Their Uses
The behavioral models posited by Szasz and Hollender assume that physicians or other healthcare workers are primarily responsible to individual.

A model of activity-passivity in which treatment take place is best adapted to the unconscious critically ill, or irrational patient who has not executed advance directives or given any other guidance to decision making. Guidance cooperation, in which the physician is in rested with great power by virtue of patient's internal coercion by fear or pain, is attuned to situation of serious illness in which patients, while conscious, are reduced in their capacity for making reasonable and informed choices. In the module of mutual participation, the physician and the patient, cooperation for and end satisfying to both, are seen as mutually interdependent and similar in power. 

Healthcare professional have felt most at ease when their power was great but when patient participation was possible. They have been willing to assume and entirely active role but have, traditionally, felt unequal to the task of equality. Power is never really entirely equal; the physician still controls pad and pen. But power may go the other way: patients control the purse strings and, in a sense, the reputation. A balance exists, and it is here that skillful and human interaction and negotiation are most useful and necessary.   

Cassel has pointed out that sick persons lose their sense of control over themselves and their world. At that time, their attribution of unrealistic power and competence to the physician is maximal. This is characteristically seen in the guidance-cooperation model. 

There are other ways and other models that can be viewed simply as that of the "healer" attending a "sick" patient

"Healer" is abroad concept that has evolved from a unitary conception in which religious and medical functions were united in the same person. Furthermore, what has been considered a crime a disease, a sin or nothing in particular has varied throughout history with the particular subject in question sometimes fluctuating among all of these. The World Health Organization definition of health as a "state of complete physical, mental and social well-being and not merely the absence of disease and infirmity", while holding out an unattainable goal, serves as appoint of reference. It too, however, requires a social definition of disease and infirmity.
The "sick role" is defined by one's particular culture and history. It determines how we as patients behave and what, as professionals, our expectation of patients will be. 

In the Western world today there are various healthcare professionals categories such as physicians, nurses, physicians assistants and etc…., all of them they must be trained and willing to play their part in assuming moral agency. 

In one sense, then, moral agency emerges out of consensus among the members of a team and is no longer the province of merely a single person. 

In a historical sense, three models can be identified. The first of these models which with considerable variation has lasted until recently, has been the paternalist model. In this model, physicians decide both their patient's ends or goals and the means necessary for their attainment. 

The scientific model, ushered in by Francis Bacon, evolved until by mid-19th century the patient more and more became an object to be scientifically studied and acted upon. 

As the economics of the marketplace changed and as the Western world progressively became more individualistic and less communitarian, an economic or entrepreneurial model developed. Medicine was seen not so much as a profession as a business, and patients became consumers. 
One must not be hamstrung by models. Models serve as convenient examples, but they cannot fully describe relationships between people. Professionals not only are all different from one another but are also themselves changing and evolving and so are patients. Relationships at any one moment are dependent upon circumstances outside the relationship that impinge on each of the actors.

Ranking the Patient's Good
When patients and physicians interact, they inevitably interact underpinned by an often tacit understanding of fundamental assumptions. Here a ranking of "goods" is helpful. Pellegrino and Thomasma have most helpfully proposed that such ranking can proceed at four levels: (1) the patient's ultimate good or "good of last resort"; (2) the good of the patient as a human person; (3) the patient's particular good; and (4) the biomedical good. It is this ranking, within   a social framework, that enables physicians and patients to negotiate goals and treatments plans. 

The patient's ultimate good is the highest good that the patient has autonomously chosen for himself. 

The good of the patient as a human person involves the choice made by the patient concerning his vision of himself as a human person. This good is the personal freedom to made choices. 

The particular good a patient may choose emerges from these other considerations. 

Here the patient chooses whether, in view of the previous considerations, a procedure is or is not worthwhile. 

The biomedical good is the prima facie good of the physician-patient interaction.

Confidentiality
One of the enduring cornerstones of medical practice is the confidentiality of information obtained in the context of medical practice. This stricture- not to reveal information about patients to anyone and under (almost) any circumstances-has endured through recorded time. 

Confidentiality, according to some, has become a "decrepit concept": one that, because of the necessity of multiple persons having access to patient's records. 

Saying that confidentiality is an absolute and must never be breached is untrue and impractical. 

Sharing information with other healthcare professionals is a necessary condition of medical practice. 

Although under such conditions the physician's first obligation is to safeguard the patient's trust, the obligation is neither absolute nor universal. 

The obligation to keep confidentiality can be argued on utilitarian and deontological grounds. There are, however, times at which obligations clash. Such clashes involve a conflict between confidentiality and the rights of the community (communicable disease is an example), threatened third parties (as when patients threaten to do harm to others or in cases in which their condition threatens others), and at times conflicts between preserving confidentiality with the patient and not allowing that patient to come to harm (as, for example, when patient threatens suicide).

Conflicts of Interest
Physicians and other healthcare professionals are confronted with a variety of problems unique of the setting of their practice. 

Conflicts of interest may have two effects: they may incline us to choose in away that would profit us or they may cause us to lean over backward and deliberately choose the opposite. 

Neither course of action serves the patient's interests. When building a healthcare system, such temptations should be avoided. Some temptations will, however, in virtually any conceivable system, probably always exist. Sensitivity, honesty, and a careful understanding of the roles and obligations of physicians in society can go far toward helping to find reasonable solutions. 

Consent 

Consent is not merely and explicit agreement between two or more individuals but has to be understood as enmeshed in a particular cultural and communal matrix. In our culture today as never before, we take for granted the necessity of obtaining informed consent. Often this is merely to protect ourselves from legal repercussions. It is an order to make patients willing partners is a joint enterprise. When fully informed patients consent to a procedure or treatment, they agree both with the goal and with the means towards its achievement. It behooves healthcare professionals to maintain a degree of skepticism for consent too readily given. Healthcare professional should reexamine their patient's depth of understanding either when patients dissent or when consent comes too readily. Physicians must seek by all possible means to ascertain that patients understand the facts, believe them, and have reasonable decision making capacity. Decisions must be understood within the patients' peculiar social milieu and background beliefs. Two things are often missing in obtaining the consent: telling patients the diagnosis in the physician's own terms and language without making sure that patients  have really understood and inquiring what such a diagnosis means on the patient's terms and in the patient's life. But healthcare professional must reveal more than diagnosis, options and prognosis they should also guide and advise patients. 

Experimentation 

The goal of experimentation is the creation of new information. Treatments that lack a "track record" and that are done to gather new knowledge can be considered experimental. Patients must understand that by the very nature of the experiment some risks may not be anticipated or anticipable. In general, experimentation has come to operate under a set of guidelines constructed to safeguard subjects and meant to ensure that research follows reasonable and ethical standards. Research, to be acceptable, must be approved by an institutional review board. Inevitably, the relationship between healthcare professionals and their patients is distorted or, at the very least, strained by research protocols. Often the best that can be done is to be vigilant, to be aware as much as possible of one's own motivation, to be mindful of the problem, and to be honest in one's dealings with the subjects of the research. 
Healthcare Professionals as Citizens
All people are members of a community-"citizens" in the sense of being members bound by social contract with one another and, therefore, sharing in a different but more universal set of constraints, duties, and obligations. Roles are, in part at least, defined by constraints, duties, and obligations as well as by the rights the entail. 
Clashes between interlocking roles are inevitable. Roles and the constraints, duties, obligations, and rights they entail are –ever-changing and dynamic constructs whose conception and definition at any particular moment in time and within any particular society reflect an interplay between their own tradition, their view of themselves, and the expectations societies have. Expectations do not necessarily determine what is and what is not moral. Communal expectation, legitimized by consistent performance, thus forms part of the matrix of considerations that determines the morality of an action. 

The recognition that diseases have partly social causes is not new. The manner of life conductive to health that Hippocrates wrote about includes rules for self-care and diet affordable only by the wealthy leisure. 

That different occupational group suffered from different disease and that, therefore and at least to that extent, disease is a social construct, was systematized by Ramazzini in the 17th century. In the last century, social activists in medicine pointed out the intimate association between health and social conditions and, hence, the physicians' necessary function as social architect. 
Physicians and other healthcare professionals sub serve roles other than primary patient care. 

If one starts with the social presumption and derives the physician's duty from those of the citizen, one will conclude that physicians are, obliged to strive for justice in healthcare. But even here, if one (1) accepts that all members of a just community have the obligation to work for and maintain just institutions; (2) affirms that healthcare professionals are part of the greater community; (3) accepts that to varying degrees all healthcare professionals are technically expert in matters dealing with health and disease: and (4) acknowledges that the kind of healthcare institutions and the availability of healthcare professional have an obligation to work for justice in the availability of medical care for all patients.
The responsibility to use technology wisely, not only for the sake of our patients but also for the sake of the future. 

The obligations of healthcare professionals to their community, depending upon the way we derive them, entail at least a few obvious duties: duties to discharge their professional obligations with competence and fidelity. 

In a wider sense, however, they are obligated not only to speak out for such things as sanitary conditions, clean water, safe food, rational immunization programs, and smoking policies or set belt laws but like wise to concern themselves with far wider issues. This obligation emerges from the physician's citizen ship obligation refined through the peculiar technical expertise and knowledge that physicians, as a result of their training, are expected to posses. 
Beyond such issues are issues of pollution war, peace, and over population. 

Few things in the modern world threaten the health of our patients as much as such issues. 
The public health role of the physician and other healthcare professional extends beyond the reporting of disease and compliance with public heath laws. They must teach their patients how to live healthy lives. 
Physicians and Other Healthcare Professionals
Physicians, nurses, EMTs, and many others who form this team each have a somewhat different and yet overlapping role and different and yet overlapping expertise. They can and should learn from each other. When ethical problems I patient care are complex, the different world views, roles, skills, and expertise of each of these members of the team may greatly contribute to finding a tolerable solution. 

Health Professionals and Their Lives
If healthcare professional are to be truly human, they must arrange their schedule to allow time for their personal lives and interests. They have obligations from their family, their friends, they have personal needs. 
7- The AIDS Paradigm: Health Professionals and Mutual Risks 

Introduction

Risk is grounded in uncertainty. When we made "decision to do or not to do something we consciously or unconsciously weigh its risks and benefits. Decisional analysis tries to apply what is known about the consequences of a given course of action and to factor in the multitude of variables that ultimately determine and outcome. There are two kinds of decision analysis; formal and informal. In the informal decision analysis, physicians use an informal hypothesis-testing approach to solve problems. Formal decision analysis, on the other hand, is an attempt to deal with uncertainty and risks by an overt mathematical calculus. One of it's problems is that it excludes the personal values so decision analysis cannot suggest ultimate choices when it comes to dealing with ethical problems.

Professionalism and Risks 

Physicians and other health professionals are exposed to risk throughout their professional lives. Every community has its' obligations which structure the rules of behavior. Most persons today, in one way or another, will assume social contract as being the basis for the tacit understandings that govern communities.   

Healthcare professionals have general obligations reflecting the wider contract shared by all members of a given community or society as well as having obligations unique to their profession and institution. Therefore, beneficence is a very real obligation. As physicians, when faced with a fear of "coming to harm" is inevitably grounded in our view of social contract. If our basic social contract is perceived as motivated by terror, and obligations are therefore either merely those of refraining from harming one another, therefore we have no obligation to help members who may be in need of help. On the contrary if another community has contradictory obligations. Professionals recognize beneficence as a moral obligation and will therefore feel compelled to take reasonable risks in treating their patients. Historically, health professional, when confronted with infectious disease, have has to fear contagion. Courage, on the other hand, gives the edge to doing what one perceives to be the right thing despite one's fears. Doing "the right thing" is derived from professional's understanding of social contract applied. Although there are some traditions and values which developed to be central cores. One of these co\central cores is that healers must do their best to promote their patient's biomedical good. Through out history professional have largely felt compelled to stay with their patients and to treat infectious disease. Many factors interfere in our clinical decisions. There is a critical difference between the heroism that gives a life with no hope of saving another, so that, giving a life with a hope of saving another is a good act, but doing this with no hope of saving the other is rather problematic. There is also another obligation which is to give comfort. As long as patients have lost consciousness, health professional are obligated to provide what comforts they can. The meaning of profession includes a tacit willingness to exercise whatever expertise is professed. Without such willingness, expertise cannot be translated into profession. Physicians and healthcare professional are not asked to assume risks of certain death or of certain fatal infection. This is not the issue. They are asked to assume reasonable risks. What is "reasonable" evolves and may be different at certain times and under certain circumstances.
Is AIDS "Different"?
Health professionals have been strongly tempted to refuse care to patients infected with AIDS. AIDS is seen as subtly distinctive. It is seen as absolutely fatal. Health professionals fear that contracting AIDS will cause a stigma in addition to conferring an illness. Further more, AIDS, seem to be entirely incurable today and those infected are believed doomed to death. Our treatment of AIDS reflects many forces prevalent in society and in medicine today. 

Health Professionals and the Risk of AIDS

If health professional lack an explicit contract with the AIDS patient, they will feel entirely entitled to refuse care. Seeing community in a minimalist way, they regard freedom as a nonnegotiable condition of morality that can be restricted only when this freedom impinge on the freedom of another. Those who favor a minimalist community, do so because they fear that a community based on beneficence will tend to become paternalistic and define "my" good in its' own particular way. On the other hand, those who favor beneficence based community, do so because, and to ac beneficently are to respect another's autonomy. It is believed that obligations diminish as risk increases. But the fact that an obligation is difficult or dangerous does not change the fact that it is an obligation. 

HIV- Positive Healthcare Professionals 

Lay persons seem very concerned about possible HIV infections in their physicians; such concern does not appear to be based on factual evidence but on rumor, fear, and hysteria. Some patients feel that physicians, especially who do invasive procedures, must inform them about their status. But if physicians were forced to reveal their HIV status to their institutions, licensing boards, or patients, their ability to have a successful and satisfying practice would be severely limited 

8- Organ Donation 
Introduction and Brief History 

Advances in transplantation technology and new insights into immunology made the possibility of transplanting organs became a reality. Many obstacles remain in the way of utilizing transplantable organs as fully as possible; such as: a brief history, organs as resources. Objections raised to organ transplantation, possible instruments of donation, the donation of nonrenewable organs and the ethical problems of using strangers as donors, the donation of renewable tissues or organs, the practice of organ sales and the sale of organs in underdeveloped areas, and allocation organs fairly and the uses of social value judgments in transplanting organs. 
The idea of transplanting organs is not new. The miraculous transplantation of organs was spoken about in medieval times. A probably apocryphal story speaks of Pop Innocent VIII's was being transfused with the blood of two youngsters conveniently sacrificed for this purpose. Blundell in 1818 first transfused blood from man to man. Ullman in Vienna and Alexis Carrel in New York first successfully transplanted the kidney of one animal into another in 1902. Transplantation of kidneys from one identical twin to another was first done in the middle of this century. Organs for transplantation are best obtained from patients whose homeostasis in maintained up to the time of harvesting and when permissible storage time is brief. 

Organs AS Resources 

Cadaver organs differ from other resources in that they cannot be renewed, are of vital use to persons but are of no use to anyone else, and are not, once a person is dead, the property of any specific person except, perhaps, for purposes of burial or organ donation. Organs voluntarily donated by the living are some what different. They are, for the most part, unrenewable. The voluntary and free donation of such organs by the living to the living is thus an example of altruism and is, ethically speaking, a supererogatory act.  

Objections to Transplantation of Organs and Counterarguments 

People seem uncomfortable towards transplanting organs form the newly dead into the living. Objections also are directed to transplanting organs from the living donor into the needy recipient. In addition to religious tradition which has also its' objections. The argument, essentially takes the following form:

1. Capriciously removing a part of an organism not only is irrational but is "mutilation" and unacceptable 

2. If a part is removed so as to preserve the integrity of the whole such "self-mutilation" is not only permissible but also mandatory. 

3. Mutilation of the body by removing a part is impermissible for any reason. 

4. The idea of totality to be preserved intact when man dies persists. 

According to the second objection, society less mindful of individual rights may be created because a person's wholeness may be disrupted, communities and their members relate to each other in different way from individuals relate to their parts and individuals and their communities are bound together by duties of refraining from harm to one another not by other duties. 

Some physicians have expressed the fear that efforts may be bent to doing things calculated to preserve organs rather than doing different things to save patients. Many of the objections are frequently religious as "God" creates us a whole 

Instruments of Donation 

In communities which decide that needs of the living preempt the rights of newly dead, routine salvage of all available organs will occur. Salvaging organs routinely presuppose that a dead person can no longer own any thing, while a person can will some of their possessions to others organs are a different matter, and a society that freely uses the organs of the dead to benefit the living is a more mature, generous, and human than one that does not. Moreover we must not ignore the family's expressed wishes. A recent proposal would have the chance to receive an organ linked to one's own willingness to donate often death. 
Live Organ Donors and Strangers as Donors 

According to transplant policy today, live donors are acceptable only if 

(1) Their consent is freely given and as fully as possible understood by them

(2) the donor's state of health allows donation; (3) there is a good chance for successful out come; and (4) donor and recipient are related by blood or are , at least, husband and wife. 

The rather unclear argument supporting the present policy of not accepting other than related donors runs as follows: 

(1) Only psychiatrically stable persons can be permitted to donate; (2) wishing to donate organs to non relative sis a measure of psychiatric instability; (3) donations from non family members therefore cannot be accepted since such persons are psychiatrically unstable. 

Giving an organ to a stranger is, in our view of community, at least a super pre rogatory act not required by our vision of fairness or justice. It is an act of generosity and not one that one person can demand of another. All evidence to the contrary, however, some would hold such an attempt to be a sign of mental instability. 
Allocation and Social Value Judgments in Organ Transplantation
The attempt to hide criteria of social worth and call them prognostic, psychological, or environmental is an ever- present danger. In Kantian terms, all persons by virtue of being persons deserve absolute respect. If we allow social worth criteria to protrude into our medical judgments when it comes to the allocation of scarce resources, we are indeed violating the respect for sentient beings that forms one of the cornerstones of contemporary ethics.

Opening the door to arbitrary value judgments of race, national origin, sex, religion, or social class is said to constitute a "slippery slope" argument-that is, that something perhaps allowable makes the next step into the evidently impermissible easier.

In making allocation decisions, physicians will, within the current vision of the physician- patient relationship, do the best they can for each individual patient regardless of a particular patent's social qualifications. This "best", however, is the best possible within an array of possible options determined by the social community in which the physician operates: He or she can only often that which is made available.   

Selling Organs
Most nations do not permit organ sales. Yet allocating organs in the marketplace still finds some who recommend, and organ sales are known to occur in other parts of the world and have become a grave problem. In condemning organ sales as they appeal to exist in the poverty areas of underdeveloped nations are we condemning (1) the practice itself; (2) the person selling the organ; (3) the person buying the organ; or (4) the economic conditions that cause such sales to be made what is left is a condemnation of the economic conditions that have caused this entire problem. At least are ethically sound answer is to work toward redistributing the goods of this Earth in a more equitable and fairer. 
9- Problems in the Care of the Terminally Ill 
Introduction 

Physicians do not see the avoidance of pain and suffering as their prime concern. When physicians and other healthcare professionals deal with critically ill or dying patients, their own philosophy of life and death tacitly informs many of their actions. 

Attitudes toward Dying and Bing Dead

Until the last few hundred years, persons feared sudden death, and man has always feared dying alone. Place of dying is highly culture dependent, for example, in U.S.A most persons die in hospitals, in Holland, most die at home. There is the hospice (a far more homelike and only minimally mechanized setting) which has been done to ameliorate the problem of loneliness and the fear of isolation. 

The dying process deals with a number of technical issues.

There are, as Carrik has pointed out, four ways of looking at the state of being dead: 

1. The Homeric tradition sees death as terrible and unconquerable. The chthonic religions see immortal persons as spiritless, pale, and eternal wanderers. 

2. The Orphic-Pythagorean and later Christian concept is that of immortality of the soul.

3. The genetic survival in which we live on through our offspring and fellow creatures. 
4. The personal extinction of the Stoics and Epicureans accepts death as a true end of all existence. 

The Pythagorean and ancient Greek model sees that the soul, reed of the body, continues on in another existence. 

Christianity has varied views of immortality. Some conceive the immortality of the soul; others affirm that resurrection is a function of God's grace. 

Judaism is split into various functions but in general, life, not death, is central to Judaism. 

Islam believes in resurrection and heavenly judgment. 

Religious or not, the ideology of our culture plays a dominant role in tacitly forming and shaping our individual consciously or subconsciously held beliefs. Our gene, our DNA, survives and is passed in as long as there is life. This in sense is a mechanistic and material adaptation of a belief in reincarnation. 

Personal extinction; we can, only with difficulty, imagine a world in which we have not existed, but we find it difficult to conceive of a continuing world in which those we know and love act without our participation. 

Such views profoundly influence the way in which health care professionals deal with their critically ill or dying patients. Physicians and other healthcare professionals are well advised not only to speak with their patients about symptoms, signs, and illness, but also to recognize their humanity by speaking with them about more personal attitudes and beliefs. 
Stages of Dying 

There are, as Kubler-Ross has outlined, five stages of dying; Denial, anger, bargaining, depression, and, finally, acceptance. Understanding these stages can help us deal more effectively with dying patients. At the first stage patients will convince themselves that the diagnosis is wrong and will change physicians and seek an unreasonable number of consultations. Therefore, physicians must regard the patient's readiness to know. This takes time, skill, sensitivity, compassion, and proper timing. The second stage (anger), patients tend to be hostile, resentful, and difficult to deal with because the truth has come home. Anger is directed at not only strangers but also at family members and health care professional. In the third stage (bargaining); the patient tries to be rewarded for "good behavior". If I promise or do something in a certain way, my fate will be changed. In the fourth stage, the patient becomes depressed. The dying person is loosing everything. The patient begins to experience and to prepare for loss. In the final stage, patients give up the struggle; they make their peace and can, generally, talk about what has happened and what is about to happen. 
Attitudes toward Marinating Life

To the vita lists, life is held to be a primary or "intrinsic" good (one that is good in itself and not good only as a means to an end).

The non vita list position, on the other hand, denies that human life itself, just because it is human life, is necessarily "sacred". Life is a means and not an end in itself. 

Healthcare professionals today have abandoned a strictly vita list position. 

No –Code Decisions
When physicians decide to treat, they do so under two presuppositions: (1) a technical judgment that treatment has a reasonable chance of being technically successful, and (2) an ethical judgment that treatment has a reasonable chance of bringing about a desirable or at least, and on the patient's terms, tolerable state. 
Cessation of treatment is done under the converse presupposition: (1) a technical judgment that treatment doesn't have a reasonable chance of technical success, or (2) an ethical judgment, that even if there is technical success, the patient's ability to profit from this life is nonexistent or perhaps, that prolonging life would lead only to suffering. 
The primary goal of clinical medicine as conceived today is, at least to the degree possible, the restoration of health and the saving of life. When we write a DNR order, we acknowledge either that resuscitation is not technically feasible or that the circumstances of the case would make the prolongation of life unwise. 
The duty to relieve suffering- a much more ancient duty of medicine than the duty to prolong life. Once a DNR decision is made, comfort measures properly become the primary goal. This is an important point: all too often patients who have had a DNR order executed on their chart are avoided by their physicians and other members of the healthcare team such abandonment is ethically improper: It is not that nothing can be done, but that the something that can (and must) be done is to bring comfort rather them to sustain life. 
Decisions to write DNR orders should be made jointly: patients, family members, and all members of the team should be involved. 

Often, and preferably, decisions about "how far to go" have been made long ago when, perhaps, and advance directive has been given by the patient and discussed with the caregivers. Making decisions beforehand is preferable because it provides an optimal opportunity for the patient to make an autonomous choice and because it allows a dialogue among healthcare professionals, patient and family that permits a squaring of moral views. During such a dialogue, we must make sure that patients really understand the consequences of their choices rather than make such choices with little or biased information. 

When such decisions have not been made beforehand, and when circumstances are such that patients might reasonably have doubts about the prolongation of their life, a compassionate discussion about such matters is one of the physician's obligations. In discussing such issues with the patient and the family, the physician should call on the active help of nurses and others on the team. Beyond this and importantly, hospital chaplains and often also the patient's own clergyperson may be of immense help to all concerned. When possible, families should be involved in such critical decisions. The role or the family is properly to advise patients or to act as their sounding board. Families may support or disagree with a view point or decision; family members may counsel, advise, cajole, and argue. 
This belief-that stopping to do something is different from not initiating it and that law says so- is one of many fallacies that are difficult to eradicate. Meisel has called these beliefs "legal myths"

Decisions Not to Leave Home

Decisions not to leave home are made more and more frequently today. Decisions to remain at home are more complex that decisions not to resuscitate for yet another reason: Although in both of these decisions technical intervention that would not serve the best interest of the patient as determined by himself of herself is ruled out, decisions not to leave home are made in a quite different milieu DNR decisions are normally made in a milieu in which such a decision is part and parcel of everyday life and in which the implementation of decisions is by persons who are socially accepted as being responsible and accountable for such decisions. When patients remain at home, the family, who must ultimately implement the decisions, have no social credentials to act in such a manner. 

In addition, things are not necessarily quite this cut- and – dried. While in many instances the treatment milieu of the home may have a lot more to offer to the patient than does the hospital setting, unforeseen circumstances can occur. 
Dementia and Limiting Treatment 

Severe and permanent dementia is a very troublesome problem. When patients are mildly demented, are still able to communicate fairly well and still have sufficient decisional capacity to make their own choices, no real problem exits. Like wise, patients who are no longer capable of making such choices but who have expressed their wish explicitly or by a tacit or explicit but not necessarily duty executed understanding with healthcare professionals and family over the years don't pose an insurmountable problem: their expressed will, accepted by all conserved, forms the framework of their case 

At other times, relatives may be absent, disinterested or materially prejudiced and may, consciously or not, do other than seek the patient's "best interest". A substitute judgment, at best difficult, may then have to be made. Further, and perhaps more frequently, physicians are asked to guide and advise on treatment decisions –not only to offer and array of available means but also to share in formulating proper ends. 

Often one must deal with cases in which it seems appropriate to limit treatment but inappropriate to forego treatment altogether. 

In deciding to treat or to forego treating, at least four considerations are appropriate: (1) the immediacy of the treat, (2) the relievable of the suffering caused the disease, (3) the suffering entailed in the treatment, and (4) the patient's ability for sustained understanding of and cooperation with treatment. 

A cognitive state 
The "cognitive state" is defined as a state of biological existence in which the ability to think, know, and feel is permanently absent. This definition would include brain death, irreversible coma, and the vegetative state. 

When we speak of "brain death", death of the whole brain is implied. This is legally considered to be the equivalent of death in most of the Western world since without respirator support cessation of all other vital functions will occur in a very brief time. Denmark is unique in not accepting this definition. 

The vegetative state, consisting of an intact reticular activating system but without cortical function, is one of the most difficult issues to deal with. Patients have look "so alive"

When the reticular system no longer functions but the brainstem is preserved, cognitive patients don't, unless other conditions are also present, require a ventilator. They are evidently unconscious without signs of wakefulness or volitional response. Such patients are said to be permanently comatose. 

When we consider (permanent) a cognitive states other that brain death, we must come to grips with why it is that life is being maintained. Such patients, since they now lack primary moral worth are no longer the primary objects of concern. Their relatives and the healthcare team, for whom they are of secondary as well as of symbolic worth, and the community for whom they are of symbolic worth now more to the forefront of decision making. 
Patients of this sort, patients who may be said to have lost primary moral worth. May have two other sorts of secondary worth: (1) they may have positive secondary worth to another in vital need for life or function of transplantable organs; or (2) they may, by consuming a vast amount of resources, have negative secondary worth.

The Locked in State 

Rarely can a combination of lesions produce a state in which patients are awake, retain the ability to think, but do not retain the ability to communicate in any way. But in the "locked in state" no capacity for communicating with one another exists, in the locked- in state patients have intact hemispheres but lesions of the motor pathways in the pons or midbrain prevent them from speaking, controlling their facial muscles, or otherwise expressing themselves. 

However, there are certain things we can cautiously and tentatively assume: such persons do not want to suffer.

Withholding Fluids and Nutrition 

Even when physicians are willing to write DNR orders or to limit treatment in the hopelessly ill, controversies about withholding fluids and nutrition persist.  This is because a fundamental distinction between "caring" and "treating" has been made.

We "care" for people in different ways and in different ways at different times: 

1. when patients can and wish to be healed or to have their life prolonged, we "care" for them by skilled technical intervention tempered by using such skill in as humane a fashion as possible (my surgeon repairing my hernia and seeing to my being as "pain free" as possible afterwards "cares" and "cares" in a way appropriate to the situation) 

2. when patients no longer wish to be healed or have their life prolonged, we care for them by our concern, by our making certain that their wish is truly their wish, and ultimately by our understanding. 

3. we care for people no matter what their condition when we provide comfort (that is, when they are able to be benefited or harmed in themselves and are, therefore, of primary moral worth).

4. at times, we care for persons whom we can no longer benefit or harm because by so doing we can bring comfort to others to whom such persons are of value (i.e., the patient, now no longer o primary moral worth, retains secondary and symbolic worth, and caring for him or her therefore remains an obligation) 
There is, however, another and more serious problem. Some patients retain some capacity to experience, but their world is constricted until suffering seems to be their only experience. Such patients are often called "anhedonic"- that is, apparently quite unable to experience pleasure. The elderly patient totally demented but yet capable of feeling pain, the cachectic terminal cancer patient whose movement is restricted by intravenous lines and feeding tubes, and the terminally ill patient who simply says, "Leave me alone, I want to die" 

At the very least, the notion of caring should encompass the notion of not causing pointless suffering. When our "caring" produces undesired and /or meaningless pain and suffering, one wonders at whom such "caring" is aimed: at ourselves and at our own feelings, or at the patient whose interests we should (even when it hurts us) be willing to serve?
Suicide: Physician Assisted and Otherwise 

Patients who are brought to emergency room after attempting to commit suicide generally fall into one of three categories: (1) Little is known about them; (2) the suicide appears to have been impulsive or capricious- not the product of sound deliberation; or (3) the attempt was done in the setting of a hopeless illness and with no chance for improvement.

In the first instance physicians generally intervene not because they themselves feel suicide to be wrong but because data are sparse and the time needed to analyze such data in insufficient. 

In general, patient who attempt to commit suicide under such circumstances are glad, a year later, to have been saved. 
A patient who takes an overdose of a potentially lethal drug because he or she hopelessly ill and has no chance for improvement is quite a different problem. In patients whose action appears to have been impulsive or capricious, the options are often either not taken into account or unrealistically denied by the person attempting to commit suicide. When patients are hopelessly ill, the choice is between living longer at the price of suffering or living shorter at the price of death. It seems reasonable, in the last instance to allow patients to make such a choice for themselves. 

Physician-assisted suicide has become a rather widely discussed issue. Some states have attempted to make physician-assisted suicide illegal- that is, physicians can be punished if found out. In states in which suicide itself is illegal, this is, at least, not irrational; in states in which committing suicide is legal, and however, such a law makes little sense. Logically speaking, how can it be illegal to assist someone in performing a legal act? 
Physicians who believe that suicide or helping another commit suicide is immoral cannot in good conscience comply with such a request; but neither can they hold their patients hostage to their own idiosyncratic beliefs. 

Realizing that at least some patients will request such help, healthcare professionals must be clear about their own feelings and possible courses of action. 

There is one other point: Allowing patients to have access to an acceptable means of suicide empowers them. Not rarely empowering patients in this way helps them to hold on a bit longer that they often otherwise would. Here as elsewhere, allowing patients as much control over their own destiny as possible is not only ethically proper; allowing patients such control tends to motivate patients to cooperate. 
Individual decisions in specific cases will be a composite of many factors, and compassion must play a major part in such decisions. 

Active and Passive Euthanasia 

Many if not most physicians have come to accept that there are circumstances when no further treatment to prolong life is defensible. Under some circumstances when life is only a heavy burden and no hope for cure, amelioration, or return of function remains, to do otherwise is to practice what Pellegrino and Thomasma have so aptly termed a "kind of therapeutic belligerence "active euthanasia to be called euthanasia must be done with the interest of the persons being killed and not with the interest of the state or of anyone else in mind. 
When active euthanasia is discussed, three different questions must be answered. The first deals with the ethical permissibility of any killing of humans, including their active euthanasia. If that question cannot, at least in some circumstances, be answered in the affirmative, then all other questions are moot. The next question deals with the probity of involving health professionals in such an act. The third question deals with the advisability of legalizing such a step. These are separated questions 

Most health professionals have come to agree that in hopeless circumstances treating merely to delay what is clearly shortly inevitable is often not justifiable. Decisions not to treat merely to prolong the life of a patient who is terminally ill and in pain may or may not b justified. The decision here is largely a personal one depending on the patient's values, plans and goals. Prolonging life here may be a definite part of what I have called "orchestrating death". Physicians and their colleagues cannot properly make these decisions based on the medical condition alone without ascertaining their patient's wishes.

Historically, attitudes toward both suicide and euthanasia have varied. In ancient Egypt suicide was clearly proscribed: those who committed suicide were felt to have cut themselves off form the gods. In the Platonic dialogues there is an evolution in thinking about suicide and euthanasia until in the Republic, qualified approval is given in cases of lingering and hopeless illness. Aristotle, in the Nichomachean Ethics, on the other hand, rejects suicide altogether, while the Epicureans and Stoics decidedly approved of suicide and active euthanasia in cases of hopeless or painful illness or when "one's powers were waning".

Greek physicians were seen as obligated to (1) ameliorate disease, (2) provide comfort, and (3) desist from treating the hopelessly ill. The Church firmly opposed suicide and euthanasia. In the medieval era, when most physicians were priests and when a physician's first obligation was to see that patients had been "shriven" so that their souls were safe, suicide and active euthanasia were, of course, strictly forbidden. The first departure from this point of view came with Sir Thomas More's Utopia 

In more recent times, attitudes toward suicide and euthanasia have begun to change. John Locke, himself a physician, still felt that suicide and active euthanasia were wrong, basing this n the "inalienability" of certain rights: unlike other property the right to which could be waived, life belonged to god and could therefore not be taken Hume.
In medicine, the change in attitudes has encountered two opposing forces. On the one hand, medicine since the 16th century has added the obligation to save life to its other obligations. Preserving life at all costs has become more and more a modern obsession. On the other hand, as religious thinking has played a decreasing role in everyday life, as considerations of autonomy have moved more and more to the fore, and as technology has made things heretofore impossible possible, questions about preserving life under all circumstances have begun to bb raised. 

Serious questions have been raised about the distinction between active and passive euthanasia, between what has been called "killing" and "letting die". 

Those who claim that there is always a difference between killing and letting die base this claim on two things. First of all they claim that killing is quite different from allowing death to occur because one can always refrain from a voluntary action (killing) but one cannot prevent all death. Secondly, they claim that simply allowing something to happen gives an opportunity to another to prevent it. While causing it to happen is a more surefire thing. 

Those who affirm that there is a clear moral difference between killing and letting die regardless of context will find that dealing with practical considerations may be troublesome.  
Whether health professionals can ethically participate in euthanasia or whether, should one decide to legalize such a process, some other persons should be chosen, has likewise been discussed. The probity of health professionals' participation would seem ultimately to be a matter of personal morals and conscience. Creation a new professionals group whose profession would be euthanasia both the pressure of those who are in favor f legalization a growing number of people appear to be and the objections that traditional medical groups have raised I would argue a dangerous thing to do. 

Healthcare professionals, under our vision of the social contract that informs the relationship between healthcare professional and patient, must under all circumstances seek the patient's good and never the patient's harm. 
The decision to allow or not to allow – the active termination of life is a legal one. It is a question only democratic political process in the context of a well – in- formed democratically acting society can help answer. Ethics can and properly must light the way. It is decision made by the community, and rather than being clearly "right" or "wrong", it is informed by the evolution f the communal ethos 

Orchestrating Death 

In general, when we make the statement that "there is nothing left to do", we mean that we can do nothing more to effect cure, restore function, or ameliorate disease. 

Orchestrating death is, in fact, focusing on life. Dying is not somehow a state set apart from living: it is part of life itself and like the rest of life can be lived more or less well. By working together, by understanding a patent's biography, values, needs, hopes, and fears, life can sill be meaningful, pleasurable, and rich. Indeed, seeing that this is done properly is a difficult, important, and often rewarding task. It is very much "doing something"
An understanding of what death means in the patient's life, what hopes it forecloses, what plans it shatters, and what possibilities for the realizing of at least a part of such plans in the time left, is essential if one is to successfully "orchestrate".

Talking with Patients 

Physicians and their colleagues in other health professions find talking to patients whose prognosis is poor or for whom no further therapeutic intervention is possible very difficult. Likewise, the body language often sends a clear message of distancing to the patient. At the very time that patients need communication most, communication is cut off. This is not a problem unique to health professionals. It is a problem that involves the family, who, likewise, are loathe to address the problem head-on and who "to be kind" hide behind optimistic platitudes, half-truths, self-delusion, or outright lies. 

Healthcare professionals often do not involve patients in critical matters: often they fail to tell them the truth about their prognosis and they frequently fail to involve patients in critical life-and death decisions. When this happens, the professional-patient relationship becomes a game of charades. 

On the other hand, while patients, because of the respect humans owe one another, ought not to be lied to, telling the truth comes in many shades and gradations. Simply assaulting patients with the truth is hardly the proper thing to do. 
Patients must be gently led to receive bad news. The manner in which this is done varies with the personality of each patient, each healthcare professional and his or her role, each situation, and the peculiarities of the specific relationship. It depends on the statement of the situation and defies a stereotypic approach.

Under most circumstances, most patients must eventually, if they desire to hear it, be told the full truth, just as patients have a "right" to be informed, they also have a "right" to choose not to be informed.

When the truth is to be told, however, it has to be gently given. Physicians and other healthcare professionals involved must allow ample tome to share what they perceive to be the truth, as well as what they know to be their ignorance and uncertainty, with the patient. 

Patients may ask not to be told, this does not occur frequently, but it does occur. If it occurs, and if it seems to be a truly autonomous decision, the request must be respected. 

On the other hand, relatives may beseech physicians not to tell the truth to their patients. A wife may "forbid" the physician to tell her husband of his met static cancer or even threaten suit. In general, physicians are ill-advised to follow such counsel. First of all and in most circumstances, who will and who will not be told should be explicitly or tacitly at least agreed upon long before the need arises. Secondly, when circumstances have made this impossible, the physician's first obligation is to the patient: unless physicians know in individual cases that something about a specific patient makes the administration of truth ill advised or that the patient has specifically stated that they do not wish to be informed they are obligated to tell it. 

Critical to all of this is not so much "talking to patients" as listening to them and to them as they interact with their families and other healthcare professional. The good listener not only musts listen but also must gently try to steer the conversation so that a real conversation rather than "a mere exchange of meteorological data" results: they must learn what the patient and their loved ones know, fear or hope about their illness and about its course and consequences. 

Economic Considerations 

Ordinarily, and within our current vision of the physician-patient relationship, physicians when dealing directly with individual patients cannot put the cost or inconvenience of a given procedure above their individual patient's good. 

This is not the place to speak about limiting exotic interventions that may marginally benefit individual patients. Largely these are issues of macroallocaion that must and will be (briefly) addressed elsewhere. 

Hardin compares modern civilization to herdsmen sharing a commons. As conditions become more crowded, herdsmen seeking only their private good by increasing their herd jeopardize the commons. "Freedom in a common brings ruin to all". In our commons, in terminally consuming limited resources beyond the hope of reasonable gain seems only questionably justified. Hiatt voices concern for three types of demands on medical resources. (1) those that pose a conflict between the society and the individual, (2) those for potentially preventable conditions, and (3) those of no value. Using up material as well as other resources to maintain patients at the end of life who are insentient is at least, ill advised and to the detriment of all concerned. 

Problem of Futility 

While economic considerations lead us directly to considerations of "futility". Economic considerations, ethically speaking, ought not to become the driving force behind what is considered to be futile and what is not. 

The problem with using a concept like "futility" is that there is a total lack of unanimity in its definition. Several attempts at definition deserve mention. Nancy Jecker and Lawrence Schneiderman defined "futility" in the medical setting as (1) "a treatment which has not worked in the last 100 cases," and (2) a treatment that "merely preserves permanent unconsciousness or cannot end dependence on intensive medical care.

The first of these two definitions is based on probability: it hasn't worked in the last 100 cases and therefore, is unlikely (but not impossible) to work in the 101st. its validity is statistically determined and what statistics allows us to presume depends on prior choices as to precisely what we consider to be "statistical validity". The second of these definitions may be based on one of two (or on both of these two) separate judgments: the first is that continuing one's existence in a permanently unconscious state or permanently dependent on intensive medical care is not something anyone would desire (also called the definition of futility in the qualitative sense) and secondly (and perhaps with more force) that one of the goals of medicine historically or today is not exemplified by supporting such a state. The first of these assumptions is an assumption about how most people confronted with such a situation would feel about it; the second involves a judgment as to what the legitimate goals of medicine in fact are. As such, both of these are inevitable subjectively interpreted by the parties involved. 

Beyond this, Jecker and Schneiderman (1) distinguish between " a treatment effect which merely alters some part of the patient's body" and " a treatment benefit which can be appreciated by the patient and enables the patient to escape total dependence on intensive medical care" and (2) consider a treatment that merely alters some part of the body (or its function) without being appreciated by the patient to be likewise "futile". These further assumptions, moreover, are based on essentially similar and "qualitative" judgments: (1) that life lived like this would be unacceptable to most if not all persons and (2) that supporting such an existence is not among the current legitimate goals of medicine.

As regards treatment considered futile by such definitions, Jecker and Schneiderman pose three increasingly more restrictive points of view. Such treatments (or, by inference, diagnostic procedures) could be considered to be ethically (1) neutral-doing things that are futile is neither ethically proper nor ethically improper; (2) inadvisable- doing things that are futile is, first of all foolish and at least ethically questionable, and physicians should be counseled against doing futile things; and (3) inadmissible-knowingly providing therapy that is futile is ethically wrong. In their papers they argue for the latter point of view.

The Oxford English Dictionary defines futility as (1) incapable of producing any results (2) failing utterly of the desired end through intrinsic defect, (3) useless, (4) ineffective, or (5) vain.  

When asked to discuss the goals of medicine, most physicians or students will name three: dealing with illness so as to restore health or at least bring about better physiological functioning in the face of disease; ameliorating suffering; and preventing illness. 

When we speak of treatment as "futile" we need to be most mindful of the complexity and evolving nature of contemporary goals. 

As always in ethical analysis, it may be more fruitful to address this issue by dealing with the areas that are clear and then working toward the grayer zones. 

When it comes to what I shall call "futility in a technical sense" (that is, a treatment that has zero chance of prolonging a patient's life), some guidelines may help. In the intensive care setting (and applicable to other settings) there are guidelines called by the acronyms APACHE (for adults) or PRIZM (for children) that have worked out the statistical chances of recovery under a variety of strictly delineated circumstances. As long as the rules are not "bent" (i.e. as long as these figures are applied strictly the way they were meant to be), such information is most helpful in dealing with clinical issues at eh bedside. 

If definitions have been socially made, doing so could be argued to violate an implicit contract between healthcare providers and their community. To ask whether a procedure, treatment, or diagnostic modality judged futile by such means may be withheld is arguably ethically inadmissible because it offers and unrealistic choice where, in fact, there is none, gives hope only to have hope dashed, and suggests that the social contract between healthcare givers and their communities is open for individual bargaining. 

10- Problems at the Beginning of Life 

Introduction
For a number of reasons, questions dealing with ethical issues at the beginning of life are often viewed differently from question at life's end, even when such issues deal with analogous problems. 

Having a devastating illness and being young (even very young) doesn't alter the medical facts as the necessary facts on which ethical judgments must be based; if merely makes the situation far more tragic and far more difficult to cope with. 

Problems of Abortion
Historically, out attitudes toward abortion have varied. Law and usage have, at times, prohibited abortion for three reasons: (1) to protect the mother's life, (2) to protect an unborn life for its own sake, and (3) protect the community or state. As technology has progressed, protecting the mother's life by prohibition abortion has made no sense. Under modern circumstances, protecting the unborn is the usual reason given. Nations plotting war (Nazi Germany, as an example) often have an interest in creating as many able-bodied men as possible and, therefore, have an interest in protecting the unborn. 

Among the Greeks, the father's right to decide his children's fate was upheld throughout the "golden ages". In the Hippocratic tradition, physicians were enjoined against performing abortion just as they were prohibited form "cutting for store". The influence of Aristotle on subsequent attitudes toward abortion in as well as outside the Christian church has been profound. Briefly speaking. Aristotle felt that the embryo was initially "vegetable" and only later because "animated" as it was entered by the soul.

In the 13th century, St. Thomas Aquinas reaffirmed what is still the Catholic view today: killing an ensouled fetus is murder.
Since "rights" are usually held to be virtually absolute, instead of trying to adjudicate claims to clashing "rights",   we look at "interests", a more flexible point of view results. A flexible point of view, of course, is the very thing that those who oppose abortion under all circumstances would consent. Flexibility is not possible when absolute positions are taken. 
Interests may clash in two ways: (1) the mother may wish to terminate the pregnancy "against the interest of the fetus", or (2) the mother, for whatever reason, may refuse to terminate a pregnancy when its outcome would be "against the fetus interest". This latter situation, which has led to "wrongful life" suits. 

Wrongful life and the ethical ideas that underlie them are difficult to grapple with. The idea of a not existent person having any interests is an internally difficult one to envision unless some argues the whole matter on a symbolic level: an interest is only something that one who exists can have.

In dealing with the ethics of abortion, the two views forming the boundaries of the argument are (1) the fetus is not an instance of human life but is merely a part of the mother's body and may therefore be dealt with as such without any moral concerns; and (2) the fetus from the moment of conception is, under all circumstances, of equal intrinsic value as the mother and its destruction is, therefore murder. 

We must differentiate two senses of life: (1) "being alive" –a biological condition and one that necessarily is the foundation for (2) "having a life" –a psychobigraphical state in which not only is the subject alive but he or she is also the knowing subject of that life. 
The second point of view, that fetal live is of equal intrinsic value as the life of the mother and that its destruction is therefore murder, rests on several premises:

1. The fetus is human life and therefore "sacred"

2. the fetus is "innocent" and therefore deserving of full protection 

3. The potential of being a person endows the fetus with the same rights as if it were a person.

The term "innocent" is a technical term firs used by the church in sorting out "justifiable" reasons for killing. Early Christianity saw all killing as wrong- even killing in war, as punishment, or in self –defense.

Moreover, the term innocence as applied to a fetus is a peculiar concept. In general, innocence as opposed to guilt implies either that (1) desire and /or opportunity to do something existed but was not put into action; or that (in a far more obscure sense). (2) Something was never done because there has been no opportunity. 
Comparisons between the fetus and an anesthetized or temporarily comatose patient is sometimes made because in both sets of circumstances a potential for sentient being exists.
Anesthetized or temporarily comatose patients "have a life" in addition to "being a live". In fetuses, this is not the case.
In one examines the issue, one is forced to come to two alternative and mutually exclusive conclusions: either (1) abortion under all circumstances is morally wrong, or (2) there are instances in which abortion can be clearly seen to be the lesser of two evils.
Attitudes toward the ethical permissibility of abortion will vary depending on the person making this judgment. 

The moral worth of fetuses inheres in (1) their potential to be persons, (2) their secondary worth to the mother and perhaps to others and (3) their symbolic worth as future members of humanity. 

An important issue remains: can communities, or majorities within them, enunciate a moral position outlawing abortion and, accordingly, promulgate binding laws? ​​​

The ultimate decision has to rely on moral consensus: not a slim majority, not unanimity, but abroad moral consensus. 

Severely Defective Newborns
The problem has at lest several presentations: 

1. Those in which children are mentally presumably normal but suffer from severe physical handicaps.
2. Children with a life-threatening defect as well as a permanent irremediable handicap.
3. Infants born, perhaps apparently normal, but inevitable destined to die of a relentlessly progressive degenerative condition with or without severe discomfort long before reaching an age of more than a few years. Such infants may maintain normal mentation throughout their period of decline or may be fated to have their initially normal mentation as well as their physical state deteriorate. 

4. The severely premature, hopelessly respirator-dependent newborn with, perhaps, severer intra cerebral bleeding.

5. Newborns with little or no higher cortical activity. 

At first glance, there seems little in common among these considerations. In all of these causes the prognosis is bad, but it is bad in different ways and for different things. 

In the fires instance, unless complicated by other cerebral conditions, the problem is almost purely physical. But at times the physical part cannot be ameliorated without prolonged, often severe, and persistent suffering. 

In the second case, the prognosis of the underlying disease is quite acceptable provided the rather easy-to –repair defect is, in fact, repaired. 

In the third example, infants are initially mentally normal but either mentation or their physical state will rapidly and relentlessly define until they die. 

In fourth instance, encountered all too often in the neonatal nursery, an inevitably hopeless condition often with little or no mentation is present. In the fifth instance, there is no hope for physical survival and no mentation. 

In dealing with problems concerning impaired infants, then, a number of problems exist. First of all, such infants can't give or withhold consent:

Decisions are made by surrogate judgment or by substitute judgment. 

Secondly, when judgments are made for infants they are embodied in a set of preconceived emotional and symbolic considerations quite different from those that operate in adults, especially in elderly adults. 

Thirdly, the calculus between risk and benefit is even more obscure: like tend to judge benefit and pain from our own vantage point.

Fourthly, defining and ultimately even predicting success or failure is extremely difficult in the neonatal period. Viability varies as technology changes, and the definition of what is and what is not "viable" is, in itself, a difficult one. If by viability is meant biological survival, it is one thing; if by viability is meant biologic survival permitting an acceptable life, it may well be another. Here more than is most other places. The "ethics of uncertainly" must be taken into account. 

The regulations today have been some what modified. 

Quality of life issues and considerations dealing with the future impairment and function of such children, far form being prejudicial to the cases being judge, are their essence. 

Anencephalic Children

The issue of using anencephalic infants as organ donors has recently been raised. 
Using infants who are actually brain dead as organ donors offers few problems to most people today. Anencephalic infants a problem because some persons are affronted by keeping such infants on a respirator merely to harvest their organs. 

The anencephalic child is not, in the sense the term is used leally today, brained dead: to be brain dead requires death of entire brain. Such children, in other words, lack the capacity to suffer and, therefore, lack 9"primary worth" or the potentiality to develop "primary worth". 

Experimental evidence indicates that the capacity to suffer is intimately connected with the presence of a neo cortex (under though and memory). And it is, among other things, the capacity to suffer, underwritten by the neocortex that endows entities with primary moral worth that makes them fitting centerpieces for the physician's moral consideration. Anencephalic lack the necessary condition for suffering. They do, however, have great secondary worth: material as potential organ donors and symbolic to parents, families, caregivers, and ultimately the community. 
When the parents, however, freely agree to the use of their child's organs, communal values come into play. The symbol of humanity represented by the anencephalic child, or the reality presented by members of the community who may live because of the symbol. Valuing symbols more than the reality they portray can lead to a dangerous undervaluing of reality and, ultimately, to its distortion.

Such infants do have value, but it is a value expressed by others (the parents as well as the community) who value.

The value of living persons whose life may be extended or made more tolerable by transplantation of needed organs must be contrasted with the value of the symbol that the anencephalic or the newly dead represent. 

Some have argued that anencephalic children as children have a particular moral standing since they are of such immense symbolic significance. 

There is one other troubling, and perhaps more important, issue that has perhaps, not been sufficiently raised: the question of using newborns, healthy but for the adequate function of a single vital organ, as experimental objects under these circumstances. Experimentation must not be conflated with therapeusis, no matter how devoutly effective treatment is hoped for.
Experimenting with and Transplantation Fetal Tissue

Some conditions can be treated (at least a meliorated) by the use of fetal tissues. 

There are tow questions here: the ethical propriety of using fetal tissue for experimentation, and, ultimately, the property of using such tissues for the treatment of patients.

Since fetal tissues are obtained by abortion. So, who oppose abortion are generally apt to oppose experimentation with and transplantation of fetal tissue. Persons who have no moral qualms about abortion are unlikely to oppose experimenting with or utilizing aborted tissues. 

The fear that women may purposely pregnant so as to utilize their tissues has two versions: in the first, pregnancy and abortion occur so as to sell fetal tissue; in the second, pregnancy and abortion occur so as to benefit oneself or a loved one. What is needed is not either to forbid the procedure outright or to allow it to go on uncontrolled; what is needed is communal deliberation and action so as to formulate reasonable laws that would guard against tissue sand organ sales. 

Genetic Counseling and Genetic Manipulation
We must differentiate clearly among several issues: 

1. experimenting so as to develop an understanding of the human genome 
2. Genetic manipulation of lower forms that will enable us to use them for generate benefit
3. Genetic manipulation of non human animals so as to create

4. Genetic manipulation in humans. 

Genetic manipulation in humans must be subdivided into manipulation that affects merely the somatoplasm and manipulation that affects the germ plasm thus producing changes down the generation. In the latter instance, one must further distinguish between a manipulation meant to eliminate a disease and a manipulation intended to change a trait like skin or hair color, height, or some other "non pathological" (again a social definition) attribute.

Unless one were to appeal to some metaphysical "sacredness" of genes, throwing the genetics problems all ill into one pot seems in defensible. 

Although here have been ethical objections raised against the genome project, this simply is one more step in our general and specifically in our genetic knowledge.
Genetically manipulating lower organisms such as bacteria so that they can produce abundant materials critically needed by higher human or non human animals is difficult to argue against. 
One were to argue that this makes us, in a sense, too God like and that it gives as powers we ought not to have, it is difficult to argue against any and all sorts of genetic manipulation or the gathering of precise genetic information. Being too God-like as an argument is in and of itself problematic. 

Genetic manipulation may merely affect the somatoplasm of an individual: that is, such a change affects only the individual treated and doesn't affect future generations. Changing an intended gene so that the patient no longer has a severe disease would be one example. Arguments against using this type of therapy in some respects are reminiscent of the early objections to organ transplantation: there is inevitably a supranational and even mystical component in such an argument. 
Manipulations that affect the germ plasm produce changes in subsequent offspring. Such manipulations change not only the treated individuals themselves but also all individuals who subsequently share in their genes. Such changes may be far more ominous: the possibility of changing a whole race and eventually changing humanity itself has come far closer. 

Changing human traits and engineering people so that some one's or some particular society's vision of what the perfect human should be can be served is quite another matter. It is quite another because it favors and in a sense forces a racially or socially idiosyncratic vision of what humans should be end and that many within such a society as well as most outside such a society would reject. Therefore, this type of manipulation is ultimately divisive. 

Genetic counseling has become a well-recognized part of medical practice. What has changed is our capacity by various manipulations to accurately predict the presence or absence of certain diseases as well as the sex of developing fetus. Parents can then be counseled appropriately and may choose to abort the fetus. 
I want to be clearly understood: I'm not making an argument for the appropriateness of abortion of sex bias. Abortions for such a reason are ultimately racist and, furthermore, threaten the species health. 

Decreasing poverty and striving to eliminate gross inequality and education, not resorting to law, are what can ultimately eliminate the evil. 

Maternal Obligations: Forced C-section Fetal Abuse, and Wrongful Life
There has been a recent trend to attempt to control the behavior of pregnant women during their pregnancy in order to "safeguard" the fetus. Theses attempts have taken a variety of forms: the first are enforced C-section in which women, by court order, are forced to undergo C-section; the second is the attempt to bring charges of "fetal abuse" against women who are felt to have contributed to the damage done to fetus during pregnancy. 

The forceful delivery of patients by operative intervention is becoming more routinely considered and, at times, done. The tendency to consider the mother primarily as an incubator for he developing infant is growing. In looking at these issues, there are tow problems. The first deals with whether or not it is unethical for a mother who had decided not to terminate a pregnancy to jeopardize the fetus by doing or neglecting to do certain things. The second deals with the rights of communities to force women to do or not to do things to their own bodies during the course of pregnancy. These are different questions: the first clearly deals with personal morality; the second with the community's right to enforce on its members its own vision of personal morality. 

Women who are pregnant sometimes have the opportunity to terminate their pregnancy. When women choose not to terminate their pregnancy, they voluntarily choose to take on at least some responsibility for a developing other. Members of a community have an obligation to help, or at the very least not to harm, other members of community no matter what vision of community they may share. Pregnant women who choose not to abort would seem to share in such a relationship with their developing infant. That does not mean that every moment of their life or every action of their body must be devoted t this enterprise any more than that healthcare professionals, professors, or spouses must devote every moment of their lives to those to whom they are at least in part responsible.  

When women do not have an opportunity to abort an undesired pregnancy, their obligation to a fetus they are carrying when they, strictly speaking, need not do so is undoubtedly increased. When one has chosen a role, one's obligations in that freely chosen role are quite different from what they would be if such a role were forced on. But that does not mean that persons who didn't choose their role but nevertheless were saddled with it have no obligations at all. 

On the other hand, the obligations women have to their offspring are not entirely analogous to those of healthcare professional to patient or professor to student. Healthcare professional don't have the obligation to consistently do things to their bodies in order to promote their patient's welfare. 

  Arguing that an obligation toward the developing fetus on the part of the mother exists is not the same as claiming either that this obligation is absolute or that such an obligation can or should be legally enforced. The law, under ordinary circumstances can't compel persons to things to their bodies that they don't choose to do. 
Thus far I have briefly discussed the issue of maternal obligations toward their developing offspring, offspring who would ; were it not far the mother's action or failure to take action, have the opportunity to be "normal", "healthy" persons. 

If mother as well as fathers have an obligation to prevent harm that might befall their developing offspring, do they like wise have an obligation to prevent the birth of a severely defective child? The problem really has two parts. On the one hand. If person knows that they carry a dominant gene for a disabling illness, should they be morally free to procreate at will? If the gene is not dominant but the chance is large that the offspring will be affected, are their (moral) procreative "rights" limited? On the other hand, if a woman discovers that her fetus will born defective, is she (morally) compelled or at least advised to abort it? 
A Kantian approach, counseling respect for all who are capable of making rational choice or who have human form, will not do: "respect" could, one may argue, consist of aborting or not aborting depending on the prior assumptions one makes. A utilitarian approach calculating pleasure and pain likewise runs into the very same problem, and the notion of primary worth is likewise in itself insufficient. 

Informed Consent and Children
The "mature minor" rule, a rule that permits medical treatment without parental consent under certain circumstances after age 15 and other statues covering "emancipated minors, provides only a partial solution for what is inevitably an arbitrary cut off point but otherwise begs the question. Ethically; the best that we can do is judge individual situations on their own merits using arbitrarily fixed grouping merely as statistical guideposts on our way. 

While parents, in our society as in most, are not at liberty to destroy their children, their power over such children nevertheless goes very far. 

Here, as in all other pediatric issues in which children able to express themselves coherently are involved, the decision is at the very least, a communal one in which the child is a partner in the communal enterprise of decision making and not an inanimate, object to be acted on by others. 

Experimentation in children, obviously, must first of all conform to the ethically acceptable principles of research. Recognizing this, the National commission for the protection of Human Subjects came up with specific guidelines in such circumstances, guidelines included the requirements that (1) risks must be minimal except in circumstances in which the subject itself would have a fair prospect of benefiting; and (2) permission of parents and, where possible, assent of the child is free and informed. 
Surrogate Motherhood
Surrogate motherhood- the procedure by which one woman is hired by another to bear children that the first, for whatever reason, was unable to conceive or carry-has become a practical reality and an ethical problem. 

Persons who oppose surrogacy do so because they feel that (1) mothers, during pregnancy, inevitably have a surge of hormones and undergo other changes that more often than not result in their bonding with the child they carry; (2) having one woman carry the child of another is an act f social condescension likely to be communally disruptive; and (3) the use of resources to create more life instead of taking care of existing life is ill-advised. 

Surrogacy is, perhaps, not quite the same thing. In community that puts a high value on personal freedom and choice is problematic. In communities that put a high value on freedom making such contracts and enforcing them may not be morally precluded; if, however, such contracts are socially disruptive or if by making such contracts resources that could be otherwise used, such contracts may be unwise enough to be problematic. 
Economic Considerations

Economic considerations are necessarily part of the frame word in which health professional and patient must interact. At the very least, doing expensive and useless things at a time when resources are sorely needed to accomplish desperately needed and rather modestly priced things are problematic. 

11- Problems of Macro allocation 

Introduction 

The resources needed for the care of patients have escalated, the population especially in third world countries is increasing, the number of elderly living on retirement has also increased. All these and problems make the problems of Marco allocation important today. 

The medical commons, shares in the inescapable le fact that absolute freedom for many courts the destruction of all. Limiting the use of medical resources for patients is one of the problems of contemporary society. Problems of macro allocation must follow a utilitarian calculus: decisions here must attempt to promote the greatest good for the greatest number physicians, for example, in dealing with their patients must, at least in the context of our current and historical vision of the patient –physician relationship, be mindful of their patient's good above all else. 
Macroalloction deals with ways in which groups of people allocate resources rather than concerning itself, as microallocation does, with problems on a one-to –one basis. 

Macro and microallocation issues are inevitable linked. Ultimately, macreallocation allocates resources so that microallocation can take place, and microallocation of necessity, takes place in the context provided by macroallocation 

Justice and Rights 

When physicians deal with patients, justice is often not sufficient. With respect to compassion, health care professionals cannot afford to let their compassion for the suffering of their patient stand in the way of doing those things (even when they are painful) necessary to save a meaningful life a patient desires to be saved.

Therefore, compassionate rationality most useful.

Justice, central to issues of macroallocation, is often spoken about as one of the mainstays of ethical behavior. And yet, justice, if it is indeed to "give to each what is his or her due" is ephemeral 
Rational compassion is necessary if good solutions to problems involving identified lives have to be found. Our compassion is easily aroused, especially but hardly only when we know that person well. Such compassion, however, if it is truly help, must be tempered by reason. 

Compassionate rationality, on the other hand, is most useful when we need to deal with unidentified lives in which our compassion is aroused only by our imagination. When we deal with problems of justice in the health care settings, our purely rational approach to theoretical problems must be tempered by our compassion. 

Whereas compassion alone easily leads to sentimentality, reasons untempered by compassion can lead to quite cruel and inhumance solutions. The interplay of both is needed if equitable and human decisions are to be made. An ethic without reason is an ethic of both reflex or pure feeling, and one that denies rationality to moral agency. 
Duties of justice can be seen in many ways. If viewed consistently in a minimalist way, one model emerges; when, on the other hand, community is seen in a non minimalist fashion, another model will appear: (1) the minimalist view sees in giving what is due purely a duty of noninterference; (2) the broader view sees in giving what is due more than merely noninterference with personal freedom. 
The relationship between the requirement of respect for personal freedom and that of serving communal needs has often been painted as dialectic: two opposing forces, each seeking their own goal, reach tentative compromises the result of which are expressed as the ethos of a given community. The libertarian insistence upon absolute individual freedom stands in opposition to the needs and goals of the community. It is a contrast struggle in which each strives to get as close to their own goals as they can. Capitalist communities tend to value personal freedom much more highly than communal needs; "communists" communities tend to value the needs of the community far above respect for individual freedom.

Since these two apparently opposite drives as in conflict instead of viewing them as being in homeostatic balance diverse forces balance and is quite different: in a homeostatic balance diverse forces balance and modulate each other so as to ultimately serve the common goal of survival learning, and development.  

Our notion of "rights", likewise, is inextricably linked with our vision of the nature of community and justice. "Rights" may be conceives as "natural"  or "God-givers". Such "rights", derived from mature or "from nature's God", are immutable, fixed, eternal, and of course, self-evidence. 
The language of "rights" in and of itself is problematic and lades with a baggage of assumed meaning that at times makes it inflexible and unwieldy. 

"Rights", accepted as God-giver, absolute, and inflexible, on the other hand necessitate a static viewpoint. Eternal concepts adapt poorly to anew and unforeseen conditions. If rights are looked upon as interests enunciated and secured by community, fundamental values are not, therefore, taken lightly or easily negotiated away. 
What are Needs? 

Inevitable when physicians and other healthcare professionals decide to use or not to use a given intervention or when communities choose whether or not to allocate resources, the language of "needs" is invoked: we do such and such or allocate so and so because it is "needed". Often "need" is the key word, and deciding what to do hinge on its definition. 

Using the term "need" does not indicate the importance of that "need" in a hierarchy of values. It merely indicates that having or doing a certain thing is a necessary condition if a given goal is to be attained. 

If needs are the necessary condition to desired ends, they may still not, by themselves, be sufficient to attain those ends. 

When we speak of "basic needs", we essentially will mean one of two things:

(1) a basic need may mean a first-order necessity, something required to sustain primitive  biological existence and its goals- air, food, warmth, and shelter are examples; or (2) a basic need may mean a second-order necessity, something required to sustain acceptable existence within a given social context so that its reasonable individual goals can be met-healthcare and education are examples. 
Macroallocation and the role of the community
Macro allocation issues are, divisible into three parts: 

1. The larger community (the state, for example) allocates its funds to segments within it; thus, communities, by whatever means, choose to allocate resources to education, defense, healthcare, social serves, etc. 

2. At the next level, these different enterprises take the funds allocated to them and distribute them to their various subdivisions. (hospitals for example) 

3. In the last of these levels, specific institutions-hospitals, for example decide how much to spend for birthing units 

Each of these levels is interconnected with the others. 

Basic to such consideration are fundamental communal definitions and decisions:
1. What are the societal goods that merit public support, and how are they defined? 
2. What are properly seen as subdivisions of a given public good or institution? 
3. What particular department within a particular institution merits support? 

Such decisions are, I have and shall argue, decisions that must be made by a democratic process within the particular corporate unit making them: 

Deciding what are social goods is thus a societal task; deciding what the proper subdivisions of a given social good or its executing institution  is a task that must be made within the context of such en institution; and deciding what the proper departments are must be established within the institution itself. 

Communities of various sorts and in various ways make the decisions that ultimately result in macro distribution at all levels. 

As communities have developed and as individuals have become better educated, more persons have become a ware of the fact that they can shape their lives. To have meaningful democratic process, however, implies far more than merely political democracy. Without the necessary conditions for political democracy, political democracy itself becomes sham. At the very least, political democracy required personal democracy in which individuals will listen to and respect each other's right to an informed opinion.  

Rationing Healthcare: who keeps the GATE?

It is not, true enough, overtly done, but it is done, rationing by ability to pay, by race, by disease state, by age, or by geographical region is very much part of our daily life. We have been rationing healthcare while often calling that process something else. 

On the one hand, they are charged wit doing all they can for their patients regardless of other considerations; on the other hand, they are expected to conserve resources. 

That is not to say that consideration of cost or societal needs are trivial; indeed, they may and probably must in certain situations and under certain circumstances preclude the use of lie-saving resources for some if not for all. 
To say that physicians caring for individual patients should give preference to the good of society or to the finances of their institution rather than to their patients' "good" is to do violence to our current vision of the physician-patient relationship. 
Healthcare professionals are not only expert at dealing with health and healthcare. They are also citizens of the community and as such they must participate in the communal decisions. 

Physicians in their arrangements with many HMOs stand to profit from work not generated. In such HMOs profit depends on not doing too many procedures, hospitalizing too many patients, or doing too much investigational work. 
The costs of the health system are, of course, multifactor. Without a doubt one of the main contributing factors is the rapid proliferation and use of technology. 

Another important factor to the inflated costs of the healthcare system is the emphasis on crisis intervention and the neglect of preventive measures. Under the system as it exists, persons who are uninsured will find it virtually impossible to obtain proper medical treatment for wild illness; only when the illness has become critical will the patient be admitted.

The problem, in the view of many, is that competition and the market are not appropriate vehicles for the distribution of medical care. Briefly put, the market philosophy rests on the following assumption: 

1. Consumers must have sufficient funds to enter and participate in the market
2. Consumers must be well informed about what they wish to buy 

3. consumers must have time to "shop around", to compare and to reflect on their options

4. consumers must not be coerced: They should not be stampeded into making choices 

5. if they choose unwisely, such a choice should perhaps be regrettable but hardly fatal

Medical care doesn't satisfy any of these conditions: 
1. Most patients lack enough funds to buy healthcare for themselves

2. Lay persons are not informed about  the details of technical medicine 

3. Patients who are ill or worried do not have the time and leisure to "shop around"

4. Sick patients are not normal persons. They are in pain, worried, and troubled 
5. Persons who choose wrongly in the medical arena and who are seriously ill may end up dead.

Some ways of distribution 

When he must decide to allocate resources to individual patients or choose groups of patients to whom resources should or should not be allocated, we have several options of choosing. 
While no firm answers can be given, ways of proceeding with such allocations need to be examined. Briefly, five methods of allocation have been suggested: (1) "need" and chance for benefit; (2) a market approach; (3) a lottery; (4) first-come, first-served or queuing, often lumped together with the lottery; and (5) social value judgments or "judgments of merit"
Age and Rationing 

When we speak of rationing healthcare, we can think of such rationing as rationing by types of procedures or interventions or rationing by some other criterion.

Age has been used because as people live longer they not only consume most resources but also consume resources in whose production they no longer participate. 
A natural life spam for s species is not necessarily a natural life span for an individual organism within it. 

Furthermore, it is impossible to say what is and what is not a "natural life span".

Even if one could determine a "natural" life span, there remains the question as to why a "natural" life span should constitute an ethically relevant fact. 

One note of caution: Age, like any other physical fact, has to enter into the equation when it comes to deciding the prognosis for critically ill persons. 

To limit access to healthcare for the elderly-rather than fur those of whatever age who can no longer benefit from it-seems an arbitrary decision and are that, among other things, would clearly deny equal protection to an arbitrarily chosen group of people. 

Building a Healthcare System

Poverty in America is one of the realities of life. It is well known that 20% of our people are beneath the poverty level. Under such circumstances, the question of whether communities are obligated to provide a decent minimum of necessities to their members takes on new urgency. 

On the other hand healthcare is a basic necessity in today's world and that the lack of access to such healthcare constitutes a serious flow.

There are two ways of looking at "entitlements". One can adapt what has been called a "pour law philosophy" in which entitlement is the result of belonging to same particular group within a community, or one can adopt what has been called a "welfare philosophy" in which entitlement is the result of being a member of a given community. In truth all communities are a blend of both: all of us are equally entitled to police or fire protection, but only some of us are entitled to food stamps. In general, communities that lean toward the libertarian way of thinking will tend more forward having entitlements follow a "poor law" than having entitlements provided from a "welfare" point of view. 
When all is said and done there are three possibilities of fashioning healthcare systems: 

1. A so-called single-tiered system in which all are provided with a certain level of health care and now can buy more 
2. A multitiered in which "basic services" are provided to all members of the community and those so inclined are free to buy more 

3. A strict market system in which consumers buy various types of insurance. Such a system, in fact, is a multitiered system in which the lowest tier gets nothing at all. 

Those who argue for multitiered system generally argue in the following way: 

1. Although basic healthcare should be supplied to all, purchasing health care above this level ought to accord with the values and plows of the individual being covered 

2. Persons should be able to express their values by freely choosing among diverse goods: more elaborate healthcare in case of severe illness, expensive cars and vacation trips, or a plusher lifestyle. 

3. Persons who have worked hard, lived moderately and saved properly should be able to use such savings as they see fit. 

In building a healthcare system for our country it would be well to sit back, consider, and think. First of all, being clear about where we are; secondly, being clear about our values, goals, and hierarchy of needs and interests; and thirdly, interconnecting this democracy such a decision is finally a political one. From such a process a variety of possible options could emerge to be then decided upon by the political process
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