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FOREWORD 

Since its inception the Nuffield Trust has identified individuals and subjects that 
would impact on health and health care policy in the United Kingdom, with 
notable examples being Screening in Medical Care [1], Archie Cochrane's 
Effectiveness and Efficiency: Random Reflections on Health Services [2], Thomas 
McKeown's The Role of Medicine: Dream, Mirage or Nemesis? [3], David 
Weatherall's The New Genetics and Clinical Practice [4] and Alain Enthoven's 
Reflections on the Management of the National Health Service [5]. 

In keeping with tradition and reflecting the more complex issues in health and 
health care policy today, the Nuffield Trust established a Policy and Evaluation 
Advisory Group (PEAG), supported by the appointment of a Nuffield Trust 
Fellow at the Judge Institute of Management Studies at the University of 
Cambridge, to provide a research and intelligence capability for the Trust. 

The Policy Futures for UK Health Project stems from the work of PEAG. It 
involves examining the future environment for UK health, with a time horizon of 
2015. The first environmental scan has resulted in a series of 10 technical papers, 
which cover the following areas1: 

1. 
2. 
3. 
4. 
5. 

The Global Context 
The Physical Environment 
Demography 
Science and Technology 
Economy and Finance 

6. Social Trends 
7. Organisation and Management 
8. Workforce 
9. Ethics 
10. Public Expectations 

Each paper in the series is a stand-alone piece, but has also been used by the 
project to derive an overview report, which focuses on policy assessment in the 
light of the environmental scan. Entitled 'Pathfinder Report', the overview report 
is published separately and will be subject to external consultation2. 

The Policy Futures for UK Health Project and the work of PEAG are ongoing. 
Further reports and publications will appear in subsequent years. The technical 
papers will also be revisited and different subjects will be tackled. 

The strength of the technical series is in providing a context for analysing health 
and health care policy for the United Kingdom. Each author has produced an 
independent piece of work that analyses trends and issues in their subject area, 
focusing on 2015. The papers enable one to read across the issues, in order to 
provide a general analysis of health and health care policy, which is lacking in the 
highly specialised debates that dominate the health world today. They have 
formed the basis for consultation and discussion as part of the Policy Futures for 
UK Health Project. 
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Finally, the Trust is grateful to the members of the PEAG, to Professor Sandra 
Dawson and Pam Garside of the Judge Institute of Management Studies and to the 
authors of the 10 technical papers. A particular thanks due to Dr Charlotte Dargie, 
Nuffield Trust Fellow at the Judge Institute of Management Studies, the author of 
the Pathfinder report. 
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ETHICS 

SUMMARY 
• The inherent ethical dimensions of health care are universally 

acknowledged in both lay and professional/academic discussions. 
However, the nature and extent of specialist authority on health care ethics 
matters is controversial. 

• Ethical analysis is a valuable means of clarifying ethical claims, 
judgements and arguments, but it does not constitute moral authority in 
itself. 

• There is a variety of theoretical approaches to ethics, and no single 
paramount moral value emerges from this variety. 

• The development of medical technology represents a quest for scientific 
certainty, whilst at the same time the growth of individualist consumerism 
represents a loss of confidence in traditional moral certainties. 

• The current predominance of autonomy may be a temporary phenomenon, 
and on its own it is increasingly recognised as inadequate to problems 
requiring a more 'communitarian' approach. 

• The conflict between individual autonomy and collective welfare 
characterises many serious ethical challenges in health care (illustrated by, 
among other things, the challenges prompted by emergent technological 
interventions at the beginning and the end of life and by advances in 
genetics). 

• However, still more important may be the ethical challenges in 
establishing the place of health care within the wider social context, 
especially the problem of reconciling individualistic technological 
interventions with societal health needs, above all the need to reduce 
inequalities in health. 

• This particular challenge arises in developments in the nature of medical 
practice and in our concepts of health and disease, in the extended range of 
problems amenable to technological intervention, in the growing incidence 
of chronic illnesses in an ageing population, and thus in the ever-
increasing problem of scarcity of resources. 

• Future health policy needs to rest on the resolution of a number of key 
questions concerning the nature of health care needs, the location of 
responsibility for individual health, the priority to be attached to reducing 
health inequalities, and the choice of core moral values to drive health 
policy. 
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ETHICS 

INTRODUCTION TO ETHICAL DEBATE IN HEALTH CARE 

Some preliminaries 
Health care affects everyone, and few things matter more to us than our health, 
especially when it is under threat. Thus health care provision affects, quite 
literally, our vital interests. A concern for how our actions affect other 
people's vital interests, when we see those interests as self-evidently important 
in themselves, seems nothing if it is not a moral or ethical concern. Not 
surprisingly, then, health care provision rightly attracts our ethical attention 
from first to last: it matters, and matters morally, how health care is provided. 

This is now universally recognised, and we can find at least two 
distinguishable, but surely related, kinds of 'conversation' on ethical matters 
in medical and health care [1]. There is a popular 'conversation' in which the 
ordinary (and sometimes extraordinary) concerns of patients and professionals 
are aired and examined in the popular media. Valuable in itself, this is a 
conversation which anyone should feel able to make sense of and to take part 
in, at least in the sense of having a point of view on the concrete issues 
involved. A second, rather different, kind of 'conversation' is that which 
consists in specialist commentary on and analysis of medical-ethical matters in 
academic and other journals. This commentary and analysis is inevitably 
rather less accessible than the first kind of 'conversation', as any academic or 
scholarly discourse is bound to be. This should not mean it is obscure or 
irrelevant. But it is carried on amongst specialists who must devote themselves 
substantially to familiarising themselves with what has by now become a very 
large body of literature. It is reasonable to suppose, however, that both the 
popular and the academic forms of ethical 'conversation' should share the aim 
of helping to improve our understanding of the ethical dimensions of health 
care provision and health policies. This improved understanding, in turn, is 
justified if it helps us conceive and deliver health care in ways which more 
richly benefit people and which take account of their interests more seriously 
and sensitively. 

Having distinguished these two 'conversations', this paper will be concerned 
more with surveying important recent trends in academic ethical discussion 
and analysis. Hereafter, we will for convenience use 'ethical analysis' to refer 
to the academic form with which we are concerned. 

Some characteristics of ethical analysis 
There is no complete agreement on the nature or scope of ethical analysis, on 
the kind of expertise which it requires or represents, or on the extent of any 
authority attaching to pronouncements upon medical ethics questions. Because 
of this it is important to set out the conception of ethical analysis on which this 
paper rests. 

First of all, the view we shall take here holds that ethical analysis does not 
carry moral authority in and of itself. Both critics [2] [3] [4] and defenders 
[5][6][7][8] of 'professionalised' medical ethics unite in agreeing that claims 
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to such authority are improper; they differ rather over whether such claims are 
actually made by those who put forward ethical analysis and commentary. 
Another important point is that ethical analysis does not in and of itself 
amount to taking sides on a particular issue. Rather it consists in making clear 
the moral and, often, conceptual assumptions on which a particular point of 
view rests. By this means, it becomes easier to see exactly where any points of 
disagreement lie, and whether or not a particular moral position is held 
consistently. Of course, the result of doing this may well be to make a 
particular moral position seem more (or indeed less) plausible than before the 
analysis. Moreover, in choosing what topics to investigate, and what 
substantive views to analyse (and, especially, to dismantle), the ethical analyst 
cannot help but influence the way that sides are in fact taken on a particular 
issue [9]. The point is simply that those whose job it is to take sides need to be 
aware of the limits to the authority of ethical analysis. 

Second, and connectedly, expertise in ethical analysis may be a skill, but is not 
in itself a moral virtue; the skilled analyst does not enjoy moral wisdom just 
on account of her skill. Working out, through ethical analysis, what a 
particular moral position entails and requires does not, for instance, give one 
the conviction or the courage to maintain that position in practice. Ethical 
analysis is therefore a resource that people may use in their own moral 
reflection [5] [10] [11], but is not a substitute for that reflection. Moreover, the 
ethical analyst cannot as analyst tell other people what to do or think [12]. 
Since, however, the ethical analyst no less than other people may well have 
her own views on a particular matter, she must either suppress those views or, 
where this is unrealistic, declare them as her own, to be understood as such by 
the reader. 

Third, it is worth stressing that ethical discussions, in any field, have no 
independent life of their own; they concern dimensions of other substantive 
discussions or activities, and do not constitute a further, freestanding activity 
or discourse. So, for instance, the ethical issues in health policies arise in and 
with those policies. But this means that ethical analysis is clearly reactive 
rather than proactive, responding to the ethical dimensions of other activities, 
choices and judgements. Though this is sometimes lamented, it is hard to see 
how ethical analysis could be 'proactive' in anything other than the most 
general sense: for instance, in confirming society's determination to embrace -
or alternatively to avoid - a utilitarian approach to future policies. 

Fourth, ethical analysis does not evolve or develop rapidly. The very general 
concerns of ethical analysis, such as the nature of good action or intention, or 
the relative importance of duties, consequences and the virtuous character of 
the agent, have been debated for literally millennia, as part of philosophy's 
perennial concern with the study of ethics. Whereas the practical capacities of 
the physical and the social sciences can develop rapidly by substantial 
theoretical advances, the concerns and values that are at stake in ethical 
analysis are relatively unchanging, and their importance is not a matter of the 
accumulation of knowledge. 

This paper proceeds on the basis of this general view of ethical analysis. 
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The variety of approaches to ethics 
It is obviously well beyond the scope of this paper to review the history of 
ethics or the development of ethical thought. However - partly on account of 
the gradual evolution of ethics described above - many of the major historical 
trends in ethical thinking are still current, and can be found in the ways that 
ethical analysis of health care is conducted. 

In a nutshell, these trends typically concern what various thinkers have taken 
to be the morally decisive element in a situation. Some (the best-known being 
the utilitarians) have thought that the decisive element was solely the outcome 
or consequences of the available courses of action [13]; others, forming a 
much older tradition, have thought it was an attention to whatever absolute 
and inviolable duties, obligations or rules were at stake [14]; a modern 
variation on this has been an attention to guiding principles (whose content 
usually involves duties, but might also identify certain of those duties in terms 
of the beneficial outcomes that such duties are usually intended to promote) 
[15]; still others have thought that morality can be captured by the idea of 
respecting the rights of others [16]; and so forth. All of these approaches tend 
to focus on the question of action - what one ought to do in a given situation -
as being the principal concern of moral thought and judgement. An alternative 
view is that the main question of morality concerns, not what I should do, but 
how I should live; those who favour this approach have taken the decisive 
element in a moral situation to be whatever virtues of character are summoned 
by that situation, or are needed to sustain the person facing it [17]. These are 
the main traditional branches of moral thinking (if we discount the appeals to 
various forms of religious or divine authority); significantly, all have found 
expression in the modern literature of ethical analysis of health care through, 
respectively, the work of broadly utilitarian writers such as Singer [18], duty-
theorists such as McCormick [19], principle-theorists such as Beauchamp and 
Childress [20] and those advocating a rights-based approach such as Dworkin 
[21]. Moreover, the very substantial revival of attention to virtue ethics is 
perhaps as marked within health care ethics as outside it [22] [23]. To these we 
may add renewed attention to a number of other approaches, some of which 
have found perhaps their clearest expression in the field of ethical analysis of 
health care, including narrative ethics [24][25], interpretive ethics [26], 
casuistry [27][28], the 'ethics of care', often closely allied to feminist ethics 
[29][30][31], particularist ethics [32][33], the ethics of community or 
solidarity [34][35] and - ostensibly minted for the purpose - 'clinical ethics' 
[36]. 

We shall not review these in detail, but it is worth our recognising that these 
varieties of ethical reflection vary in the values that they support or to which 
they give prominence. This in turn is important because the result of ethical 
deliberation is strongly influenced by the question of which moral values are 
taken to be paramount - something that has been subject to significant change 
alongside the emergence and development of modern, high-technology health 
care. We shall consider this next. 
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Competing values 
The rapid development of medical science and technology over the last three 
decades has been accompanied by at least two important developments in the 
way that human values are applied to the provision of medical and health care. 
First, the notion that ethical values were integral to medical practice and 
provision has become orthodox and, moreover, institutionalised with 'medical 
ethics'. Indeed medical ethics has by now become an acknowledged subject of 
study (both professional and academic) as well as of professional discipline 
[3 7] [9]. Second, and at the same time, patients have been permitted and/or 
encouraged to become 'consumers' of health care provision, with 
commentators dividing sharply between those who applaud this development 
[38] and those who lament it [23]. In the process, a concern to promote 
individual, autonomous choice has appeared to replace a concern for welfare 
as the new dominant value in the practical discourses of clinical medicine. We 
might well find this particularly striking within the context of the United 
Kingdom (UK) national health service (NHS), amongst whose founding 
values individual and collective welfare were so prominent. 

The current situation is therefore one in which these competing values must 
somehow be reconciled within health policy. It is an uncomfortable one for 
both those fashioning policy and those attempting to implement it in the 
clinical context. Whilst ever-greater certainty is being sought in scientific and 
technical terms, in ethical terms patients and practitioners alike appear to be 
subject to considerable uncertainty [39][40][41][42][43]. 

The emergence of a respect for individual autonomy as, perhaps temporarily, 
the dominant single value in the ethical analysis of health care means that 
health care choices and decisions are required to be made more transparently 
with regard to patients' own conceptions of their desired health care outcomes 
- indeed, that such outcomes need to be as it were 'negotiated' between 
clinicians and patients within a policy framework that allows for and 
facilitates such negotiations. This 'negotiation' is important - but also tricky -
for two reasons. First, as we recognised earlier, there are no genuine experts 
on the moral preferability of specific outcomes over others, if by 'expert' is 
meant the kind of authority whose accumulated special knowledge entitles her 
to demand the agreement of other people. If anyone is an expert on the 
practical individual preferability of specific health care outcomes, it would in 
most cases appear to be the patient [44]. All well and good, but the second 
difficulty is that it's not obvious that the patient's special knowledge about 
what is best for him in practical terms can in any sense entitle him to require 
specific provisions at society's expense. After all, patients essentially compete 
for limited health care resources [45], and clinicians also legitimately exercise 
a measure of personal autonomy within the clinical encounter - they will resist 
being required to act against their own moral convictions simply in order to 
satisfy the 'consumer' preferences of patients. 

Autonomy's emergence as a dominant value in ethical analysis of health 
policy and clinical health care may to some extent be an artefact of the way 
that the discipline of 'medical ethics' has itself developed [46][47][48]. This 
dominance has in recent years given rise to a sharp, even fierce, dispute 
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among medical ethics commentators concerning not only whether autonomy 
should be the overriding moral value but also even whether its dominance is 
itself morally pernicious [40] [49] [50] [48]. Some commentators urge the 
examination of personal notions of responsibility as a counterweight to 
individualistic patterns of demand [51][52][53]; others anticipate the decline 
of what we might call 'autonomism' (and indeed individualism as such), to be 
replaced by more a communitarian sense of responsibility 
[54][55][56][57][58], particularly in the face of inequalities in health status 
and health care access and the problem of poverty [59] [60] [61]. 

Some of the recent trends in ethical analysis of health care (summarised 
above) arguably grow from a sense of dissatisfaction, both with the dominance 
of autonomy as a value, and with the widespread adherence to an essentially 
'principles'-based approach to analysis as such, an approach that has hitherto 
been highly influential [20] [3 7]. It is difficult to predict which, if any, of these 
newer (or revived) approaches is capable of providing a credible and 
sustainable alternative to autonomism as a guide to practical policy or clinical 
decision-making. However, we can make the more cautious suggestion that 
considerations of autonomy, whilst in the past providing a valuable response 
to paternalism on the part of the physician [62], must henceforward be 
substantially qualified by considerations of the needs of the community 
[45][63][49][57]. 

ETHICAL DEBATES IN ACTION 

The influence of different values and approaches - particularly the tension 
between a focus on individual autonomous choice and a focus on collective 
welfare - is best illustrated by concrete examples. Issues at the beginning and 
end of life provide us with vivid instances of typical debates involving these 
conflicting value assumptions. It may be helpful to look synoptically at these 
two broad areas of debate, as a means of illustrating what is at stake when 
values themselves are in conflict. But in paying attention to these particular 
areas, we should remember that they are no more than particularly vivid 
arenas for moral conflict prompted by specific biotechnologies. The 'small 
change' of health care ethics perhaps lies elsewhere, typically in the realm of 
how a resource-limited service responds to a burden of health care needs and 
demands, which - as presently conceived - seem considerably greater than it 
can hope to meet. Such debates are less glamorous or vivid, but are arguably 
of greater importance to health policy in the long run. We shall encounter 
them later on (and we shall see that they too embody a competition for pride 
of place among conflicting moral values, including those of individual choice 
and maximal collective welfare). 

Conflicting values at the beginning of life 
Reproductive medicine has been the focus of extraordinary and rapid 
technological development and, not surprisingly, of corresponding ethical 
concerns. These concerns include a regard for the effects of assisted 
reproduction techniques through stimulating new patterns of demand for 
health care resources [64], demands that plainly pit the collective interest in 
conserving those resources for meeting clinical need against the individual's 
wish to exercise newly available choices in the area of begetting children. 
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Thus a related concern is whether such techniques meet a genuine clinical 
need [65][66] or instead simply respond to a claimed 'right' to a child as an 
expression of a social wish or desire [67]. An important aspect of this is the 
charge that reproduction is an essentially social matter that has been 
medicalised, a charge characteristically lodged [68] but also scrutinised 
sceptically [69] from within feminist ethical perspectives. Variations on the 
charge that reproductive technologies involve a form of 'playing God' come 
from both traditional perspectives [70] and broader feminist perspectives, 
within which they are lodged and also rebutted [71] [72]. Commentators 
broadly agree on the relevance of the interests of the child that is the product 
of using such technologies, but not necessarily on whether those interests 
should be thought paramount [73][74][75]. 

A still more controversial extension of reproductive technology concerns the 
potential ability to intervene, via genetic screening and selection, in the 
characteristics of the child that is the intended product of such technology. By 
such means, it might appear, intending parents are enabled not only to obtain 
but also to specify the child of their choosing. At present the available 
interventions are generally confined to the prevention of undesired 
characteristics arising from genetic abnormality, so the correspondingly 
available 'specification' of the child is broadly a negative one. Even here, 
however, the attempted justifications for such a startling extension of parental 
choice seem to rest squarely in the commitment to such 'commissioning' 
parents' individual autonomy. 

Objections to such practices seem predominantly to be grounded in different 
moral commitments from that to autonomy. For instance, in seeking to reduce 
the incidence of genetic abnormalities, it has been argued that there is a danger 
that the moral standing of those currently living with such conditions is 
impugned, and in the case of pre-natal genetic screening accompanied by so-
called 'therapeutic abortion', the implicit message is broadcast that it would 
have been better had existing sufferers not been born [76]. This objection 
seems to confront the value of choice with the countervailing value of life as 
such - a confrontation familiar from all modern debates over the morality of 
abortion. 

A quite different objection is that a programme of negative eugenics 
(screening for and preventing births with genetic defects) might threaten to 
evolve into a programme of positive eugenics, in which pre-natal screening 
will prevent the birth of children lacking a specific, positively valued, genetic 
endowment [77][78]. Such an objection might appeal to the balance of 
beneficial and harmful outcomes, to the violation of principles or duties, to the 
loss of key virtues, and so forth - and only implausibly to an infringement of 
the autonomy of those who, in such a programme, would never be born to 
enjoy it. 

Furthermore, whilst one might claim that at any rate negative eugenics could 
lead to a reduction in suffering, this seems quite implausible in the case of 
positive eugenics [79][80] (unless we reckon on the presumed 'suffering' of 
those parents whose wishes for designer babies are frustrated). Indeed, even in 
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the case of negative eugenics, it is evident that suffering can afflict both those 
enjoying and those lacking intelligence or beauty, for instance, and that not all 
those born with a presumed genetic defect (for instance Down's syndrome) 
will inevitably suffer. It can even be argued that there is something of value in 
the sheer diversity of human life, even where this does involve suffering [79]. 
Whatever the strengths and weaknesses of this argument, it seems clearly to 
appeal to collectively-held, rather than individual, interests. 

Conflicting values at the end of life 
A similar diversity of value assumptions can be found in debates concerning 
the end of life. For example, those who promote the supposed 'right' to die in 
circumstances of one's own choosing generally presume that the value of 
individual autonomy should be decisive in debates about euthanasia, or 
physician-assisted suicide; their opponents typically point to the corrosive 
effect, which such individualistic 'rights' would supposedly produce, upon our 
collective expectations of trust and responsibility regarding the medical 
profession and the institutions of health care provision and upon the 
solidarities that ought to bind together patients, their families and their carers 
[81]. Related debates concern whether appeals to autonomy as such are 
paradoxical insofar as they impose upon the individual patient a particular 
view about how we distinguish between moral goods and harms [82]; whether 
the duties attaching to the role of the physician are violated in physician-
assisted suicide [83]; and whether the relevant moral principles justifying 
(indeed, obligating) the relief of suffering extend to physician-assisted suicide 
[84]. 

The ability of modern biotechnology to prolong the lives of critically or 
terminally ill patients inherently raises ethical questions concerning whether 
scarce health care resources may legitimately be diverted in substantial 
quantity to the relatively small numbers of patients involved; in turn this raises 
conceptual as well as ethical questions concerning the balance and identity of 
the benefits and harms of such prolongation, and in particular the question of 
whether it is living or dying that is thus prolonged. The medical conditions 
involved vary considerably, but most attention has been given to the persistent 
vegetative state (which came to the public notice in the UK through the case of 
accident victim Anthony Bland) although this condition involves chronically 
extensive rather than technically intensive care. It has raised several ethical 
issues, all of them troublesome. Whether or not continued treatment is in the 
patient's best interests cannot be settled in any ordinary way; nonetheless 
commentators generally proceed as though it is not in such a patient's interests 
[85][86][87][88]. Some commentators proceed on the presumption that either 
ordinary dignity or actual 'personhood' has been lost to the patient 
[85][87] [88] and even some dissenters on this point concede that withdrawal 
of life-sustaining treatment may eventually be sanctioned, possibly though not 
necessarily in response to an 'advance directive' [89]. Other commentators 
argue robustly that such lives ought not to be prioritised at the cost of 
resources either to society [85][90] or to informal carers and families - the 
latter even leading to a suggestion of a 'duty to die' on the part of the 
chronically debilitated patients [91]. The striking result is that in different 
contexts the death of the patient may be seen as a good thing that the patient is 
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himself entitled to demand, or as a good thing that society is entitled to 
require. (This suggests that divergent moral perspectives can occasionally lead 
people to superficially similar conclusions, but acting upon those conclusions 
will rarely satisfy the divergent perspectives for very long.) 

Among the larger questions raised here is that of the supposed futility of 
continued treatment, particularly in the context of withdrawal of life-
sustaining treatment (whether or not this be technically invasive). 
Commentators disagree over where such 'futility' is properly located. The key 
problem lies in avoiding the temptation to confuse what we may call the 
existential futility of a life no longer worth living (normally a value-judgement 
we should expect to be made by the person in question, and crucially 
dependent on her autonomous choice) from the medical futility of a biological 
intervention that cannot achieve its physiological goals (and, as such, a 
scientific statement of fact, albeit one that here underwrites a collective 
imperative neither to squander resources nor to impose needless burdens upon 
the sufferer). Whilst medicine is clearly more than the biological, it becomes 
dangerous to impute to it specific moral goals such as the ending of a 
particular life deemed no longer worth living. At any rate, such decisions 
involving evaluative or normative rather than solely factual components must 
either be made transparent [92][93][94][95] or abandoned [96]. 

The continued development of organ transplantation technologies sustains 
established ethical and conceptual debates such as those concerning brain-
centred definitions of human death [97][98][99][100][101][102]. In addition, a 
number of emergent issues have been identified. One concerns the ethical 
acceptability of xenografting - transplant organs from other species - as a 
specific alternative to human organ sources. Here commentators generally 
regard the onus to rest upon those who wish to justify the further exploitation 
of non-human species and the production of animal suffering [103][104]. Not 
surprisingly, such views tend to be cast in terms of welfare, rather than of 
autonomous choice. Not all these commentators agree, however, that this 
exhausts the moral concerns, pointing also to the risks of trans-species gene 
insertion as well as the moral burden of continued human suffering in the 
absence of suitable human organs for transplant [105]. 

Perhaps the most striking of the emergent issues concerns the proposal to 
introduce 'elective ventilation' whereby suitable patients, currently dying on 
general medical wards, would be transferred to intensive care units to die there 
under controlled circumstances enabling them to be maintained as organ 
donors [106]; scrutiny of these proposals (which were actively discouraged by 
the Department of Health soon after their limited introduction) has focused on 
the claim that they represent an unacceptable departure from the tradition that 
individual patients be treated in their own interests rather than in the interests 
of others - particularly where the treatment in question is of a kind that is 
typically withdrawn from dying patients on the grounds of its burdensome 
nature [107] [108]. 

In general, whereas these emergent issues arise because of the shortfall in 
human donor organs, it has been suggested that some contributions to the 
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debate on the established issues in part entrench that shortfall [109 p958], a 
striking instance - if the suggestion be true - of ethical debate producing 
rather than merely inspecting moral problems. 

The broad areas of debate outlined in the two main sections above, concerning 
the ethical implications of modern biotechnologies, illustrate the scope for 
bringing to bear the variety of moral perspectives we earlier considered. In 
particular, the moral perspective one adopts seems liable strongly to influence 
not only one's style of reasoning but also the actual conclusions one reaches. 

As we have already suggested, however, the ethical challenges for health 
policies stem from more than just specific technological advances, and we 
shall explore this next. 

HEALTH, HEALTH CARE AND SOCIETY 

Perhaps the most important divergence among the moral perspectives we have 
identified is between an emphasis on the value of individual autonomous 
choice and an emphasis on the value of collective welfare. We can see this 
divergence reflected strongly in the two main competing influences upon both 
the past and future directions of health policy - influences that are largely 
irreconcilable. In particular, it is hard to reconcile the generally individualistic 
direction of medical technology with a health policy that addresses a 
conception of health needs at the societal level or, more especially, a health 
policy aimed at reducing inequality [110][111]. 

It seems difficult to resist the suggestion that the reduction of inequalities in 
health and in health care is the most important single ethical challenge for 
future health policy [59][61]. Of course, health and health care are not the 
same thing. Health itself is far more difficult to define than is health care, and 
definitions of the nature of 'health' range from a state of almost Elysian 
wellbeing at one extreme to a spiritual acceptance, at the other, of whatever 
infirmities it may be one's vocation to suffer. If we take only the modest 
notion of health as the absence of specific diseases and infirmities, it is plain 
that many inequalities in health status can be found among individuals with 
equally good access to health care and vice versa. However, once we admit the 
impact of social, economic and environmental influences upon both physical 
and psychological health, it becomes easier to see how, in conditions of 
relative socioeconomic deprivation, a greater incidence of ill health plausibly 
coincides with a lower standard and extent of health care provision - the so-
called 'inverse square' law [112]. 

Admittedly, both of the major competing influences that we have just 
identified regarding health policy can lay claim to ethical support. Medical 
technology's focus upon individual biological function and pathology aims 
directly to confront important and immediate sources of individual human 
suffering, an objective that self-evidently commends itself in ethical terms. At 
the same time, however, (and in virtue of the same ethical imperative) it is 
necessary to take account of the psychological, social and environmental 
causes of ill health, i.e. those causes that ultimately lie beyond the individual 
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and whose remedy is achieved primarily through changes in social practices, 
rather than through individual biotechnical interventions [59][60][61]. 

Moreover, the task of reducing inequalities in health (consisting in 
inequalities in characteristic health status, in lifelong liabilities to ill health, 
and in access to health care provision) carries with it a readily recognised 
ethical claim grounded in considerations of justice. Inequalities in health are 
arguably widened by the individualistic focus of biotechnological medicine: 
this focus competes for attention with a focus on social and environmental 
causes of ill health, the impacts of which are unequally distributed within 
society [113][114][115][116][111]. In addition, the effects of the inflationary 
pressure of technology on overall demand for health care resources are 
disproportionately felt by those whose access to health care is already 
relatively disadvantaged. 

Thus, whilst there is a balance to be struck in health policy between a 
preferential emphasis on societal needs and factors and a preferential emphasis 
on individual/biological needs and factors, this is not a choice between the 
ethical and the non-ethical; rather, it is a choice between two kinds of ethical 
claim that cannot fully be reconciled. This is not to say that a choice cannot be 
made or defended, simply that any health policy must do just that. For 
example, anyone who regards the principal ethical challenge as lying in the 
reduction of inequalities in health and health care has in fact chosen a societal 
emphasis in preference over an individualist one. 

We have already suggested that this preference has much to commend it; for 
that very reason it is important to acknowledge the constraints it faces. The 
most significant of these is perhaps the fact that the core conception of 
medicine as a practice - what we may call the medical paradigm - is only 
slowly evolving away from a deep-rooted basis in biological individualism. 

Changes in the medical paradigm 
The current medical paradigm is a mixture of variants of a modified 
biomedical understanding, variants that are themselves liable to change to 
some extent in the next fifteen years, depending on how successfully the 
paradigm's basic assumptions can be challenged. Those assumptions may be 
summarised as: 

• the claim to objectivity 
• the location of disease in the individual human organism 
• a preference for reductionist accounts of health and disease 
• a view of science and technology as separable from the humanistic and the 

social 
• the division of the mental from, and rejection in favour of, the physical. 

[117][118][119] 

Although it is fair to regard medicine as evolving slowly away from these 
assumptions, the influence of genetics as the basis for human health and 
illness continues to grow and implicitly to oppose this direction of change. We 
have already summarised some of the ethical issues most closely arising from 
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genetic advances in the previous section. It is worth observing also that 
genetic explanations tend to promote the 'medicalisation' of an increasing 
range of socially-identified conditions, such as alcoholism or aggressive 
behaviour, via the examination of genetic endowment [120][121]. 

Changes in our concepts of health and disease 
Concepts of health, of disease, of normality and thence of the effectiveness of 
medical interventions are also liable to change along with changes in the 
medical paradigm. Medicine's corrective, restorative, augmentative and 
forensic roles all carry ethical implications, and all these are liable to be 
revised with the paradigm itself. (It has even been argued that the 
'postmodern' idea, that no choices are possible among the competing values to 
be found within as well as between societies, will present challenges to the 
idea of medicine's presumed inherent duty to act in response to encountered 
need [122].) 

The conception of what counts as evidence for clinical effectiveness will 
reflect these revisions. An understanding of illness that reunites the 
physiological with the experiential will, it has been suggested, require a far 
richer and more varied conception of evidence than that primarily at stake in 
'evidence-based' medicine, taking more seriously patients' conceptions of 
their own values and goals alongside the more easily-measured physical 
parameters such as blood pressure [123]. To complicate the picture further, 
our conceptions of what is normal and desirable are themselves influenced by 
the new situations that emergent medical technology can make available, and 
these developments in turn are liable to influence the level and nature of 
expressed demand for health care [124][125][126]. 

Greater links between health and social care 
There is an increasing interpenetration of health and social issues, coupled to 
policies encouraging the integration of health and social care provision 
(including the education/training of health and social carers). On its own this 
would tend to loosen the grip of the biological paradigm of medicine and 
encourage the recognition of a wider relation between the biological and 
biographical conceptions of illness, disease and disability, as well as an 
appreciation of the environmental influences on health as such and on health 
and social care [127][128]. At the same time this interpenetration complicates 
the question of who has specific responsibility for individual patients' care, 
and so potentially enlarges the 'mesh' of the net through which patients can 
fall. 

Future directions for primary care and general practice medicine 
The role of primary care and its relation to the scale and range of specialist 
secondary care services continues to evolve, and the implications of this 
evolution are perhaps among the most substantial in both policy and ethical 
terms [129][130]. These implications include: 

• the possibility of a significant transfer of roles from doctors to nurse 
practitioners 

• an extension of the public health focus in primary care 
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• the perceived loss of the family practitioner 
• role tensions facing GPs who are required somehow to provide a service 

on a personal scale as well as on a population scale. 

Public expectations of the NHS are intensely focused on the nature and scale 
of attention they can expect from primary care, an attention that is personified 
in the traditional (though increasingly mythical [131] family practitioner). 

The combined biological and biographical nature of much non-acute illness is 
transparently obvious in general practice medicine. Elsewhere in medicine this 
combination may seem less obvious; the 'biopsychosocial' conception of 
disease has had only a limited effect on medicine outside primary care and 
psychiatry, perhaps because of still-unacknowledged cultural barriers to 
communication in medicine [132]. The emergent 'specialist' medical 
practitioner within primary care (that is, a doctor with distinct medical or 
surgical specialisms who is located for convenience in the primary care 
setting) threatens the loss both of traditional attention and of that richer 
conception of illness in which biological and biographical aspects are fused. 
The danger is that, by comparison with the traditional general medical 
practice, this specialist perspective will encourage both an ethical and a 
conceptual reductionism towards the patient [133]. Hence the claim that an 
essentially biological, and thus reductionist, understanding of medicine is 
rarely fully adequate to the 'lived body' experience of patients and their 
suffering - and the allied claim that better, experiential, understandings are 
available [134][115][135]. 

Nowhere are these understandings more important than in general practice. 
Primary care medicine offers the medical practitioner, almost uniquely, the 
encounter with the undiagnosed human being, rather than simply with the 
patient. 

Chronic illness 
Finally (owing in large part to demographic changes, which are described in 
detail by Dargie in paper no. 3 in this series), the objects of medicine's 
attention seem increasingly to concern chronic illness conditions for which, by 
definition, fewer effective curative interventions are possible. This seems to 
make medicine's palliative role more apparent, albeit one requiring a wider 
understanding of palliation [135]. Again, chronic illnesses have a more 
obviously integral biographical dimension; they tend towards the 
multiplication of intercurrent illnesses; they are more likely to be associated 
with persistent disabilities, leading to impacts on self-perception and identity, 
and to social exclusions and other implications [136]. The increasing burden 
of chronic illness intensifies the challenges of providing combined health and 
social care. Some commentators detect in this a further challenge to twentieth-
century medicine's emphasis of diagnosis over prognosis, and to a modern 
imperative towards the prolongation of life [137]. 

The scarcity of health care resources 
Roughly at the same time as the rise of biotechnology-based medicine and 
health care there has also arisen a growing recognition of the resource 
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constraints upon health care provision [138]. Health economics aims to 
provide tools for rational decision-making in health care resource expenditure, 
usually conceived as attempting to maximise one's chosen benefits at 
minimum cost. To do this, some means are required to measure and trade off 
costs and benefits in the same scale, which should have fixed points (a 
'cardinal' scale) and also, ideally, fixed proportional intervals between those 
points (a 'ratio' scale [139]; the most famous attempt is the Quality Adjusted 
Life Year (QALY), which seeks to measure a universal quality-of-life variable 
on a ratio scale [140][141]. However, such decision-making tools cannot in 
themselves determine which inputs or outputs to measure; this has to be 
decided beforehand, and is a matter for judgements involving practical, social 
and ethical dimensions to them. Moreover, the mere existence of decision­
making tools such as the QALY doesn't guarantee that any particular output or 
input is in fact meaningfully measurable, and whether or not health care 
outcomes or health status constitute such measurable outputs is controversial. 

The rise of health economics as a determinant of policy is consistent with 
recognising the importance of public accountability for how resources are 
spent. Because of this, health economics has its defenders in the ethical 
analysis literature [142] as well as a natural partner in 'evidence-based' 
medicine. However, it faces challenges, for instance from pressure groups 
(such as those representing the sufferers of various disabilities), to show how 
it can accommodate the fullest range of perspectives, including minority 
perspectives, in either its results or its methods [143] [144]. Moreover, in the 
application of market economics to health care, the patient is seen (and 
sometimes lamented) as a consumer engaged in essentially self-serving 
behaviour (i.e. choosing to maximise his or her personal benefits from the 
health care system) - whilst nevertheless implausibly conforming to an 
impoverished range of values and value choices in order to be captured on a 
scale of measurement [145]. 

The modern preoccupation with resource constraints reflects a number of 
structural changes in society, all of which tend to inflate demand for health 
care (documented elsewhere in this series by Barnes [paper no. 10: 'Public 
expectations'], Ferlie [paper no. 7: 'Organisation and management'], Lee 
[paper no. 1: 'Global context'] and Pahl [paper no. 6: 'Social trends']). These 
changes include at least the following four factors: 

• the increasing proportion of older people in society, and hence of the 
chronic illnesses and disabilities primarily associated with ageing 

• changes in patterns of employment and of traditional perceptions of role 
and worth, with an increase in the presentation of psychological illnesses 

• the inflation of demand for new or improved health care interventions 
stimulated by biotechnological and pharmaceutical advance 

• the voicing of the perspectives of minority groups with associated specific 
illnesses or disabilities [76]. 

In response, a debate has emerged concerning who is responsible for the care 
of specific groups, and what priorities certain groups of patients or potential 
patients ought to attract. For example, it has been objected that older people 
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ought not to be disadvantaged by prioritisation mechanisms such as QALYs, 
which count the accumulation of benefits over time on the grounds that 
individuals' abilities to value the life remaining to them should be weighed 
equally, regardless of the length of life - or the health care resources - they 
have already enjoyed [51]; some commentators take the opposite view arguing 
in effect, albeit in more delicate terms, that the old should make way for the 
young [45]. 

Taken together, these various changes indicate the ways in which our ideas of 
health, health care and indeed social arrangements should combine to 
influence the general future directions of an ethical health policy. Such a 
policy must also reckon with specific ethical challenges arising in modern 
health care (and we have earlier discussed some of the more vivid of these, 
arising in biotechnological interventions at the boundaries of life). 

KEY QUESTIONS FOR FURTHER ETHICAL DEBATE 

In this final section we shall raise and briefly review a number of key 
questions, for the future development of health policy, all involving what seem 
especially important ethical implications. 

What conception of the nature of health care needs should 
most appropriately drive health care and health policy? 

The limitations of a biological conception of health care needs are plain 
enough. Biomedical technology embodies and promotes a focus on the 
biological individual, and consequently tends to promote a similar focus in 
clinical medicine [113][114][115][116][111]. The likely upshot of this focus is 
both that those causes of ill health that lie beyond the individual will tend to be 
correspondingly neglected in the scientific picture of the patient, and that the 
biological conception of clinical need will be emphasised at the expense of the 
biographical, psychological, interpersonal and social dimensions 
[146][147][148][149]. 

The ethical implications of these tendencies are at least threefold (and all are 
likely to be felt more keenly by an ageing population encountering an 
increasing predominance of chronic over acute illnesses): 

• The patient may suffer clinically because of an incomplete conception of 
his or her needs and their causes [145][147][148], whether or not these 
needs are remediable. 

• Public health measures may receive relatively little scientific or 
technological attention, and as a result attract correspondingly low political 
and economic support [111]. By reinforcing the individualistic focus of 
medicine, biomedical technology reinforces this particular source of 
inequality in health. 

• Inequalities in health will be exacerbated both by the neglect of social 
causes of illness and by the individualistic focus of medical technology. 
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Where does the responsibility for individuals' health finally 
rest? 

The locus and extent of responsibility for health are controversial. Causal 
responsibility and moral responsibility are not the same thing, even though 
they often coincide in the actions of a fully competent, autonomous adult. So 
while it is right to encourage individuals to make responsible use of health 
care resources, the moral responsibility for individuals' own health states may 
not necessarily be confined to those individuals - even when their illness, 
incapacity or disease are in part caused by their own actions or behaviour. The 
wider socioeconomic context in which they are located must also be 
acknowledged as strongly constraining the lifestyles and choices, as well as 
the health status, of the less well-off. 

Moreover, the extent to which people's lifestyles are or ought to be the 
business of health policy planners is also controversial. Whilst health policy 
must respond to the consequences of lifestyle choices, no automatic 
justification follows from this for seeking to influence lifestyles in accordance 
with a preconception of what lifestyles are suitable or acceptable to health. 
Individual freedom of choice and individual responsibility for the effects of 
one's choices are importantly linked, but the linkage is limited to the degree of 
control that individuals can genuinely exert in their own lives. 

Is any aspect of future health policy morally more important 
than reducing inequalities in health and health care? 

We have encountered the view that inequalities in health and health care 
constitute the single most important challenge confronting health policy. 
Adverse socio-environmental factors do not affect all sections of society 
equally, inequalities in health are widened by the individualistic focus of 
biotechnological medicine, and the inflationary pressure of technology on 
overall demand for health care resources impacts most greatly on those whose 
access to health care is already disadvantaged. 

The special moral importance of health and health care is exhibited in our 
society's continued willingness to fund health care, predominantly free at the 
point of use, and predominantly at the expense of the public purse. This 
special importance is converted into the special moral urgency of inequalities 
in health status and in access to health care, when those inequalities are 
beyond the control or responsibility of the individuals affected by them. 

What core moral values should drive health policy? 
The views that one takes on all these questions are heavily influenced by one's 
preference among the moral values we have encountered in the course of this 
review - individual autonomy and freedom of choice, individual or collective 
welfare, the special importance of care, trust and accountability, adherence to 
central virtues, the adherence to central duties, the upholding of principles and 
so on - all of them typically liable to conflict with one another in any given 
situation. Future health policies ought to be driven by a clear and openly-
defended choice of its core moral values. 
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Autonomy is perhaps the best-known and most oft-cited moral value in 
contemporary health care, but it is not the only important moral value. Whilst 
attention to individual autonomy has in the past provided a valuable response 
to inappropriate paternalism on the part of physicians and other health care 
professionals, autonomy as an isolated value is incapable of underpinning any 
shared, societal responsibility for the health care of all its members, including 
the least advantaged. As health inequalities widen (both within and between 
societies), the moral claims of alternative communitarian values become more 
urgent. 

17 



ETHICS 

ENDNOTES 

1. M Evans 'Bioethics and the newspapers' Journal of Medicine and 
Philosophy, 1999, 24(2), 164-80. 

2. CN Noble 'Ethics and experts' Hastings Center Report, 1982, 12(3), 7-
9. 

3. CR Scofield 'Ethics consultation: The least dangerous profession?' 
Cambridge Quarterly of Healthcare Ethics, 1993, 2(4), 417-26. 

4. R Shalit 'When we were philosopher kings' The New Republic, 28 April 
1997, 216(17), 24-8. 

5. SD Yoder 'Experts in ethics? The nature of ethical expertise' Hastings 
Center Report, 1998,28(6), 11-19. 

6. JC Fletcher 'Commentary: Constructiveness where it counts' Cambridge 
Quarterly of Healthcare Ethics, 1993, 2(4), 426-34. 

7. A Jonsen 'Commentary: Scofield as Socrates' Cambridge Quarterly of 
Healthcare Ethics, 1993, 2(4), 434-8. 

8. C Lilje 'Commentary: Ethics consultation - a dangerous, antidemocratic 
charlatanry?' Cambridge Quarterly of Healthcare Ethics, 1993, 2(4), 
438-42. 

9. R Gillon 'What is medical ethics' business?' in Martyn Evans (ed.) 
Critical Reflection on Medical Ethics (Greenwich, Conn.: JAI Press Inc., 
1998). 

10. J Crosthwaite 'Moral expertise: A problem in the professional ethics of 
professional ethicists' Bioethics, 1995, 9(5), 361-79. 

11. BD Weinstein 'The possibility of ethical expertise' Theoretical 
Medicine, 1994, 15,61-75. 

12. M Evans '"DOUBLE QUOTES SHOULD BE REVERSED AS START 
QUOTES>Learning to see" in medical ethics education' in M Evans 
(ed) Critical Reflection on Medical Ethics (Greenwich, Conn.: JAI Press 
Inc., 1995). 

13. RM Hare Moral Thinking (Oxford: Oxford University Press, 1981). 

14. JL Mackie Ethics (New York: Penguin, 1977). 

15. WD Ross Foundations of Ethics (Oxford: Clarendon Press, 1939). 

16. RM Dworkin Taking Rights Seriously (London: Duckworth, 1978). 

17. A Maclntyre After Virtue (South Bend, Indiana: University of Notre 
Dame Press, 1981). 

18 



ETHICS 

18. P Singer 'Is the sanctity of life terminally ill?' Bioethics, 1995, 9(3-4), 
327-43. 

19. RA McCormick 'A good death - oxymoron?' Bioethics Forum, 1997, 
13(1), 5-10. 

20. TL Beauchamp and JF Childress Principles of Biomedical Ethics (New 
York: Oxford University Press, 1989 [3rd edition]). 

21. R Dworkin Life's Dominion (London: Harper Collins, 1993). 

22. JF Drane 'Character and the moral life: A virtue approach to biomedical 
ethics' in ER DuBose, RP Hamel and LJ O'Connell (eds) A Matter of 
Principles? Ferment in US Bioethics (Valley Forge, PA: Trinity Press 
International, 1994). 

23. ED Pellegrino and DC Thomasma The Virtues in Medical Practice 
(New York: Oxford University Press, 1993). 

24. N Pickering 'Imaginary restrictions' Journal of Medical Ethics, 1998, 
24(3), 171-5. 

25. P Tovey 'Narrative and knowledge development in medical ethics' 
Journal of Medical Ethics, 1998,24(3), 176-81. 

26. H ten Have 'The hyper-reality of clinical ethics: a unitary theory and 
hermeneutics' Theoretical Medicine, 1994, 15(2), 113-31. 

27. KE Artnak and JH Dimmitt 'Choosing a framework for ethical analysis 
in advanced practice settings: The case for casuistry' Archives of 
Psychiatric Nursing, 1996, 10(1), 16-23. 

28. MG Kuczewski 'Casuistry and its communitarian critics' Kennedy 
Institute of Ethics Journal, 1994, 4(2), 99-116. 

29. P Bowden Caring: Gender-Sensitive Ethics (London: Routledge, 1997). 

30. N Noddings Caring: A Feminine Approach to Ethics and Moral 
Education (Berkeley, Ca.: University of California Press, 1984). 

31. R Tong 'The ethics of care: A feminist virtue ethics of care for 
healthcare practitioners' Journal of Medicine and Philosophy, 1998, 
23(2), 131-52. 

32. S van Hooft 'Bioethics and caring' Journal of Medical Ethics, 1996, 
22(2), 83-9. 

33. HL Nelson 'Against caring' Journal of Clinical Ethics, 1992, 3(1), 8-15. 

34. EH Loewy 'The role of suffering and community in clinical ethics' 
Journal of Clinical Ethics, 1991, 2(2), 83-9. 

19 



ETHICS 

35. S Rubin and L Zoloth-Dorfman 'First-person plural: Community and 
method in ethics consultation' Journal of Clinical Ethics, 1994, 5(1), 49-
54. 

36. AR Jonsen, M Siegler and WJ Winslade Clinical Ethics: A Practical 
Approach to Ethical Decisions in Clinical Medicine (New York: 
McGraw-Hill, Health Professions Division, 1998 [4th edition]). 

37. R Gillon Philosophical Medical Ethics (Chichester: John Wiley & Sons, 
1986). 

38. A Enthoven Reflections on the Management of the National Health 
Service (London: Nuffield Provincial Hospitals Trust, 1985). 

39. I Berlin 'The incompatibility of values' in M Kranzberg (ed.) Ethics in an 
Age of Pervasive Technology (Boulder: Westview Press, 1980). 

40. D Callahan 'Can the moral commons survive autonomy?' Hastings 
Center Report, 1996, Nov.-Dec, 41-2. 

41. S Holm 'Not just autonomy: The principles of American biomedical 
ethics' Journal of Medical Ethics, 1995, 21, 332-8. 

42. A Maclntyre 'How virtues become vices: Values, medicine and the social 
context' in HT Engelhardt and S Spicker (eds) Evaluation and Explanation 
in the Biomedical Sciences (Dordrecht: Reidel, 1995). 

43. JD Moreno Deciding Together: Bioethics and Moral Consensus (New 
York: Oxford University Press, 1995). 

44. RM Veatch 'Who should manage care? The case for patients' Kennedy 
Institute of Ethics Journal, 1997, 7(4), 391-401. 

45. D Callahan Setting Limits: Medical Goals in an Ageing Society 
(Washington DC: Georgetown University Press, 1995). 

46. TL Beauchamp and JF Childress Principles of Biomedical Ethics (New 
York: Oxford University Press, 1994 [4* edition]). 

47. HT Engelhardt Jr. The Foundations of Bioethics (New York: Oxford 
University Press, 1986). 

48. RM Veatch 'Resolving conflict among principles: Ranking, balancing 
and specifying' Kennedy Institute of Ethics Journal, 1995, 5(3), 199-
218. 

49. W Gaylin and B Jennings The Perversion of Autonomy: The Proper 
Uses of Coercion and Constraints in a Liberal Society (New York: The 
Free Press, 1996). 

50. B Steinbock 'Liberty, responsibility and the common good' Hastings 
Center Report, 1996, Nov.-Dec., 45-7. 

20 



ETHICS 

51. J Harris 'Could we hold people responsible for their own adverse 
health?' Contemporary Law Policy, 1995, 12(1), 147-53. 

52. Z Szawarski 'Personal responsibility for health' in Z Szawarski and D 
Evans (eds) Solidarity, Justice and Healthcare Priorities (Linnkopping: 
Linnkopping University Press, 1993). 

53. D Wikler 'Persuasion and coercion for health: Ethical issues in 
government efforts to change lifestyles' Millbank Memorial Fund 
Quarterly, 1978, 56(3), 303-38. 

54. D Callahan False Hopes (New York: Simon & Schuster, 1998). 

55. SR Benatar 'Just healthcare beyond individualism: Challenges for North 
American bioethics' Cambridge Quarterly of Healthcare Ethics, 1997, 
6(4), 397-415. 

56. DC Thomasma 'Virtue theory, social practice and professional 
responsibility' in M Evans (ed.) Critical Reflection on Medical Ethics 
(Greenwich, Conn.: JAI Press Inc., 1998). 

57. D Wikler 'The future of bioethics as a global enterprise' in Z Bankowski 
and JH Bryant (eds) Poverty, Vulnerability, the Value of Human Life and 
the Emergence of Bioethics (Geneva: Council for International 
Organisations of Medical Sciences, 1995). 

58. H Wulff 'Against the Four Principles' in R Gillon and A Lloyd (eds.) 
Principles of Health Care Ethics (Chichester: John Wiley & Sons, 
1994). 

59. D Black, P Townsend, N Davidson and M Whitehead Inequalities in 
Health (Harmondsworth: Penguin, 1992). 

60. D Dorling Death in Britain: How Local Mortality Rates Have Changed 
(York: Joseph Rowntree Foundation, 1997). 

61. RG Wilkinson Unhealthy Societies: The Afflictions of Inequality 
(London: Routledge, 1996). 

62. RM Veatch 'Which grounds for overriding autonomy are legitimate?' 
Hastings Center Report, 1996, Nov.-Dec, 42-3. 

63. D Callahan 'Managed care and the goals of medicine', Journal of the 
American Geriatrics Society, 1998, 46(3), 385-88. 

64. N Martin and MC Rawlinson (eds) 'Reproductive technologies' Journal 
of Medicine and Philosophy, 1996, 21(5) (thematic issue). 

65. D Evans 'The clinical classification of infertility' in D Evans (ed.) 
Creating the Child: The Ethics, Law and Practice of Assisted 
Procreation (The Hague: Martinus Nijhoff Publishers, 1996). 

21 



ETHICS 

66. S Holm 'Infertility, childlessness and the need for treatment: Is 
childlessness a social or a medical problem?' in D Evans (ed.) Creating 
the Child: the Ethics, Law and Practice of Assisted Procreation (The 
Hague: Martinus Nijhoff Publishers, 1996). 

67. M Evans 'A right to procreate? Assisted conception, ordinary 
procreation and adoption', in D. Evans (ed) Creating the Child: The 
Ethics, Law and Practice of Assisted Procreation (The Hague: Martinus 
Nijhoff Publishers, 1996). 

68. A Donchin 'Feminist critiques of new fertility technologies: 
Implications for social policy' Journal of Medicine and Philosophy, 
1996, 21(5), 475-98. 

69. LM Purdy 'What can progress in reproductive technology mean for 
women?' Journal of Medicine and Philosophy, 1996, 21(5), 499-514. 

70. ED Pellegrino and DC Thomasma A Philosophical Basis of Medical 
Practice (Oxford: Oxford University Press, 1981). 

71. G Corea 'The new reproductive technologies' in D Leidholt and JG 
Raymond (eds) The Sexual Liberals and the Attack on Feminism (New 
York: Pergamon Press, 1990). 

72. MA Ryan 'The new reproductive technologies: Defying God's 
dominion?' Journal of Medicine and Philosophy, 1995, 20(4), 419-38. 

73. K Ruyter 'The example of adoption for medically assisted conception' 
in D Evans (ed.) Creating the Child: The Ethics, Law and Practice of 
Assisted Procreation (The Hague: Martinus Nijhoff Publishers, 1996). 

74. K Schultz 'Assisted reproduction and parent-infant bonding' in D Evans 
(ed.) Creating the Child: The Ethics, Law and Practice of Assisted 
Procreation (The Hague: Martinus Nijhoff Publishers, 1996). 

75. J-M Thevoz. 'The rights of children to information following assisted 
conception' in D Evans (ed.) Creating the Child: The Ethics, Law and 
Practice of Assisted Procreation (The Hague: Martinus Nijhoff 
Publishers, 1996). 

76. SD Edwards 'The moral status of intellectually disabled individuals' 
Journal of Medicine and Philosophy, 1997, 22(1), 29-42. 

77. J Bishop and M Waldholz Genome (New York: Simon & Schuster, 1990). 

78. RF Chadwick, H ten Have, J Husted, M Levitt, T McGleenan, D Shickle 
and U Wiesing 'Genetic screening and ethics: European perspectives' 
Journal of Medicine and Philosophy, 1998, 23(3), 255-73. 

79. EE Harris 'Respect for persons' in RT de George (ed.) Ethics and 
Society: Original Essays on Contemporary Moral Problems (London: 
Macmillan, 1968). 

22 



ETHICS 

80. ER Hepburn 'Genetic testing and early diagnosis and intervention: Boon 
or burden?' Journal of Medical Ethics, 1996, 22, 105-10. 

81. H Jonas 'The right to die' Hastings Center Report, 1978, 8(4), 31 -6. 

82. JP Safranek 'Autonomy and assisted suicide: The execution of freedom' 
Hastings Center Report, 1998, 28(4), 32-6. 

83. N Dixon 'On the difference between physician-assisted suicide and 
active euthanasia' Hastings Center Report, 1998, 28(5), 25-9. 

84. LL Emanuel 'Facing requests for physician-assisted suicide' Journal of 
the American Medical Association, 1998, 280(7), 643-47. 

85. R Gillon 'Persistent vegetative state, withdrawal of artificial nutrition 
and hydration, and the patient's "best interests'" (editorial) Journal of 
Medical Ethics, 1998, 24, 75-6. 

86. K Hall 'Intensive care ethics in evolution' Bioethics, 1997, 11(3-4), 241-
5. 

87. S Hewa 'Medical technology: A Pandora's box?' Journal of Medical 
Humanities, 1994, 15(3), 171-81. 

88. GS Neeley The Constitutional Right to Suicide: A Legal and 
Philosophical Examination (New York: Lang, 1996). 

89. P Cattorini and M Reichlin 'Persistent vegetative state: A presumption 
to treat' Theoretical Medicine, 1997, 18(3), 263-81. 

90. RA Gatter Jr., A Robert and JC Moskop 'From futility to triage' Journal 
of Medicine and Philosophy, 1995,20(2), 191-205. 

91. J Hardwig 'Is there a duty to die?' Hastings Center Report, 1997, 2, 34-
42. 

92. A Halevy and BA Brody 'A multi-institution collaborative policy on 
medical futility' Journal of the American Medical Association, 1996, 
276(7), 571-4. 

93. C Herrera 'Some ways that technology and terminology distort the 
euthanasia issue' Journal of Medical Humanities, 1993, 14(1), 23-31. 

94. LR Kopelman (ed.) 'Moral and conceptual disputes about when 
treatments are medically futile' Journal of Medicine and Philosophy, 
1995, 20(2) (thematic issue). 

95. W Shelton 'A broader look at medical futility' Theoretical Medicine and 
Bioethics, 1998, 19,383-400. 

96. M Wilson Health is for People (London: Darton, Longman & Todd, 
1975). 

23 



ETHICS 

97. M Evans 'Death in Denmark' Journal of Medical Ethics, 1990, 16, 191-
4. 

98. D Lamb 'Wanting it both ways' Journal of Medical Ethics, 1990, 16, 8-
9. 

99. C Pallis ABC of Brainstem Death (London: BMA Publications, 1983). 

100. D Price 'Organ transplantation initiations: The twilight zone' Journal of 
Medical Ethics, 1997,23, 175-9. 

101. T Russell Philosophical Reflections on Brain Death (provisional title) 
(Aldershot: Avebury, 2000 [forthcoming]). 

102. A Shewmon 'Brainstem death, brain death and death: A critical 
reevaluation' Issues in Law and Medicine, 1998, 14(2), 126-45. 

103. RG Frey 'Medicine, animal experimentation and the moral problem of 
unfortunate humans' Social Philosophy and Policy, 1996, 13(2), 181-
211. 

104. JL Nelson 'Moral sensibilities and moral standing: Caplan on xenograft 
"donors'" Bioethics, 1993, 7(4), 315-322. 

105. R Downie 'Xenotransplantation' Journal of Medical Ethics, 1997, 23, 
205-6. 

106. AB Shaw 'Non-therapeutic (elective) ventilation of potential organ 
donors: The ethical basis for changing the law' Journal of Medical 
Ethics, 1996, 22(2), 72-7. 

107. G Routin 'Elective ventilation for organ donation: The case against' 
Care of the Critically III, 1992, 8(2), 61-2. 

108. CH Collins 'Elective ventilation for organ donors: The case in favor' 
Care of the Critically III, 1992, 8(2), 57-9. 

109. R Gillon 'Ethical problems of scientific advance: Introduction' in R 
Gillon and A Lloyd (eds) Principles of Health Care Ethics (Chichester: 
John Wiley & Sons, 1994). 

110. R Dubos Mirage of Health (London: Routledge, 1960). 

111. D Greaves Mystery in Western Medicine (Aldershot: Avebury, 1996). 

112. JT Hart 'The inverse care law' The Lancet, 1971, 1(7696), 405-12. 

113. P Benner (ed.) Interpretive Phenomenology, Embodiment Caring and 
Ethics in Health and Illness (London: Sage, 1994). 

114. EJ Cassell The Nature of Suffering and the Goals of Medicine (Oxford: 
Oxford University Press, 1991). 

24 



ETHICS 

115. SL Daniel 'The patient as text' Theoretical Medicine, 1986, 7, 195-210. 

116. HL Dreyfus 'Preface' in P Benner (ed.) Interpretive Phenomenology, 
Embodiment Caring and Ethics in Health and Illness (London: Sage, 
1994). 

117. GL Engel 'The need for a new medical model: A challenge for 
biomedicine' Science, 1977, 196, 129-36. 

118. M Lock and DR Gordon (eds.) Biomedicine Examined (Dordrecht: 
Kluwer, 1988). 

119. DB Morris Illness and Culture in the Postmodern Age (Berkeley: 
University of California Press, 1998. 

120. DJ Keyles and L Hood (eds.) The Code of Codes: Scientific and Social 
Issues in the Human Genome Project (Cambridge, Mass.: Harvard 
University Press, 1992). 

121. P Kitcher The Lives to Come: The Genetic Revolution and Human 
Possibilities (New York: Simon & Schuster, 1996). 

122. U Wiesing 'Style and responsibility: Medicine in postmodernity' 
Theoretical Medicine, 1994, 15(3), 277-90. 

123. M Evans and K Sweeney 'The human side of medicine', Royal College 
of General Practitioners, Occasional Paper 76, London, 1998. 

124. SJ Reiser and M Anbar The Machine at the Bedside: Strategies for 
Using Technology in Patient Care (Cambridge: Cambridge University 
Press, 1984). 

125. B Jennett High Technology Medicine (Oxford: Oxford University Press, 
1986). 

126. Office of Science and Technology (Health and Life Sciences Panel) 
Technology Foresight: Progress Through Partnership 4 (London: 
HMSO, 1995). 

127. L Nordenfeldt (ed) 'Concepts of health and their consequences for 
healthcare' Theoretical Medicine, 1993, 14(4) (thematic issue). 

128. J Raikka 'The social concept of disease' Theoretical Medicine, 1996, 17, 
353-61. 

129. EJ Cassell Doctoring: The Nature of Primary Care Medicine (Oxford: 
Oxford University Press, 1997). 

130. S Hardysides 'New roles for general practitioners' British Medical 
Journal, 1994,308,513-6. 

25 



ETHICS 

131. D Greaves 'The enduring appeal of the Victorian family doctor' Medical 
Humanities Review, 1999 (forthcoming), 13(2). 

132. HR Searight 'Psychosocial knowledge and allopathic medicine: points 
of convergence and departure' Journal of Medical Humanities, 1994, 
15(4), 221-32. 

133. M Evans 1998, 'Pictures of the patient: medicine, science and 
humanities', in M Evans and K Sweeney 'The human side of medicine', 
Royal College of General Practitioners, Occasional Paper 76, London, 
1998. 

134. D Leder 'Medicine and paradigms of embodiment' Journal of Medicine 
and Philosophy, 1984, 9, 29-44. 

135. SK Toombs, D Barnard and RA Carson (eds.) Chronic Illness: From 
Experience to Policy (Bloomington: Indiana University Press, 1995). 

136. V Gerhard (ed.) 'Qualitative research on chronic illness' Social Science 
and Medicine, 1990, 30(11) (thematic issue). 

137. K Hall 'Intensive care ethics in evolution' Bioethics, 1997, 11(3,4), 241-
5. 

138. G Mooney Economics, Medicine and Health Care (Hemel Hempstead: 
Harvester Wheatsheaf, 1992 [2nd edition]). 

139. MF Drummond Principles of Economic Appraisal in Health Care 
(Oxford: Oxford University Press, 1982). 

140. JM Bell and S Mendus (eds.) Philosophy and Medical Welfare (New 
York: Cambridge University Press, 1988). 

141. G Mooney 'QALYs - are they enough? A health economist's 
perspective' Journal of Medical Ethics, 1989, 15(3), 148-52. 

142. A Williams 'Economics, society and health care ethics' in R Gillon and 
A Lloyd (eds) Principles of Health Care Ethics (Chichester: John Wiley 
& Sons, 1994). 

143. J Harris 'QALYfying the value of life' Journal of Medical Ethics, 1987, 
13(3), 117-23. 

144. S Holm 'Goodbye to the simple solutions: The second phase of priority 
setting in health care' British Medical Journal, 1998, 317, 1000-2. 

145. DM Frankford 'Scientism and economism in the regulation of health 
care' Journal of Health Politics, Policy and Law, 1994, 19, 773-99. 

146. N Daniels Just Health Care (Cambridge: Cambridge University Press, 
1985). 

26 



ETHICS 

147. L Doyal and I Gough A Theory of Human Need (London: Macmillan, 
1991). 

148. E Matthews 'Is health care a need?' Medicine, Healthcare and 
Philosophy, 1998, 1(2), 155-61. 

149. R Sheaff The Need for Healthcare (London: Routledge, 1996). 

27 


