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In this final session, the organizers have asked me to reflect on the future of Canadian bioethics with an eye to anticipating the sorts of challenges ahead. Predicting the future is always a dangerous exercise in hubris – there are sure to be surprises in store and we each work from our own narrow perspective. Still, I will try to respond to their request by honouring the theme of this conference and considering the best available evidence regarding our future as Canadian bioethicists. 


The first question to address is the familiar choice between pursuing the descriptive or normative form of the question: in this case, we can select evidence to predict where bioethics is heading or choose somewhat different evidence to determine where it should be heading. Already, we have arrived at what I consider to be the most serious challenge for Canadian bioethics, namely that there is a rather large gap between the path we seem to be on and the one I think we should be on. We need to pay serious attention to our bearings. 

Let us start with the descriptive question. In trying to predict where bioethics in Canada is likely to be in another decade or two, it seems reasonable to assume that the future will be recognizably similar to the present (and the past); after all, those who will be practicing bioethics over the next couple of decades will include many who are now engaged in it and others who have been trained by us. Being human, most of us will continue to do what we know how to do. This is especially true when we have good reasons for engaging in our current activities, and, surely, the reasons that drive us today will be relevant for the foreseeable future.  The types of problems that concern us now are not likely to go away any time soon. 

This path of extrapolation suggests that Canadian bioethics will remain a field that is very much shaped by its origins in biomedical ethics and clinical research ethics, in that it is largely concerned with the many weighty ethical problems that arise in the course of the development and delivery of medical care. More specifically, we can anticipate discussion regarding ethical dimensions surrounding the use of new (and old) types of biomedical interventions. For example, there will certainly be important questions to ask about the demands of informed consent from participants in clinical trials of radically new types of biomedical interventions and also from patients undergoing treatments that have the potential to make dramatic transformation in their very being (e.g., face transplants, brain implants, genetic alterations). Bioethicists will need to discuss who should pay for the many new, and very expensive, therapies coming on stream and offer advice regarding ways of preserving a meaningful system of universal medical care when customized new therapies already cost hundreds of thousands of dollars per patient. We will have to consider whether governments should impose some limits on new types of enhancement “therapies”, such as those associated with brain function, life extension, or genetic modifications. Also, we will need some bioethicists to help sort through the complexities of providing health care in an increasingly diverse society, and within a global context. I have no doubt that many of the familiar questions will continue to haunt us, but with new layers of complexity demanding increasing levels of sophistication in our analyses. We will certainly need well-trained, insightful bioethicists to address these on-going problems. 


But I said that a different type of evidence comes into play when we take up the normative question of where Canadian bioethics should be heading: it is the evidence regarding the best ways of promoting health for a population. Bioethics is (or ought to be) concerned with ethical questions relating to health and life, so at least some bioethicists should be engaged in critically evaluating the ways in which our society seeks to promote and protect health. Here we encounter a profound disconnect when we observe that Canada is heavily committed to a biomedical model of health and illness which is mainly focused on dealing with the needs of individual patients, particularly their needs for acute care after they become ill or injured, despite the fact that there is overwhelming evidence that this is not the most effective way of promoting health. We spend huge amounts of public and private money to sustain a tattered medical system charged with the task of responding to an ever-growing array of requests for medical interventions, but relatively little on other factors that are demonstrably as important in affecting people’s health.

Looked at from a distance, this orientation is decidedly odd. It has been clear for many years that medical interventions play a relatively limited role in promoting health and longevity in a population. Even though the power of medicine has improved dramatically over the past century, so, too, have the data indicating that medicine can make only a partial contribution to health.

It is particularly disappointing that these facts are not more central to Canadian bioethics since Canadian researchers and policy-makers have been world leaders in identifying the significance of non-medical determinants of health. In 1974, more than a decade before the first meeting of the Canadian Bioethics Society, Marc Lalonde, federal Minister of National Health and Welfare in the Trudeau government, released his famous Report, titled A New Perspective of National Health and Welfare. In doing so, he drew attention to the disproportionate emphasis Canadian society then put on medical care and he was the first government official to invoke the language of “social determinants of health.” Let me quote a few of the opening words to that landmark report. 

The health care system, however, is only one of many ways of maintaining and improving health. Of equal or greater importance in increasing the number of illness-free days in the lives of Canadians have been the raising of the general standard of living, important sanitary measures for protecting public health, and advances in medical science. 

At the same time as improvements have been made in health care, in the general standard of living, in public health protection and in medical science, ominous counter-forces have been at work to undo progress in raising the health status of Canadians. These counter-forces constitute the dark side of economic progress. They include environmental pollution, city living, habits of indolence, the abuse of alcohol, tobacco and drugs, and eating patterns which put the pleasing of the sense above the needs of the human body. . . .

The Government of Canada now intends to give to human biology, the environment and lifestyle as much attention as it has to the financing of health care organizations so that all four avenues to improved health are pursued with equal vigour. 


In the thirty-five years since the release of the Lalonde Report, Canadian researchers have continued to be world leaders in exploring the idea of social and economic determinants of health and in demonstrating the relationship between health and equality. In 1986, near the time of the first meeting of the CBS, the Canadian Public Health Association, along with WHO, organized the first international meeting on Health Promotion in Ottawa; that meeting produced the extremely influential Ottawa Charter aimed at identifying the conditions necessary to achieve “Health for All by the year 2000 and beyond.” It stated that “the fundamental conditions and resources for health are peace, shelter, education, food, income, a stable eco-system, sustainable resources, social justice and equity. Improvement in health requires a secure foundation in these basic prerequisites.” 


The most authoritative report on this topic was released late last summer by the WHO. At the launch of the final report of the Commission on Social Determinants of Health, August 28, 2008, Dr. Margaret Chan, Director General of the World Health Organization, said:

The Commission’s main finding is straightforward. The social conditions in which people are born, live, and work are the single most important determinant of good health or ill health, of a long and productive life, or a short and miserable one. . . 

This ends the debate decisively. . . . 

In my view, the report’s significance lies in the way it interprets the implications of this central finding. Conditions of social deprivation have characterized human history and undermined human health since the beginnings of civilization. Sir Michael said it, we knew it, what is the difference? The difference lies, let me put it, in what we often call the “know and do gap”. We know the problem, but we don't do anything to solve that problem. That is exactly where we are. 


The evidence is clear: medicine cannot ensure health for all and if a society wishes to promote health for the population – as it should – then it needs to undertake research and programs aimed at improving social justice and reducing environmental damage. These factors are significant for the health of nearly the entire population and not only the health of those who are the worst off. Despite excellent Canadian research on the importance of social justice for health, our nation fails to meet the requirements of social justice. Last week it refused to ratify several items in the latest UN document on human rights. This week we learned that the H1A1 pandemic is hitting remote aboriginal communities particularly hard and it seems likely that the dreadful living conditions on many reserves is a factor in this problem. Moreover, the scope of the evidence crosses national borders. Promoting health requires us to promote social justice globally. This is true for obvious moral reasons (equality of persons), but also for purely self-interested reasons: violence and infectious diseases often begin and develop within poor communities but are hard to contain within those communities. 


So, we have nearly incontestable epidemiological and public health evidence that our health care system is badly skewed towards expensive, high-tech medical interventions when there is an urgent need to reduce the barriers to health associated with social inequality and economic disadvantage. And yet our policy makers continue to concentrate resources on biomedical solutions, enacting the “know and do gap” on a daily basis. Although this is a moral, as well as a practical, failing, there is remarkably little discussion of the problem among bioethicists. We, too, are caught up in a “know and do gap.” Most of us are kept busy struggling with the endless – and very serious – brush fires associated with the use and distribution of the many technologies of the biomedical system. To paraphrase Michael McDonald's first saying, “Often what is most obvious, is most difficult to enact.”

So, in response to the normative question of what Canadian bioethicists should be doing, I believe that more of us should orient at least some part of our research and public lives to challenging the current imbalance in our health priorities and insist on health policies that reflect the undeniable connections between social justice and health. We ought to be seeking ways of shedding light on the moral hazards of ignoring the strong public health data regarding the connections between population health and social justice and environmental care. This is a formidable responsibility in a country where we have been losing ground with respect to social justice and we have huge difficulties in preserving even the level of equality inherent in our formal commitments to universal medical care. 


Oddly, I doubt that there are many people here today who disagree with me. Most bioethicists are deeply concerned about social injustice and seek to mitigate its effects in their work. Most appreciate the moral problems of our society’s disproportionate attention to medical solutions and failures to address social and environmental sources of ill health. So, if we largely agree with the impressive evidence that social injustice seriously undermines health, we must ask why this problem does not occupy a larger share of our collective time. Certainly some bioethicists have been focusing directly on these matters and others try to address them in the context of other work, yet many of us manage to do little more than pay lip service to the misalignment of our health and research policies and priorities; few of us have anything substantial to say about this problem except that it is unfortunate that it exists. We must ask ourselves why it is that so few bioethicists are seriously engaged in challenging a health system that fails to meet the needs of the most disadvantaged.


Here, I must become speculative since I am not aware of any studies to explain our own complicity in these skewed priorities. I believe much can be explained by the fact that bioethics is a product of its host disciplines: health care and theoretical ethics. Consider health care. Most members of affluent countries (including most bioethicists) have grown up within a health care system that is built on the dominance of biomedicine and we rely on its services in times of need. In addition, bioethics itself has thrived within that biomedical system because many health care workers are sensitive to the complex moral questions generated by the powerful tools at their disposal; many bioethicists are employed by health care organizations that seek guidance in appropriate uses of their technology. Naturally, bioethicists respond to the questions and challenges generated by the institutions they work in and rely on for their health needs. 


To redress the imbalance in our society’s approach to health and pursue attention to social justice and environmental questions with “equal vigour” as Marc Lalonde promised decades ago would seem to require redirecting vast amounts of public money on a scale no politician considers practical. Canadian bioethicists are well aware that there is absolutely no political will to withdraw resources from the biomedical system; rather, there is great political pressure to continue to feed – and even to grow – that system. In the face of this political resistance, we seem to face the unpalatable option of tilting unproductively at windmills or trying to ensure as much fairness as possible within the system we have. It is no wonder that most of us strive to improve the current system.


I fear, though, that this explanation of our choices is at least partly rationalization. I think that there are deeper problems inherent in bioethics that we must come to grips with in order to challenge the moral values that sustain a system of injustice and reduced health. I believe the problem is that we do not know how to make a real difference on this topic and I think that is because we lack the appropriate tools for promoting deep moral change in our society. To find ways of addressing these difficult questions, we need to develop new tools for moral reflection. Hence, we need to reflect critically on the other discipline that is so prominent in Canadian bioethics, the one I claim as my own, namely philosophy.  


Philosophical ethics, like medicine, has been developed to address the problems of individual persons (at least in its prominent Western forms). Our moral theories teach us to value the infinite (incommensurable) worth of each person (or, at least, to count each person’s welfare as of equal value to that of any other). This fits comfortably within the mores of our culture which is centered on the perspective of individuals. Our most important legal and moral document (The Charter of Rights and Freedoms) is concerned with ensuring protection of individual rights. Our moral systems, like our legal and health care systems, are centered on the welfare and duties of the individual, addressing the perspectives of individuals qua individuals. Maximizing health, however, requires a more collective vision.

If bioethicists are to respond effectively to the evidence that links ill health with social and economic injustice and environmental degradation, we need to rethink our own conceptual tools. We need to search out different theoretical starting points and different analytical strategies – ones that direct our attention to the population and not only the individuals who constitute it. Our major challenge in the twenty-first century is to find new methods and frameworks that will allow us to contribute effectively to badly needed societal conversations about the big picture. 

I suggest two modifications to the familiar versions of ethics that might yield and approach to ethics that can better cohere with the moral demands of the public health data. One is to demand an ethics orientation that does not restrict itself to consideration of the actions of individual agents. Such an ethics would appreciate the deep interconnections among the behaviours of one layer of human agents and those of other layers of human organization. It should, for example, consider how decisions, actions, and policies of governments affect the options available to citizens, corporations, community groups, NGOs, and so on, and also how the options that governments can pursue are limited by the decisions, actions, and policies of corporations, community groups, etc. and of individual citizens. By understanding ourselves as embedded within complex social structures, with distributed opportunities and responsibilities for change, we are more likely to be able to move forward with this challenging task than by thinking in isolation of the demands placed on individual players.

 Another departure from traditional approaches to ethics is to move away from the ideal of an ethics of duty that seeks to spell out specific types of action as required or prohibited in favour of an exploration of responsibilities for repair and community. If bioethicists are going to be able to assist citizens and policy makers to begin to think and act differently with respect to social justice and environmental damage, we need to develop and stretch our moral imaginations in ways that will reach far beyond a finite list of prescribed and proscribed actions. It is not easy to imagine a world free of social injustice but we are unlikely to approach such a state of affairs without the capacity to believe that we can, collectively, do far better in this regard. We will need to draw on the rich resources of diverse perspectives made available through art, literature, social sciences, and history. We can also gain insight and inspiration by looking at the orientation of many of the hundreds of thousands grass-roots groups working around the globe for social justice and environmental protection (Hawken 2007).

To conclude, Canadian bioethicists have done important work over the past few decades, and throughout this meeting we have heard evidence that this impressive record continues. We need more of the sort of analysis now underway and I am heartened to hear the progress people are making on so many fronts. But we also need to stretch ourselves outside our familiar approaches and look for new tools and new ways of engaging with the elephant in the room – the well known fact that biomedical approaches can do wonderous things, but they ought not to constitute the major social effort at promoting health. As bioethicists we have a responsibility to speak out on this well known truth and to help our fellow citizens and policy makers appreciate the need to rethink the moral foundations of their commitment to dealing with health one patient at a time. 

This is a difficult challenge; in my view, meeting it will require us to think differently about the nature and practices of ethics. After hearing the talent and enthusiasm in this organization throughout this conference, I am confident we have the wisdom and determination within the Canadian Bioethics Society to move forward and continue the tradition of Canadian leadership in health promotion by developing a bioethics aimed at public health. Maude Barlow opened this conference by challenging us all to become politically engaged in our work and our personal lives. I want to close it with a call that we each seekways of orienting some of our energy towards promoting greater social justice as a means of promoting health as well as morality and that we seek the moral tools that will facilitate effective bioethics action on this front.
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