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FOREWORD

Our age is awash with topics that bounce
momentarily tothesurface, creating abrief ferment
and perhaps even rather strongly expressed
opinions, only to sink again and makeway for the
next topic to emerge. Debate jumpsfromissueto
issue. Different forums have adifferent focus of
interest. What shocks one person may to someone
elsebeanormal part of everyday life. But thereis
also aneed for discussioninwhich the participants
takethetimeand effort to get to know their topic
and seek genuine dialogue between the different
partiesand views expressed. Society studiesand
commentsonitsaf throughtheflow of public debate.

Health careisasubject of relevancetoall. Itisa
topic on which people have awealth of experience
and avariety of views. Public discussion of health
careissueswould seemrather to beincreasing than
decreasing. Thisisimportant, ashedth careusesup
considerable public resources, whiletheissues of
hedlth and sickness are of fundamenta importance
toeveryone squality of life.

In 1998, the Finnish Government appointed the
National Advisory Board on Health Care Ethics
(ETENE). A broadly based body comprising
representatives from a large range of different
sectorsand areasof experience, ETENE ischarged
withexaminingissuesof hedth careethicsinFinnish
society. The issues on its agenda vary across an
enormousrange of topics. Theaim, however, isto
examinethem all from the perspective of afairly
genera framework of values.

During 2000, the National Advisory Board on
Hedlth Care Ethicsexamined ethical issuesin Fin-
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nish hedlth care, placing specid stressontheissues
of equity and humandignity. It hdd ainterna seminar
onthisthemeon August 17, 2000. A document was
produced from the seminar to provide abasisfor
public debate on ethical issues of principle. The
document invites contributionsto the debate from
all concerned parties: patients, health care
professionals, decision-makers, themediaand the
generd public.

The Board hasa so gathered together anumber of
concrete themesand perspectivesrelating to equity
and human dignity in the health care sector which
haveplayed akey roleinitsown discussonsduring
thefirst two yearsof itswork.

Human dignity and equity are by no means
straightforward concepts, and can be appealed to
in conflicting ways. However, deliberately
highlightingthemremindsusthat hedth careisinthe
find analysisal about thelivesof individua people
and how to take care of the common good and the
equality of our citizens.

Inview of theimportance of these considerations,
ETENE hasdecided to publish the documentsfrom
the above-mentioned seminar in order to facilitate
broader debate. They do not contain many
unambiguous statements; the focus is rather on
presenting perspectives and framing questionsthat
the Board wishestoraiseand stressin public debate.

ETENEwarmly welcomesall commentsand idess,
either on these documentsor in general ontopics
relating to health careethics.
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National Advisory Board on Health CareEthics(ETENE)

Seminar in Helsinki, August 17, 2000

EQUITY AND HUMANDIGNITY INHEALTH CAREIN
FINLAND

We are living in the midst of rapid change both
globdly, nationally and locally. Many of thelong-
term effects of thisprocessof changearebarely, if
adl, discernibletoday. Changedwaysinvolvesboth
opportunitiesand risks. For some people, change
can easlly mean danger and suffering. Thisiswhy
wemust maketheeffort to ensurethat such people
or groups of people do not end up suffering
unreasonably asaconsequence of change. Health
careisan areawhich hasto confront many of the
problemsand suffering caused by socid change. The
knowledge, valuesand choicesof decision-makers
haveamgor influenceon how skilfully and humandy
managed the process of changein practiceis.

The present process of changeis affecting many
areas of life— but above all technology and the
economy. Withtime, thiswill dso havefar-reaching
implicationsfor socid policy and socid ingtitutions,
and for our cultureand values. Knowledgeisthe
most important devel opment capitd. Thegeneration
and communication of knowledge has devel oped
into an enormous system. Rapid production and
dissemination of knowledge poses a risk of
irrelevant, incomplete or simply erroneous
information rapidly reaching an audiencewnhichis
not necessarily equipped to judge the truth or
importanceof theinformation it receives. For many
peoplethisisasource of uncertainty. All levelsof
education should therefore devote greater attention
to both theunderstanding and thecritical evauation
of information.

Theinformation society holdsenormouspotentia
for economic successand human devel opment, but
thiswill not comeautomatically, nor will it affect
everyonein equal measure. Asrapid accessto and
application of information takeson akey rolein
society, thereisadanger that peoplewho areunable
to access or apply thisinformation will become
socidly excluded.

Hedth carereflectsthegenerd trendswithin society.
Scientific-technologica changein particular hasa
powerful impact on hedlth care, generating both new
opportunitiesand, in many cases, also new costs.
The evaluation of new health care proceduresis
vitally important. Hedlth careisa so influenced by
changesin population ructure, lifestyleand patterns
of consumption. For example, the current ageing of
the popul ation and the rapid spread of single-per-
son householdswill raise both expectationsand the
cost burden onthe health care system.

Present-day health care ethicsfocusontwo very
different areaswhose rel ationship to each other is
essentiadly likethe oppositeends of aU curve. At
oneend aretherapidly devel oping and changing
applications of medical research and medical
technology. Thisareaisthefocusof both unredistic
expectationsand mgjor commercia interests.

At the other end of the U curve are the various
groups of patients with common, chronic and
incurableillnesses, or who suffer from acomplex
web of social and health-related problems. These
groups may seemto present difficult care problems,
whilethe measurabl e results of treatment may be
rather modest. Thisisa sotrueof effortsto reduce
the suffering of theterminaly ill. In asociety that
worships competition, performance and peak
achievementsthereisadanger that thesetypes of
patient may end up being excluded. Butitisnot only
the patients themselves who are under threat of
exclusion. Both their relativesand the health care
professionalswhosejobit isto carefor them can
also easily end up inan unreasonably difficult and
vulnerableposition. Entireareasof lifecould become
excluded from mainstream society.

Thisistherefore an appropriatetimeto discussthe
present and futureof Finnish hedth care, particularly
fromtheangleof equity and human dignity.



The ethical debate

Insocia development, ethical vigilancemanifestsas
an ongoing debate on values and choicesin which
eachindividual comparesand reflectson hisown
experience and thought in juxtaposition to the
experience and thought of others. Not without
reason hasit been observed that the credibility and
viability of democratic society depend critically on
the conduct of ethical debate both among members
of the public and between members of the public
and decision-makers. Finland still suffersfroma
dearth of creative thought on ethics and quality
debate on contemporary ethicd issues. Thetimehas

cometo broaden and deegpen the debate.

In present-day society, health care phenomenaand
issuesaffect awholerangeof different forumsand
groups. These, inturn, can havevery different views
on the ethical values that should be attached to
different issues. By stimulating debate on ethics, we
can bring the different values and experiences
referred to abovetogether within asingle process.
Never before hasthere been aneed for such broad
public debate on ethicsasthereistoday. Thereare
twomainreasonsfor this:

1

Itisanirrevocablefact that wearenow livinginaworld of multipletruths. Thisisso both at thelevel
of thegloba community and at homein our own society. Bothideologically and ethicaly our thought
islonger underpinned by aunitary foundation and way of understanding. We now haveto seek
common goalsand ethical principlesfrom abase of different experiences, traditionsand points of
view. We haveto build aworld inwhich different convictions, setsof valuesand lifestylescanlive
safely together in cregtivedialogue.

Rapid technologica development istaking placein speciaized and fairly autonomous subcultures
that arefirmly entrenched intheir own theoretical and linguisticworlds. It requiresamagjor effort to
redlly understand and form an opinion on, for instance, devel opment trendsin biotechnol ogy, andto
envisage what the future of thisfieldislikely to be. It is, however, important to do so, ashigh
technology hasfar-reaching implications— at least indirectly — for large numbers of people.

Thepracticeof ethicsinvolvesabovedl lively, public
and uncensored ethical debate in which each
individua and group hastheright to bring out their
own experiences, thoughtsand values. Itisvita that
everyone has the right to ask any question
whatsoever and to make critical comments. We
need awedlth of redl-lifestoriestoillusiratewhat is
actually happening day-by-day onthe health care
front line. Aselsewherein human life, what ishap-
pening isgenerally both good and bad, because, as
people, welivein theintersection between good
and evil, under the shadow of perpetual moral
conflict.

Democracy isthepalitical system that providesthe
best framework for effective ethical debate.
Someone once said that the human capacity for
good makes democracy possible, whilethe human
capacity for evil makesit essential.

A crediblehealth care ethics must begin with the
vaueof theindividua human being andthecommund
nature of life, whileusing thedemocratic processto
pursuetheideal of equity. Anapproach such asthis
isrooted in realities, does not deny ineradicable
limitations, andisableto concelveof thehuman being
asamoral subject capable of both good and evil.

National Advisory Board on Health Care Ethics

Inautumn 1998, the Finnish Government appointed
theNationd Advisory Board on Hedlth Care Ethics
(ETENE), whosework isbased onthe Act onthe
Status and Rights of Patients (785/1992) and the
DecreeontheNationa Advisory Board on Hedlth

Care Ethics (494/1998) issued thereunder.
ETENE shrief istoinitiatebothwithinitsown ranks
and broadly in society adebate on hedth careethics
focusing on topical issuesin contemporary heath
care. Itsmembershipisthereforedrawvnfrom abroad



range of people representing the experiencesand
perspectivesof hedth carecustomers, providersand
professonds, ethical and legd experts, and palitical
decison-makers. Under the Decree, ETENE must
include at least four membersof Parliamentinits
ranks.

Thefocusof ETENE’ swork isstrongly human-
centred. Ethicsareimportant to health care above
dl inorder toensureddivery of humanrightsincare
provision and quality care in a safe and secure
amosphere. Thereisadanger that the experiences

and needsof patientsarebeing lost under theweight
of management structures, routines and technol ogy.
Theobviousoverburdening of hedth care staff also
presentsan ethical risk to patients. The condition of
caresystemsand thetreatment of patientsserveas
agaugeof how humanesocid policy isat any given
time. A welfare society can berecognized by the
fact that it harnesses economic successasthe motor
of social development. This is primarily the
responsibility of political decision-makersonall
levelsfrom national politicsto the smallest unitsof
locd government.

Realism and idealism

Ethicsasadiscipline existsinthetension between
realism and idealism. Ontheonehand, part of its
roleisto consder ided s— ‘thebest possibleworld’
— however naiveor far-fetched thismay seem. The
ability todreamisessentia to creativechange. B,
ontheother hand, an ethicsthat fail sto take account
of prevaling reditiesand practicd limitationswill be
of little practical use. Themain problemwith broad
declarations and lofty ideasis that they have no
practicd effect. They merdly exisintheir ownworld
of idess.

Our ethicsmust berealistic. We must be prepared
toexamineugly, controversa and unpleasant issues,
becauseevil isthe unavoidable complement of good.
The concreterooting of ethicsin everyday life, the
procurement of valid and rounded information on
prevailing conditions, and the charting of practical
dternativesaredl very important issues. Oneof the
sgnsof ethical responsibility ineveryday lifeisthe
ability tominimizeevil and to makedifficult choices
involving unwel come but tol erabl e consegquences.

Inrelationto thelaw, ethicshastwo main functions.
Ontheonehand, the process of ethical debateand
reflection precedes the later crystallization and
enactment of |legidlation. Theethical processthus
leads to concrete law. The legitimacy of society

requiresthat legidationbegenuindy bassd onaliving
and respected moral reality. But on the other hand,
ethical debate can also begin wherethelaw leaves
off. Ethical responsibility isnot limited to legal
respongbility. Every individud and community must
generate an ethica understanding and autonomy that
doesnot derive primarily from the hope of reward,
fear of punishment or outside control, but from
people’ sownwill and commitment.

Itisnot realistic to expect that health care could
survive assome sort of separate enclaveabiding by
anentirely different system of valuesfrom therest
of society. Theva uesof the age— both good and
bad—will inevitably permeatehedth care, if alittle
more slowly in the public than the private sector.
However, thisdoes not mean health care hasto be
merely apassive observer of what ishappeningin
society. Thoseinvolvedinthehedth carearenacan
jointhe debate and highlight the experiencesand
observationsthe health care sector hasof Finnish
society and its development. Health care
professiondshaveawedth of untapped knowledge,
understanding and wisdom about life. They are
awareinvery concrete termsof the human costs of
socid change. Itisintheinterestsof usall toharness
thisknowledgefor common consideration and use.

Human dignity

Human dignity liesat the heart of all health care,
condtituting bothitsfoundationanditspurpose. Care
systems, traditions and philosophieshave arisen
because individual human beings have been
cons dered so valuablethat they cannot just beleft
tothemercy of their scknessand suffering. Wemust

never losetrack of thisbasicfact. Even carewhich
skilfully utilizesthebest tool sof diagnogsand highly
complex and advanced methods of treatment is
inadequateif theindividua personisnot recognized,
protected and respected. Nothing lessis at stake
herethan the humanrightsof both patientsand hedlth



carestaff. Finland' sAct on the Statusand Rights of
Patientstakesaclear andinternationally progressive
stand on behalf of the human dignity and self-
determination of the patient.

Oneshadow hanging over humandignity isthepublic
conception that only independent, productive,
economically self-sufficient and ambitious people
redlly matter. Theincreasing currency of thisway of
thinking means agrowing burden of mental and
emotiond distressfor certainindividua sand groups
insociety. To someextent thisdistressisagenerd
burdenof londinessarisngfromavariety of different
causes. But to some extent it stems from the
experienceof failure—in many casesacumulative
seriesof failures— inability to cope, anxiety and
exclusion. It isno wonder that care systems are
having to copewith aconstant and growing flood of
deprivationand menta hedth problems. Hedth care
workers seethe other side of the current obsession
with successand performance. Thosewho cannot
‘makeit’ onthesecriteriahavenowheredsetoturn.

In health care, as elsewhere, ‘interesting’,
‘cooperative’ and ‘readily treatable’ patientstend
tobegiven priority. Ontheother hand, ‘awkward’,
‘hard-to-treat’ patientswith multiple problemsare
vulnerableto prg udiced attitudesand facethethresat
of exclusion.

Respect for human dignity and for theintegrity of
the individual are key issues. It is sometimes
necessary to ask whether a particular treatment
respectsthe human dignity of the patient. Thisis
shown by complaints to the Office of the
Parliamentary Ombudsman (?) over mistreatment
of theelderly. In closed institutions, involuntary
treatment, care of the mentally handicapped and
institutional psychiatric care, too, we must give
specid attention to ensuring that trestment and care
donatinfringeuponthehumandignity of thepatients.
We must ask whether quality requirementsinthese
areasand thethreshold of acceptability for methods
of careexperienced by patientsasthreatening have
been lowered in comparison with other areas of
hedth care. | stheresomethingintheway ingtitutions
arerun that patients experience asthreatening to
therr humandignity?

Fromthepoint of view of ethicswemust beaware
of how easily peoplecan belabelled by their mord,

socid or menta hedth problems, or problemsrdating
tother lifestyle. Thisisoften followed by rejection
or otherwise harsh or negative treatment. Such
peopleinclude criminals, antisocial people, those
with acohol or drug-related problemsand people
with psychological problems. Discriminationis
gpparent bothin attitudesand intheway such people
aretreated. Thereisrarely anyonetotakether sde.

Other groupswhose human dignity isespecially
vulnerableindudepeopleinlong-term geriatriccare.
Suchold peoplecan easly fed themsdavesaburden
and abandoned. They are also vulnerable to
mistreatment. Thequality of lifefor peopleinlong-
term care and the provision of care specificaly to
support their quality of lifearekey issuesin care
ethics. One group at the other end of the age
spectrum are children in need of paediatric
psychiatric care, who often have to wait severdl
yearsfor treatment, by which timetheir symptoms
have become chronic. Therecession brought cuts
in preventive work, or even made it in practice
impossible, which will of courselead toincreased
costsinthefuture.

Material resources are important and are often
clearly inadequate. Finnish society will beunableto
copewith thehedlth care challengesof thenext few
decades without the input of considerable extra
resources. But money aone cannot solve problems
of human dignity. Discussion of resourcescan often
beaway to avoid difficult issues. We must create
new practicesand model sof thinking, and aculture
of genuine contact between people. Thefringeareas
of hedlth carebring society facetofacewithitsown
distressand hel plessness, fromwhichwecandl learn
agreat dedl.

The right of self-determination is an essential
cornerstone of careethics. Anditisvery important
how weinterpret thisin practice. Thepatient’sright
to self-determination confirmed inthe Act onthe
Status and Rights of Patients means aboveall an
emphasison diaogue and contact between patients
and thehedlth care professonascharged with their
care. Thecarere ationship must be based on mutual
trust and understanding. Unfortunately, theprinciple
of autonomy isoften not realized aswewould hope.
Paterndismand cadlousindifferenceboth poseethicd
risksin health care. If autonomy isinterpretedina
strictly technical sense, there is a danger of



indifferenceand thetransfer of responsibility from
professional carer to patient. Sick, dependent and
frightened peopl e often suffer sronginternd conflict
and are unable to choose between the available
aternatives. Itisthereforeimportant for health care
professionals to be able to empathize with their
patients, discussthedternativesin understandable

languageand hel p patientsreach adecis on. Genuine
contact and the process of building trust are key
issueshere. For thesick and other peoplerequiring
care, independenceisoften highly restricted. This
must be understood and acknowledged. Indifference
leadstoexcluson. Theprincipleof patient autonomy
doesnot reducetheresponsbility of theprofessond.

Equity

Theinterpretation of theconcept of equity indifferent
situations varies depending on the surrounding
society and itsvaues. Theendeavour tofindavaid
interpretation of equity in each situationliesat the
very core of socia policy. Human dignity and
extending ahelping hand to our fellowsform both
thefoundation and the goal of health care. Health
careisinfluenced by awholerangeof internal and
externd factors: valuesand generd attitudeswithin
care, available resources, internal conflicts, and
externd forcessuch asthe pharmaceutical industry,
equipment manufacturersand variousother outside
interest groups. The majority decides what the
minority can have. Knowledge on consumer rights
andthetechniquesavailabletotreatilinesscanraise
both realistic and unrealistic expectationsof health
careddivery.

Section 19 of the Finnish Constitution guarantees
theright to receiveindispensabl e subsi stence and
carefor al who cannot obtain for themselvesthe
means necessary for alife of dignity. Government
must guarantee adequate socia and health care
servicesfor dl. Government responsibilitiesaredso
dipulated intheFinnish Loca Government Act, the
Primary Health Care Act, the Act on Specialized
Medica Careandthe Act onthe Statusand Rights
of Patients. A number of internationa conventions
and the European Socid Charter dsodefinesociety’s
responsibilitiestowardsitsmembers.

Finnish soci ety hasgonethrough enormouschanges
inrecent decades, and, asaconsequence, therehas
asobeenafundamenta changeintheFnnishsystem
of hedlth care. Socid systemsadl over theworld have
experienced a radical transformation, and the
cumulativeeffect of all thison Finnish society has
been considerable. Themedicalization of lifeseen
inagrowing overemphasison medical and health
care perspectives has given rise to new demands
onthehealth care system. Itisexpected to provide

solutions to all sorts of problems that do not
necessarily have anything to do with the basic
functions of medicine and health care. Although
hedlth careiscurrently thefocusof alot of fear and
anxiety, the overall situation in nursing and care
gystemsin Finland isnot that bad. Thisdoesnot, of
course, mean thereare no problemsor that certain
individualsor groupsare not facing aclear danger
of excluson.

Health care productivity can be measured in a
number of ways, but the key issueiswhether the
systemreally fostershealth, genuine care, security
and quality of life. Istheright to care determined
according to need, and whichrightsarethemsalves
dependent on the system? How can we foster
wellbeing, equity and human dignity, qualitiesnot
necessarily susceptibleto quantitative messurement?

Health care and patient care have experienced a
notable changein theincreasing emphasisbeing
attached to theinterests of service purchasers. In
the paternalistic system of old, it wasthe heslth care
provider who primarily defined the needs of the
patient, seen as the ‘object’ of treatment. But
nowadaysthe purchasersof hedth carehaveafairly
broad say in what services they require. It is
therefore essential toidentify thereal demand for
servicesin different situations and locations. We
should be aiming towards a health care system
characterized by partnership and cooperation
between the various stakeholders. Health care
cannot be merely the passivefulfilment of people’s
unlimited needs. Nowaday's, care al so benefitsfrom
the involvement of patients' and relatives’

organizations and a whole range of other
communitiesand individualsengaged involuntary
work. In the case of many illnesses, peer group
support among the patients has proved to be very
vauable



Withregard to equity, key issuesareequd treatment,
non-discrimination and respect for human dignity.
Equal treatment isreflected inissuessuch asaccess
to care: do peoplehave equal accessto careonthe
basis of their state of health irrespective of their
circumstances, theareain whichthey liveor other
background factors? Differences between
geographical areas undermine the principle of
equality. People can aso easily be stigmatized by
negative social stereotypes associated with their
lifestylesand problems. Long-term carecarriesthe
implicit threat of gradua socia death.

Access to health care services varies between
different groups of the population, while some
ilInesses would also seem to place sufferersina
disadvantageous position compared to those
suffering from other illnesses. Psychiatric services
vary from areato areain both quantity and quality,
and there is inadequate welfare provision for
substanceabusers. It isalso the casethat somesmall
popul ation groups— such aschildrenin care—
find themsalvesinadifferent positionfromtherest
of society. Such inequality often stems from
unconscious prejudicethat leadsto problemsbeing
brushed aside casud |y without much thought.

In practice, issuesof principlerelating to equality
and non-discrimination ariseprimarily inindividua

decisionson care, in questions such aswhether a
person has been |eft without acertain treatment on
the grounds of age, mental handicap or multiple
disability. Therisksof treatment canincreasewith
age, and sometreatmentsare not suitablefor old
people, but leaving someone without treatment
purely onthegroundsof ageisclearly discriminatory.
Each case should beresolved individually, taking
into account all relevant factors.

Somehealth careservicescanbedividedinsucha
way asto allow arelatively smple quantitative
assessment of equity, while some require the
ba ancing of anumber of quditativefactors. Thefirst
group would al seemtoinvolve somesort of life-
threateningillness(e.g. heart attack) and diagnosis
based on definite biochemical quantities (e.g.

reduced kidney function) or other unambiguous
laboratory results(e.g. cancer). In contrat, thelatter
group is characterized by differences within the
medical professionontheneedfor trestment, or se
diagnosisbased on other than numerica quantities.
In the future, we can expect the gradual
harmonization of diagnostic criteriato facilitate
greater equity inthedistribution of services. Itis
therefore vitally important to develop national
recommendationson care.

Thelegidative safeguardsfor ensuring theequity of
thehedth caresystemarein practicerather toothless.
The Act on the Status and Rights of Patients sets
out the principlesof good care, but failureto observe
these principlesrarely leadsto any consequences.
However, therearecautionary examplesfromaround
theworld of what bringing the courtsinto hedth care
canmeanin practice. Court proceedingson patients
rightscan stimulate valuable public debate. But they
as0 dedl with someextremely senstivearess, asill
hedthisavery persond and ddicateissue. Wemust
therefore bear in mind the possibleimplications of
court proceedingsfor the privacy of patientsand
their relatives.

Equity and non-discrimination areessentid pillars
of our society. We are entitled to health careand
treatment when sick on the basis of the nature of
our illness, our need for treatment and the
effectivenessof the proposed treatment, irrespective
of themunicipdity inwhichwelive, our socid status
or other aspectsof our lives. ThementionintheAct
onthe Statusand Rightsof Patientsthat care must
be provided within the scope of the currently
available hedlth careresourceshasgivenrisetoa
lot of differing interpretations. It isthereforeworth
pointing out that the Act in no way reduces or
removestheresponsbility of themunicipalitiesto
provide primary heath careand specialized medi-
cal careasstipulated in, for example, the Primary
Hedlth Care Act and the Act on Speciaized Medi-
ca Care. Theideaisrather to developthequality of
hedlth care operations.

Currently topica equity issuesinclude:

1. Workinglifeisnow very demanding. It hasbecomearather mercilessdiscarder and consumer of
human beings. Someemployersarea so keen to get accessto the hedl th records of their employees
or prospective employees. At the sametime, some peopl e of working age have been pushed more
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or lesspermanently outside thelabour market, which of course underminestheir confidence and
leadsto excluson. Thisinturn hasimplicationsfor their hedlth.

Medicine, nursing and biotechnol ogy area so to someextent alargeinternationa businesswithits
ownlawsand vaueswhich are not necessarily in harmony with thesocial godsof equity andjustice.
Theillusion of the completely dtruistic motives of carersand researchershasbeen shattered. Shady
dealingsand abusesare knownto take place. The accumul ation and use of fundsmust be properly
supervised.

Thereisno easy way tointerlink privateand public sector servicesinafair way. Competitionisan
important motor of devel opment, but can a so easily exacerbate differencesin consumption. The
growth in economicinequality observable elsewherein society will inevitably also bereflectedin
hedlth care.

Thegrowing development gap between regionsand the continuing drift of population into growth

centreswill exacerbatethe problem of regiona inequitiesin health care provision.

Urgency and prognosis of treatment as ethical criteria

Thedebate on health care prioritieshasfocused on
studiesof effectivenessand thedrafting of common
health care recommendations as a rational and
realistic way to control costs, improve quality and
reduce inequitiesin the health care system. The
gradua harmonizing of diagnostic criteriacan also
hel ptoincreaseequity inthedistribution of services.
We must gather comprehensive and reliable
information on the use of resources, treatment
provided and treatment criteria, and on thelong-
term resultsof treatment. Open, andytica debateis
essentidl.

An ethically important principleisto acquire as
reliableinformation aspossible on the prognosi s of
treatment in different situations. In practice,
however, things are not that simple. In setting
prioritiesfor effectivetreatment wemust not forget
that thevalue of human care, closenessand warmth
IS not susceptible to quantitative measurement.
Moreover, measurements of effectiveness often
concentrate solely on cost-effectiveness, mortaity
ratesand lifeexpectancy; quality of lifeislessoften
takeninto consideration.

Common health care recommendations can bring
equity and equdity tothehedth carefie d. However,
itisworth giving somethought asto how binding
such recommendations can beinindividual cases.
Each patientisauniqueindividual inauniquelife
situation. Recommendations can therefore provide
only agenera guiddine, not detailed ingtructionsfor
treating anindividua patient.

11

Under thelaw, urgent treatment takes priority. Itis
fundamental to peopl €' ssense of security that they
can be confident they will receiveessentid treatment
without delay. Thisprinciplecan, however, create
problems, asurgency can be hard to define.

It has been suggested that we should perhaps
consder dropping the concept of urgent treatment,
or making it somehow more susceptibleto rationa
definition. Theproblemistied upwith recent attempts
to link the concept of subjective right to the
traditional specia statusheld by urgent treatment.
Proponentsof such amove suggest urgent trestment
should bethe (only) special responsibility of the
municipal health care system — theresponsibility
for providing other treestment would then only extend
tothelimitsof theavailablefunding. The concept of
subjectiveright hasnot traditionally been apart of
thehedth care system, being aborrowing fromthe
legidation on daycareand on servicesand assstance
for thedisabled. Theproblemisthat it couldleadto
an artificial tension between urgent treatment and
other treatment. On one hand, linking the concept
of subjectiveright to the existing concept of urgent
trestment couldleadtoastuationinwhicheverything
possible hasto be done under the heading of urgent
treatment. On the other hand, however, practical
experienceof theway thelegidation on servicesand
ass stancefor thedisabled hasbeen appliedinsome
municipalitieswould suggest thereisadanger that
some municipalities would interpret their
responsibility as extending no further than the
provisionof urgent treatment.



The importance of information

Inethica termsitisimportant for society ingenerd,
and for patients, their relatives and patient
organizations in particular, to have as much
information as possible on treatments and care
systems, and also on therights of the patient. We
arenow inthesituation that alarge number of people
have almost unrestricted access to an enormous
quantity of information onmedicine, nurang, thelaw
and society in general. The Internet has made it
possiblefor peopleto accessinformation from all
over theworld. It isvaluableto be ableto access
reliable, up-to-dateinformation in thisway, but it

can a so be confusing and requiresthereassessment
of awholerange of issues. From the point of view
of ethics, weshould striveto ensurethat thisincrease
in information also leads to an increase in
understanding and a strengthening of care
relationshipswithout unreasonabledisputesover loss
of face or suspicionsbetween patientsand the hedlth
care professionals charged with their care. This
presentsachalengefor dl Sdes, asit will inevitably
lead to arestructuring of roles and structures of
interaction.

Limits and sources of health

Thehedth caresysem cannot solvedl our problems,
not evendl our hedth-related problems. Hedlthisa
matter for usall, and the promotion of healthisa
joint venture requiring input from many sectors of
society. Moreover, it isnot the health care system
asastructure which hasthe most decisiveimpact
onour healthand wellbeing; what really mattersis
the people who work in it. Thus, it is also of
fundamental importance ethically to ensure that
workersin the health care sector are valued and to
takecareof their wellbeing, working conditionsand
ability to copeat work.

We must speak up on behalf of acaring culture, a
senseof community and antitudethat vauessociad
security and solidarity. Wisdom and compassionare
the key qualities in any ethics. Wisdom means
knowledge integrated by our values into our
experienceof life, whilecompasson meanstheability
to see and experience thingsfrom other people’'s
point of view. There are no external methods or
resourcesthat can compensatefor thelossof these
vita quaities. Wemust speak up ontheir behdf, as
they are fundamental to the very survival of our
society and culture. It is the job of society to
guarantee legality, security, basic equity and the
protection of theweak.

Itisimportant toremember thet, evenif theavailable
resources were not as limited as they have now
turned out to be, the very nature of ethicsitself
involves a basic tension requiring the constant
ba ancing of different quality perspectives. Thecore
concepts here arethe common good, therights of
theindividual, and equity. If weareto providefor
socia wellbeing and atruly human quality of lifein
thelongterm, aviablesocia ethicsmust protect all
of thesevalues.

No health care system can meet all our needsand
expectations, let d onefreeusfromthelimitations
inherent in human life, despitetherosy visions of
sciencefiction. Nature, hisory andtheuniverseitsdf
aredl onamuchvaster scale. Theindividua human
beingisaflegtingandfragilefigureinthegreat flow
of life. All existenceistrangent. To deny thiswould
be both dishonest and unethical .

Ethicscan never beaclosed book, asit dealswith
incomplete, limited and constantly changing
processes. Ethicsmust liveinthe present even when
it canonly perceiveapart of that present. Realism,
theurgetolearn and awillingnessto accept thefacts
areexcdlent dliesinthisendeavour.

Invitation to join the debate

Thisdocument based on thediscussionsconducted
by the National Advisory Board on Health Care
Ethicsisbeing issued to stimulate an open public

debate, towhichweinvited| thoseinvolvedin hedth
care, decision-makers, the mediaand the general
public. Theaim of the debateisto develop Finnish
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hedlth careinan ethicaly responsibledirection. relating to equity and human dignity in health care

that have been prominent in our discussionsduring
Weares multaneoudy issuing aseparatedocument  thefirst two yearsof theBoard' swork. Wewe come
presenting anumber of themes and perspectives  further debate on these themestoo.

Helsinki December 12, 2001
National Advisory Board on Health Care Ethics

Martti Lindgvist Risto Pelkonen RitvaHdila
Chairman Deputy Chairman Generd Secretary
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National Advisory Board on Health CareEthics(ETENE)

THEMESAND PERSPECTIVESFOR THE PUBLIC
DEBATE

During 2000, the National Advisory Board on
Health Care Ethicsexamined ethical issuesin Fin-
nish health care, placing specia stressontheissues
of equity and human dignity. It held aclosed seminar
onthisthemeon August 17, 2000. A final document
(?) was produced from the seminar to provide a
basi sfor public debate on ethical issuesof principle.
The document invites contributionsto the debate
from all concerned parties: patients, health care
professionals, decision-makers, themediaand the

generd public.

The Board has also gathered together anumber of
concretethemesand perspectivesrelating to equity
and human dignity in the health care sector which
haveplayed akey roleinitsown discussonsduring
thefirst two yearsof itswork.

TheBoard should liketo draw particular attention
tothefollowingissues.

Equity and equality

Thedifferencesin development between Finnish
municipalities caused by the rapid pace of social
change have led or are leading to health care
inequalitiesbetween peopleliving in different parts
of the country. Medical tests, servicesand treatment
may be given under different criteriain different
municipalities. Government, both local and centrd,
must faceitsresponsbility inastuationwheremany
municipalities are struggling against almost
insurmountabledifficultiesintheeffort to provide
essentia services. Respongbility lieswith both local
government (the municipalities) and central

government. We must consider municipality by
municipality such factors as the impact of age
structureand unemployment on both resourcesand
thelevel of servicedemand. Society cannot leave
theresidents of declining municipalitieswithout
essentia services. Theissueisoneof equity, equdity
and securing the foundations of thewelfare state.
Government must ensurethedevel opment of hedlth
care in away that respects human dignity and
complieswith both the Finnish Constitution and
international conventionson humanrights.

Resour ces

Thecutsin hedth expenditurejustified by apped to
the economic recession continued long after Fin-
land had already moved on to a period of strong
growth, growth which has now continued for an
exceptiondly long period. Attemptshavebeen made
to rationalize a number of functions, and cost-
effectivenessiscertainly important in hedth care, as
in other areas. Even so, it isclear that the health
care sector must be prepared for agrowthin service
demand and an associated risein costsintheyears
and decadeswhich lieahead. Thisisdue aboveall

to the coming changesin population structureand
morbidity. Short-sighted savings could withtime
prove expensive. Under-resourced health budgets
cannot be ethically acceptable. Moreover, arecent
ruling by the Supreme Administrative Court (794/
3/99 27.11.2000) requires the municipalities to
arrange for the provision of adequate social and
health care servicesfor local resdents. Thedecisons
of today will determinethefoundationsof thecare
systemsof thefuture. Wealth and comprehensive,
quality health care both today and in thefuture.

Vulnerable groups

Thegenerd growthinsocia and economicinequdlity
inrecent yearshasal so meant that certain groups of
people in the heath care sector have become

extremely vulnerableand proneto exclusion. Some
of these peoplesmply cannot meet therequirements
that the present day seemsto demand of people.
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Such groupsincludethe socialy excluded, people
with problemsof addiction, asocia groupsandthe
homeless. Others are people who have been
margindized onaccount of ageor illness: long-term
geriatric patients, adultsand children with mental
hedlth problemsand sociadly excluded young people.
Expertstdl usthat it isthe Situation of theweakest
peoplein Finnish society that isdeteriorating fastest.
Thisshould serveasan ethical wake-up call. The
growing problemsof young peoplealso present a
major challengefor health carein both prevention
and treatment. Increased substance abuse, in

particular, isaserious socia and health problem.

M eeting the problems of the socially excluded and
thosefacing thethreat of exclusonwill requireaction
both at the broader political level and withinthe
health care system, and also an attitude of
responsbility towardsour neighboursonthe part of
the general public. Care and compassion arethe
most fundamental ethical resources we have.
Systemshavealimited ability to help people. We
alwaysneed thehelp and careof our fellows.

Working life

Contemporary working lifeisextremely demanding
and performance-centred. At the sametime, some
people of working age have been pushed moreor
less permanently outside the labour market. Both
these factors create social and health-related
problems that require action. Employees are
expected to display constant flexibility, assmilation
of new ideasand fulfilment of performancetargets.
Many employees can adapt to these demands, but
for others they are too much, and this leads to
symptomsof stress, exhaustion and depression, and

perhapseventually to theend of their working life.
Stressat work and unemployment both also feed
the problem of alcohol and drug abuse. It is
particularly important to consder thelong-termrisks
posed by theincreasing pressuresof working life.
Thiswill requireathorough dialogue on concrete
issues between health care experts and the
representativesof both Sdesof workinglife. Effective
occupational health care can be a key factor in
reducing risksand supporting wellbeing at work.

Quality and efficiency of care

Theongoing structural changesinsociety andincare
systems are giving rise to a number of ethical
problems. For example, the running down of
ingtitutiona psychiatric careled to seriousproblems
innon-inditutiona careduetoinadequateresourcing
and preparation. Similar questionscould also arise
elsewhere—for example, incarefor theelderly or
thedisabled. Thesequestions need to be addressed
comprehengvely, andthiswill requireadditiond input
into research.

Any analysisof thequality of careinvolvessevera
levels stientificand technicd qudlity, quaity incodts,

andthepatients experienceof quality. Theseareall
important intheir own right, and together they give
risetoquality careinan ethical sense.

Itisimportant that weresearch theefficiency of care.
We must also continue the debate on how to
measureefficiency and remember that from the point
of view of the patient’s subjective experiencethe
senseof being cared for and taken serioudly are of
prime importance. Human contact and a caring
atitudemust not besacrificedfor anoverly rationdist
approach.

Wellbeing at work in the health care sector

Health care professionals nowadays are under
enormouspressureintheir work. Thisisduein part
to changesin thestructure of society, in population
structureandinmorbidity, but dsotorationdization
measures and cuts in expenditure. Problems are
caused by poor working conditions, inappropriate
gaffing levels alack of opportunitiesfor continuing
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education, and poor management. The past few
years have al so seen an enormousincreasein the
useof short-term contractsfor hedth care personnd.
It is both unfair and, from the point of view of
effective health care provision, unwiseto squander
inthisway themostimportant human resourcesand
skillsin the health care sector. In the absence of



radical change, thelong-term effects of the present
burden on health care personnel could be very
seriousindeed. What staff can managetemporarily
through aspecid effort cannot betaken asagenerd

normfor work onapermanent basis. Thefull human
cost of constant overwork will only become
gpparent years, or perhapseven decades, from now.

The importance of data collection in health care development

Information technology nowadays provides a
congderableextraresourcefor the day-to-day work
of health care professionals. Even primary health
care can now take advantage of comprehensive,
quality databasesfrom both Finland and abroad.
And one of themain areas of devel opment within
health caretoday is precisely the devel opment of
information systems.

Theimportance of datacollection extendsalso to
thestatistical information essential in health care

administration and in providing abasefor balanced
development. Itisvitd that thedatacollectedisboth
comprehensive and up-to-date. At present, too
much has to be done based on assumptions and
guesses. At nationd leve, at least, someinformation
isproduced too d owly, hampering the devel opment
of effectivemonitoring and measurement. What is
needed is an effective system for ongoing
accumul ation of datafor monitoring the state of the
health care system.

Cooperation and volunteers

Our care systemsaoneare unableto copewith the
constantly growing chalengeof providing careand
solace for people in contemporary society. The
challenge comes both from the concrete changein
society and from the accompanying revolutionin
lifestyles and values. Caring about and for one's
neighbour is neither as easy nor, at the level of
attitudes, asobviousasit oncewasintheclosely

knit rural society of the past. Peer support and the
altruisticwork of both relativesand volunteersis
very important in relieving human suffering and
providing support. Alongsidethe devel opment of
effectivetreatmentsand the professiona competence
of health care workers, we must also seek
partnership between othersinvolvedinproviding care
or supporting the care process.

Health care and faith in the future

Lonelinessisthegreat epidemic of our age, andthis
makes many people fear for the future. In their
minds eye, they can see themselves aone and
abandonedintheir old ageor if they should become
serioudy ill. Or they may instead be worried about
the fate of their parents or their children and
grandchildren. Some peoplefind it hard toimagine
what sort of timesand conditionsarelying ahead.
Mogt smply cannot understand theissues discussed
by expertsin speciaizedfields. They find both the
language used and thei ssuesthemsd vesfrightening.
Withthisinmind, it isunderstandabl e that people
fear afuturein which they could be left entirely
without treatment, or €l se be subjected to akind of

treatment they neither want nor approve. It is
thereforevitaly important for discussonsonscience,
technology and planning to be conducted inaway
people can understand. We must be able to
demonstrate to people that they will continueto
receive humanetreatment and carein thefutureas
well. Weareall entitled to know our rightsand the
main ethical principlesunderlying medicd care.

A hedthy community isbased on peoplevauingand
caring for each other. Hedlth careformsanintegral
part of thisprocess, andintheyearsand decades
lying ahead wemust do everythingwecanto ensure
it retainsthispogtion.
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Martti Kekomaki,Chief Administrative Physician

Helsinki and Uusimaa Hospital District

CAN WE DEFINE AND MEASURE EQUITY INHEALTH
CARE?

I ntroduction

Inthisessay | consider:

PWDNPE

why health care equity appearsto be agrowing concern;

whether thereareany readily acceptable dimens onsfor quantifying equity;

whether thereareany reliable scales suitablefor presenting these dimensions; and

whether information quantified in thisway can be used to support decision-making on health care,
andwhether itisbeing usedinthisway in Finland.

Finnish law defines health care equity asan aspect
of equality between citizens. Equality appliestothe
distribution of servicesamong the population and
provides everybody the opportunity for care
accordingtotheir level of need at any giventime.
Thelaw acceptsthat the overall volume of health
careisnecessaxrily limited by theresourcesavailable
tothemunicipdities. Inaddition, thelaw givespriority
to urgent treatment and goes so far asto givethose
requiring such treatment a subjective right to
treatment.

In addition to equitabl e satisfaction of the demand

for care, the concept of equity can aso beextended
to cover theway inwhich resources are gathered
for the collectivefunding of services. (Fromhereon
| refer to thiscollectivefunding with the concept of
funding ‘pool’.) Neither thelaw nor any other norm
hasawordto say onthis. Thelaw a so saysnothing
onthedefinition of availableresourcesper se, or on
how to definetheir adequacy. Still to be considered
iswhether thereisany ethical problem attaching to
thesdf-financing of hedth caresarvices(i.e financing
that comesfrom outs detax-based funding systems)
andtheservicesfundedinthisway.

Why in the headlines?

The debate on health care equity isaninheritance
from the 1990s, when publicly funded health care
hadto carry itsshare of the burdensof therecession.
Finnish hedlth careexpenditureshrank morequickly
during thefirst half of the decade than that of any
other industria country hasever donein peacetime.
Thiswas accompanied by asimultaneousincrease
inthetechnica meansof treatment.

By the end of the 1990s the technical meansfor
increasing efficiency had beenmoreor lessused up:
treatment wastransferred to outpatient clinicsand
surgicd units, largehospital unitswereclosed, and
treatment periodswerereduced in thedirection of
‘norms’ adopted from other countries (especially
the United States).

When thetechnical meansof increasing efficiency
had been largely used up, the focus shifted to
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dlocativeefficiency. Withgovernment help, theFin-
nish Medical Society Duodecim organized two
seminarson priority settingin national health care,
which approved the principle of setting prioritiesas
anidea. Equitable prioritization was seen asbased
around an application of utilitarianism aimed at
maximizing the health benefit, understood asthe
overd| cost-effectivenessof the syssemasawhole.
Although approval of thisgeneral amisimportant
for coherent ethical debate, many factorsin the
equation currently exist only onthelevel of idess.

During therecession, the general public had to be
made awarethat there were unavoidablelimitsto
health carefunding and that — inthe spirit of the
Committeeon Prioritiesinthe Hedth Care— care
wouldinthefuture haveto beranked in order of
priority. On hearing this, many must have begunto
fear that old age, the contribution of patients own



choicesingenerating certainillnesses, ability to pay
and other such factors could form obstacles to
receiving the best possibletreatment.

Now isaso an gppropriate moment to consider the
issueof equity inlight of theredigtribution of income
currently under way in Finnishsociety. If weareto

believethemedia, Finnishincomespolicy hasturned
a corner: after decades of reduction, income
differentidshavebegunastegprise. Thisdsomakes
peoplewonder whether ordinary membersof the
public will still get accessto treatment when they
need it.

Equity assessment of the funding pool and its ramifications

Equity caneasly bepresented asan entirdly volatile
mental construct, and the assessment and
measurement of equity thusasanimpossibletask. |
donot entirely agreewith thisview.

In my opinion the whole problem of health care
equity isclosaly linked to the existence of thethird
party to the equation, the funding pool. We do not
worry inthe sameway about equity in housing (as
long as everyone has some sort of roof over their
head), nutrition (aslong asnobody starvesto degth)
or clothing (as long as every Finn has at least
something towear). All threeareaswehavesimply
left to themechanismsof themarket. Intheseareas
themarket isseen ashy far the best way to arrange
for the distribution of commodities in society.
Accordingtothegeneral perception, only thosein
immediate danger require some sort of direct
support in order to afford such commodities,
rationdly functioning marketsbeing sufficent tomeet
the needs of everyone else. In practice, nobody
discussesequdlity inreferenceto theseissues.

Why isthisso? Thedecisivefactor cannot bethe
threat these problems poseto the health or life of
theindividud, aslack of housing, clothing andfood
at latitudesover 60° northwill statistically speaking
lead to death more quickly thanlack of hedlth care
services. Thedifferenceisactually best explained
by theinefficiency of themarket asamechanismfor
digtributing hedth care services demandfor services
is, at the level of the individual, typically
unpredictable, the costs considerable, and the
average consumer largely dependant ontheopinion
of expertsin seeking the appropriate services. And
health care experts can scarcely be equated with
sdespersonne infood or clothing stores.

Thus, dl post-industria societiesgather hedth care
resources into a common pool by some sort of
collectivedecision. The subsequent disbursement of

fundsfrom thiscommon pool istriggered by the
health need of a’ stakeholder’ in the pool, but till
requires specification by an expert — the doctor
— beforefinal disbursement can take place.

In respect of the dimensions of equity, thefunding
pool isan essentid structure. Equity caninprinciple
touch ontwo distinct processes: 1) how resources
aregathered into the pool, and 2) how theresources
thus gathered are subsequently used. Special
consideration should a so be given to considering
whether membersof the public should beentitledto
usetheir ownlegally earned income according to
their own discretionto purchase hedlth care services
from outsi dethe common pool. Somemay consider
thisquestion entirely superfluous, astheanswer is
soobvioudy “yes’.

It is nevertheless worth posing the question of
peopl€e suse of thelr own privateresourcesinvery
clear terms. If we approve such use, we thereby
aso gpprovetheprincipleof inequdity inhedthcare
services. Furthermore, we also approve the
inevitable consequence that in a market-based
democratic system the debate on equity must
perforceberestricted to discussion of thecommon
pool — or poals, if, asin Finland, fundsare collected
and disbursed in morethan oneway — theflowsof
money into the pool, and the servicesfunded from
it. Thethird consequenceisthat servicesproduced
outsidethe pool can pose athreat to the volume of
operationswithinthepoal. If the overadl volume of
hedlth carewereto belimited by ascarcity of certain
production factors, for example a shortage of
doctors, thiscould threaten the overall volume of
servicesprovided within the pool, and by extension
accessto these services. Thepool would elther have
to reduce its service output or acquireincreased
resourcesviathepolitica process. Therdativeleve
of resourceswithin the pool would not affect the
equity of itsservice provison; ingtead of plenty, the
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pool would merdly moveover todistributing scarcity.

Measuring equity

1. Distribution of services

Gavin Mooney has presented his well-known
multilevel interpretation of equity in service
distribution. In the present context, arecognisably
Finnishinterpretation of equity would bethat the
pool isdistributing servicesin an equitable manner
when it satisfiesthe same health needs of different
peopleinthesameway. But it isworth noting that
Finnishlawislessdrictinitsdefinitionof equity. Itis
sufficient that people have equal opportunitiesto
receive services; with the exception of urgent
treatment, thelaw saysnothing of satisfaction.

Some of the health care servicesfunded from the
Finnish pool aredistributed moreor lessequitably,
some not. The former are characterized by life-
threatening iliness(e.g. heart attack) and diagnosis

based on definite biochemical quantities (e.g.
reduced kidney function) or other unambiguous
laboratory results (e.g. cancer). Thelatter group of
services, distributed on averageinequitably, isin
contrast characterized by differences within the
medical profession on the need for treatment, or
diagnosisbased not on numerica quantities, but on
hermeneutic interpretation. As the inequitable
distribution of servicesis not due to deliberate
malevolence, we can expect the gradual
harmoni zation of diagnostic criteriainthefutureto
facilitate greater equity inthedistribution of these
servicestoo. Inthis sense, we can put our hopein
the devel opment and harmoni zation of nationa and
international recommendationson care.

2.Funding

The normative basisthat we can usein assessing
funding equity is, if anything, even shakier. Some
analysts have sought, and derived, assistancefrom
international comparisons. These have shown that
tax-funded systems are either neutral or dlightly
progressive, social insurance systems dlightly
regressive, and voluntary insurance systems (Uni-
ted States) clearly regressiveintheir funding effect.
If desired, we can measurethe equity of funding by
there ativedistribution of thefunding burden across
income classes. It would a so bepossibleto set the
equity god of Finnish hedth carefunding asaneutra
funding effect. (Such neutrdity would, however, not
ater health care' sposition asamassive system of
income transfer due to the mirror-like social
distribution of income differentials and service
needs.)

This can be summed up by saying that the pool
operateson adistinctly egalitarian principle: from
each according to their ability, to each accordingto
their needs.

A glanceat the break-down of fundinginthe 1990s
indicatesaclear change: growth in patients own
shareof the costsof medicinesand travel expenses,
the shift in the tax burden from taxes on work to
taxeson consumption (va ue-added tax) and the cuts
in government grants to the local authorities
combinedtoturnamarginally progressive system
of hedth carefundinginto adightly regressveone.
Assessed thus, theaim of equitablefunding asdefined
above can besaidto haveretreated dightly during
the past decade.

Can equity assessment provide support for political decision-making?

In a democracy, the political system uses the
legidative processto channel public opinion, and
especiadly publicinterpretationsof equity, intosocia
praxis. Viewed thus, it would seem natura for hedth
care equity, too, to be effectively monitored by the
machinery of representative democracy. It would
aso seem naturd that both theequitabledistribution
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of servicesand the neutrality of funding could be
accepted assome sort of normsinasociety suchas
Finland, marked by aninternationdly unusudly large
measure of agreement ontheprovisonand funding
of health careservices.

Even so, thisassessment isonly partly true. Both



paliticiansand thegenerd public haveat timesfound
it hard to understand that the debate on equity can
only refer tofunding pools, that Finland has severa
such pools, and that theregressved ement infunding
can also be increased or reduced by decisions at
municipd levd. Thereisadearth of andytica debate
on all levels. On the contrary, thereis an amost
convulsive wish to adhere to the status quo, and
some people have clearly not grasped the changes
taking placeintheworld.

One example of thisanalytical weaknessand an
accompanying paralysisin decison-makingisthe
increasingly seriousshortage of doctorsin Finland.
At the sametimeasthe public sector issuffering
from aflight of doctorsto the private sector, the
private sector isbeing publicly supported through
tax breaks. Thus, public ‘decisions’ are
simultaneously pushing doctorsout of the public
sector and drawing theminto theprivate, leavingin
their wake complaints about both alack of doctors
and agrowing inequdity in health care. What, then,
to do about this? As| outlined above, weall have
theright to use our own legally acquired assetsas
we seefit, provided we harm no-oneinthe process.
Torecap, privatemedical servicesundoubtedly have
aplacein agood society, and those who wish to
seek servicesinthe private sector must be afforded
the opportunity to take out insuranceto cover their
possible service needs. But, whereas in other
Western countries private health insurance is
voluntary and confersnorighttotax reief (whichis
adwaysregressveinitseffects), in Finland subsidy
isdrawvnfromdl taxpayersintheformof disranable
taxation. Every year, 70—84% of people use no
private services, but most of thisgroup, too, will
contributeto funding these services.

Theclearest, quickest and palitically most acceptable
solution would beto make payment of theinsurance
contributionsconferring entitlement torembursement
of privatemedical costsvoluntary. Thiswould place
funding and servicedistribution in the private pool
on an equitablefooting and bring Finnish practice
into line with other Western countries. The
conseguent reductioninsubgdy for the private sector
wouldresultinlower private sector pay for doctors,
reducing theattraction of the sector and increasing
the supply of doctorsfor the public sector whileat
thesametimebringing about ameasurableincrease

inthe equity of the servicesystem.

TheKELA (Socia Insurance Institution) funding
pooal, on the other hand, presentsmore of aproblem
than the pool funded by the local government
municipalities. In addition to the services aready
mentioned, KELA also reimburses travelling
expensesand medicine costsand paysavariety of
daily dlowancesto compensatefor lossof earnings.
Itisvery important to note that reimbursement of
travelling expensesand medicine costsis, fromthe
perspective of equity, quiteadifferent matter from
thereimbursement of doctor’ sfees. Reimbursement
of travelling expenses represents an attempt to
enablepeoplelivinginoutlying areasto gain access
to health services of any sort. In contrast, asthe
private sector has not so far offered any
reimbursable serviceformsthat the public sector
doesnot dso provide, patients' turningtotheprivate
sector for servicesrepresentsameatter of preference
betweenformsof servicerather thanagraight choice
between accessto serviceor noserviceat al. There
is thus a real difference in equity between
reimbursement of travelling expenses and
reimbursement of doctors fees.

Thedifferenceis, however, reduced to someextent
by the 2001 Budget, which bringsamajor dice of
dental carewithinthe KELA funding pool, asthe
public sector isunableto offer an adequate volume
of services. Admittedly, thishasa so been clamed
for severa yearsnow in respect of the servicesof
consulting physicians, asmuch of athird of which
areKELA-supported. However, thedistribution of
these servicesisso skewed both regionaly — the
net recipients of KELA funding are under 50
municipalities grouped around the university
hospitals, whilethe poorest 400 municipditiesare
net contributors — and in terms of consulting
specidlity, that thereare good groundsto doubt the
vaidity of theclam.

Asrapidly updatableinformationisreadily available
ontheflowsof money and servicesunder thevarious
funding pools, thisinformation can be put to good
usein ng theequity of thesystem. Decisions
on normative issues, such asthe acceptability of
funding neutrality, must of course be left to our
representativepolitica ingtitutions.
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Martti Lindgvist:, Chairman of ETENE

KEY ISSUESINHEALTH CARE ETHICS

I ntroduction

Many slogans and characterizations have been used in an attempt to encapsul ate the age in which
we live, all of which capture something of its kaleidoscopic appearance. However, all of these
images are to some extent incomplete. There is always another side to things, something different
and opposite. Thisisduein part to the pace of change, and in part to the fact that we have entered
an agein which theworld —including Finland — sdifferent to different people. Thisiswhy ethical
debateis so important, asthereisno longer a single correct and complete description of the world
or of ethics. We can only continue with this shared process and endeavour to sustain creative and

determined debate.

Even so, | shall take the liberty here to say a few words about my view of the age in which we live.

Themost visiblefeatures of our timesare on the
onehand atechno-economicrationdity that hasaso
developed into acriterion of thegood, and on the
other hand atransent and instrumentaizing lifestyle
centred on enjoyment and pleasure. People appear
astheir socid roles, which are constantly changing,
and throughwhichitishard grasp therea person.
Some have made the constant changing of role
identities into a way of life. There is aso an
expectation of performance, efficiency and a
constant drive onwardsand upwards, whileonthe
other hand we are adrift in the transient moment,
unconnected to the past or the future. The market
hasno nativeland, and themarketplace of today is
global. Its morals are shaped by the rules and
customsgoverningtradeat any giventime.

Market valuation easily spills over into human
relationships, too, andinto other non-materid vaues
such ascultureand religion. Peoplearewilling to
pay for what isin demand and in short supply. That
whichisinoverabundanceandisoverlooked arouses
nointerest or demand. Thismarket orientationin
theprioritization of valuesrelegatestheeveryday to

the status of something dull and marginal. Thisis
accompanied by an accumul ating burden of mental
and spiritual distress. In part, thisisan immense
weight of loneliness generated from many very
different contributing factors, and in part, a
multifaceted, and for many people constantly
accumul ating burden of failure, inability to cope,
anxiety and asenseof being left behind. Inthelight
of dl this, itisnowonder our caresystemsarefacing
acontinuing and growing flood of deprivation and
menta hedlth problems.

| find mysdlf troubled by thedlill continuing references
to the recession when discussing the health care
problemsof today. The recession ended yearsago.
Wearenow inaperiod of growth and for the most
part facing the problemsassociated with such times.
Thetalk of recessionismere obfuscation.

However, | have no wish to moan about thetimes
wearelivingin. Each generationlivesinitsownage.
There have been both better and worsetimesinthe
past. But thistimeisours, and we must base our
actionsontheredlitiesof the present.

Realism and idealism

Ethics existsin the tension between realism and
idealism. Ontheonehand, it ought to expend alot
of energy on consderingideds— ‘thebest possble
world — however naive thismay seem. But, on
the other hand, an ethicsthat fail sto take account of
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prevailing reditiesand genuinelimitationswill beof
little practical use. The main problem with broad
declarations and lofty ideasis that they have no
practicd effect. They merdly exisintheir ownworld
of idess.



An effective ethicsmust often demonstrate acold-
blooded realism. We must be prepared to examine
ugly, controversial and unpleasant i ssues, because
evil istheunavoidable shadow of good. Theconcrete
rooting of ethicsin everyday life, the procurement
of valid and rounded information on prevailing
conditions, and thecharting of practica aternatives
aredl very important issues.

Inrelationtothelaw, ethicshastwo mainfunctions.
Ontheonehand, the process of ethical debate and
reflection precedes the later crystallization and
enactment of legidation. Theethical processthus
leads to concrete law. The legitimacy of society
requiresthat legidation begenuindy based onaliving
and respected moral redlity. But on the other hand,
ethical debate can dso beginwherethelaw leaves
off. Ethical responsibility is not limited to legal
responsibility. Therefore, every individual and
community must generate an ethical understanding
and autonomy that does not derive primarily from

the hope of reward, fear of punishment or outside
contral, but from people sownwill and commitment.
Themoresuch‘natura legitimacy’ isundermined,
themorewewill needlegd controlsanddl therdated
CONSequences.

It is unrealistic to expect that health care could
surviveassomesort of separate enclaveabiding by
adifferent system of valuesor different rulesof the
gamefromtherest of society. Thevauesof theage
will inevitably permeatehedth careaswdll, if alittle
more slowly in the public than the private sector.
However, thisdoes not mean health care hasto be
merely apassive observer of what ishappeningin
society. Thoseinvolvedinthe health carearenacan
jointhe debate and highlight the experiencesand
observationsthe sector has of Finnish society and
itsdevelopment. Health care professionalshavea
wedlth of untapped knowledge, understanding and
wisdom about life.

Why the focus on human dignity and equity?

Human dignity liesat the heart of all health care,
condtituting bothitsfoundation and itspurpose. Care
systems, traditions and philosophieshave arisen
because individual human beings have been
consdered so valuablethat they cannot just beleft
tothemercy of their sicknessand suffering. Even
carewhich utilizesthe best tools of diagnosisand
highly complex and advanced methods of treatment
must never removetheindividuad humanbeingfrom
theheart of thecare process. In actud fact, thisheart
embracesboth those giving careand thosereceiving
it. Finland'sAct onthe Statusand Rightsof Patients
provides asolid legal basisfor thisview. It aso
provides much of thefoundation for our work in
ETENE. We must never alow ourselvesto get so
enrgptured with the cutting edge of research, media
sensationsor theissuesraised by huge amounts of
money that weforget theimportance of caring for

peopleinthe everyday world and onthemarginsof
society. Thisapproach resolvesthemgjority of the
most important questionsrelating to human dignity.

Andwhat about equity, or, asitismore commonly
referredtointhe political arena, justice? A small
word, perhaps, but one which looms large; it is
constantly being bandied about by politicians, but
somehow aways seemsto defy precisedefinition.
Every agemud definefor itsdf itsowninterpretation
of justice, and thisinevitably placesjustice at the
heart of politica discourse. Hedlth careprofessionals
have perhapsbeen too flexibleand uncritical inthe
face of the growing inequality clearly visible at
present both asagenerd trendin society asawhole,
and especidly withinthe hedlth caresystemitsdif. It
istimeto speak of justice.

I ssues related to human dignity

Thefirgt shadow hanging over humandignity comes
from the public conception that only independent,
productive, economically self-sufficient and
ambitious peoplereally matter. Health care getsto
seetheother sdeof thecoin, the peoplewho cannot
manage on these criteria. At the sametime, within
the health care systemitself, we find asomewhat

smilar dynamicaroundtheideaof the ' interesting,
cooperativeand readily treatable’ patient. Eventhe
care systemitself generatesits own outcasts and
‘enemies . Theseareoften awkward, hard-to-treat
patientswith multiple problems, who arevulnerable
to prejudiced attitudes. In these cases, thecarer’s
shadow falls between them and those in need of
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help.

Ethically important issuesfrom the perspective of human dignity in Finnish hedlth careincludeat least the
falowing:

Thelabelling of people on account of amoral, social, lifestyle or mental health problem, and
consequent harsh or unfriendly treatment (e.g. criminals, antisocia people, peoplewith acohol or
drug problems, or peoplewith seriouspsychologica symptoms). Discriminationisevident bothin
attitudesand at thelevel of decision-making.

Thereareevident problemsof human dignity intheconditionsof careand attitudestowardschronic

geriatric patients. The problem of being socialy ‘buried dive'.

A quotefromthe Finnish bishops' statement ‘ kohti yhteista hyvad' (towardsthe common good) from

1999:

“ Thereismoreto life than buying and selling, consumption and markets. The human being is also
agiver and receiver of gifts, a carer and nurturer, a playful companion.”

I ssues related to equity

If weview the present Situation globally, we cannot
fall to noticehow poverty, inequadity, ignoranceand
injusticearethroughout theworld the main causes
of underdevel opment, sickness, poor hedlth care,
suffering and early death. Although herein Finland
thesituationisnot so stark, the basic mechanisms
arethe same. When peoplelosetheir faithand are
forcedtolivein absolute poverty, there’ sprecious
littlethat can decisively improvethelevel of hedth
and care. Theexample of Russademondgtratesthat
evenrdatively technologically developed societies
cantakeaturnfor theworse. Development isnot
alwaysaone-way street.

| agreewiththosewho havedrawn attention to the
problem posed by the division of our country into
2/3whofed they aredoingwell and keeping aoreast
of developmentsand 1/3, comprising abroad range
of different sortsof people, who haveinfact very

Ethica problemsrdating to equity include:

little say on where our society is headed. The
contented mgjority are holding firmly onto power
without any notable qualmsof conscience.

Health careismarked by acertain dynamic that,
although it doesn’t relate directly to the care of
patients, neverthelessunderlinestheimportance of
equity as an issue. The competition between
professional elites and the dynamics of the
pharmaceutica industry and medical technological
development create enormous extracost pressures
and can inhibit the solution of some problems,
although they undoubtedly also help find solutions
in other cases. Their effect is thus ambivalent.
However, together with theageing of the population
andthefdling birth rate, they meanthat 10-20 years
from now we will inevitably be facing an
unprecedentedly seriousproblem of prioritization.
Wemust preparefor thisresponsibly andrationdly.

Working life hasbecomeextremey demanding, separating peopleout and acting asafairly merciless
consumer of human beings. Employersarevery keento get hold of employees hedlth data.
Medicd science, medica careand biotechnology arean enormousinternationa businesswith their
own practicesand valuesthat do not necessarily chimewith the strivings of societiestowards
equity andjustice.

Theilluson of thedtruism of carersand researchershasbeen shattered. Financid irregularitiesand
abusesarewd | known.

Theequitabledovetailing of private and public sector servicesisno easy task.

Thewidening economic gulf between regions of the country and the continuing flood of peopleinto
population and growth centresis exacerbating the problem of inequitiesbetween regions.
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Autonomy, freedom and abandonment

Hedlth care ethicsin western countries has perhaps
been too narrow in concentrating dmost exclusively
ontheprinciplesof autonomy and self-determination,
which, despite their importance, arein danger of
degenerating into a purely formal legalese. The
concept of a free and independent individual
directing hisown destiny ishistorically speaking
rather young. Certainly, human dignity has been
emphasized for thousands of years. Christianity in
particular raised it asacentra themetwo thousand
yearsago, but, until the Enlightenment and the French
Revolution, theindividual wasreally viewed asan
inseparable part of his own community, estate,
destiny and theeterna world order. Hecould behis
ownsdf only withinthe parametersof thesespheres.

Itisthusno surprisethat the present day hasadopted
asthe centrepiece of itsideology of progressthe
freedom and right to self-determination of the
individual human being. According to thisway of
thinking, the human person isan open book, and
through hischoiceswriteshisown history. Heis
radically respons blefor both thehappinessand the
unhappiness of his life. The current success
philosophiesand free competition liturgiesarea
direct application of the modern intoxication with
freedom.

Thishasalso | eft its mark on the philosophy and
ethicsof medica care. After the Second World Wear,

theindividua’sright tofreely agreeor refusetests
or treatment becamethe ethical foundation for all
medical tests and treatment. Historically, this
represented amajor step forwards compared with
the previous highly reactionary and patronising
practicesof treatment and care.

In recent decades, astheworld hasbecome more
technical and economic perspectives have been
emphasized to an extreme degree, the principle of
freedom has taken on a very mechanical
interpretation. The consent of the patient is
increasingly seen as merely aroutine part of a
technica treatment process. Thepatientisfurnished
with factual information on his illness and the
availabletreatmentson the assumption that hewill
be capableof deciding on hisown trestment. InFin-
land, the Act on the Status and Rights of Patients
passed in 1992 isbased on thiskey principle.

| do not seek to criticize the principle of self-
determination, which protectsthe patient from abuses
andisintended togivehimanactiveroleintrestment
decisons. But | believeitisimportant to understand
that hel p for ahuman being cannot be based onjust
asingle, isolated principle — and far lesson its
mechanicd gpplication. Alongsdesdf-determingtion,
the principlesof the common good, community and
equity, among others, demand to betaken just as
serioudy.

Problems

Theinformation society paradoxicaly givesriseto
a problem of ignorance. Because knowledge is
money and power, peopleareincreasingly excluded
by their ignorance and lack of competence.

Peopleexcluded in thisway easily become prey to
dependency, depressonand londiness. Thelogicis

Hf-fulfilling.

Depressonand psychologica and socid deprivation
lead to acycleof problems. Peoplebeginto repeat
their failuresand then seek relief through* solutions
such asa cohol and drugs.

In conclusion

Abovedl dse, wemust spesk upfor acaring culture,
an approach to life that emphasizes a sense of
community and socid solidarity. Therearenooutsde
meansor resourcesthat can replacethelossof such
vitd features. Weareactudly spesking hereon behal f
of factorsfundamental to thevery survival of our
society and culture. Itistheroleof society to ensure

theruleof law, security, bas cjusticeand protection
of thewesak.

It isimportant to remember that evenif resources
werenot aslimited asthey have proved to be, the
very nature of ethicsinvolvesabasic tension that
requires the balancing of different quality
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perspectives. The core conceptsinthistensonare
the common good, therightsof theindividual and
equity. If weareto haveachanceof presarvingthe
wellbeing of our society and sustaining ahuman
qudity of life, our socid ethicsmust protect al these
vaues.

No health care system can meet all our needsand
expectations, let alonefreeusfromthelimitations

inherentin human life, despitetherosy visionsof
sciencefiction. Nature, history andtheuniverseitsdlf
aredl onamuchvaster scale. Theindividua human
beingisbut afleeting and fragilefigureinthegreat
flow of life. All existenceistransent. Todeny this
would be both dishonest and unethical.

Redism, theurgetolearn and awillingnessto accept
thefactsareexcellent alliesfor an effectiveethics.
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Riitta-L eena Paunio: Deputy Parliamentary Ombudsman

EQUITY INHEALTH CARE

Underlying principles

Theunderlying principles on which | base my assessment of health care equity are the fundamental
rights guaranteed in the Finnish Constitution. It is, after all, the job of the Ombudsman to ensure
the implementation of these constitutional rights by those carrying out public duties. Viewed from
thisangle, equity in health care essentially meansequality: equality inaccessto servicesand treatment,
equality inindividual treatment solutions, and equality in the quality of care provided. Equality is
particularly important for the members of vulnerable groups:. people who are weak or vulnerable
for a variety of reasons, old people, the disabled, children and all who are unable to take care of
themsel ves.

A number of WHO publications also set out from the principle that equity in health care means
equal access to the available treatment for those with equal needs, equal use of services by those
with equal needs, and equal quality of care for all. The point of equity as an objective isto reduce
unnecessary, avoidable, unreasonable and unfair differences in health (Margaret Whitehead: The
concepts and principles of equity and health. Copenhagen World Health Organization, Regional
Office for Europe, 1990).

Equal access to treatment

Theright toequal accesstotreatment canbederived  derogation from these principles. For example, in
fromsections6, 7 and 19 of the Congtitution. Equal  the area of primary health care the criteria for
trestment and theinviolability of humandignity are  acceptancefor treetment mentionedinthelegidation
cornerstones of our system of justice. Thereis arethenatureof theillnessand the need for tests,
nothing in health carelegidation that would justify  treatment and medica rehabilitation.

Itisneverthelessclear that, for instance geographically speaking, people do not enjoy equal accessto
treatment. Thiscan bereadily illustrated by anumber of issuesthat have cometo light during the course of
my ownwork:

for somelllnessesthereisregiond variationinthe per capitanumbersrequiring treatment;
therearesignificant regional differencesininvoluntary psychiatric care and accessto carefor
children and young people; in someareasthere have been cases of peoplehaving towait upto six
monthsfor treatment, whilein othersadult psychiatric care or placement in areformatory are seen
asdternativesto psychiatric care specificaly tailored to theyoung;

there have been seriousinadequaciesinthe provision of treetment for gravely psychotic and violent
young peopleand young peopl e suffering problemsof alcohol and drug abuse, including thetype of
inequaity outlined above;

moreover, there hasbeen absolutely no provison of specidist carefacilitiesfor children and young
peopleneeding forendc psychiatric care, or catering to the care needs of hard-to-treat or dangerous
children and young people;

thereareasoregiona and other differencesin provision of trangport for menta hedlth patients: the
long distancesinvolved or other reasons have at timesled to the provision of transport by the
policeinstead of in an ambulance;

thetreatment provided for drug and a cohol-rel ated il Inesseshasin generd been bothinadequatein
volumeand ineffectivein content; it isworth considering there ative significancein thisrespect of
theinherent difficulty of treating such cases, inadequate information on the demand for servicesand
thecrimindization of drug abuse.
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Equality in quality of treatment

Equality inthequality of treatment receivedishard
to assess, asthetreatment requiredinevitably varies
from oneillnessto another. Itis, however, surely

reasonable to expect acertain minimum level of
quality fromall trestment. Atthevery leedt, trestment
should not violate human dignity.

| present bel ow some useful examplestoillustrate the problems experienced by peopleinthevulnerable

groupsreferred to above:

studieshave reved ed mistreatment of old peoplein socia welfare and health careinstitutions,
including neglecting to ensure adequateintake of liquidsand food, and neglect of basic hygieneand
safety; it can dsoincluderudeness, indifferenceand unfriendliness;

ininvoluntary psychiatric care, isolationisused in order to restrain aggressive patientsand control
their destructive behaviour; at itsworst thiscan meanisolationinavery small, bare, foul-smelling
room, from where the pati ent cannot communicate with care personnel other than by shouting or
banging on the door; isol ation can al so take theform of strapping patientsto their bed for dayson
end;

thewardsin long-term psychiatric care can still belarge and noisy, and, depending on staffing
levelsor other factors, patients may be unableto get out of theward each day to takeexercisein
theopenair;

therearealso similar problemsiningtitutionsproviding specid carefor thementally handicapped.

In such cases, wemay well ask whether thequality
of, for example, carefor the elderly or specialist
psychiatric careisreally acceptable. Theanswer is
clear: inview of thewed th and standard of living of
our country, careof thisnature cannot be considered

legaly acceptable.

| should liketo emphasizethat one of thefunctions
of health careisto careand provide solacefor the
incurably ill andto dleviatepainand suffering; itis
not only concerned with prevention and cure. For
thisvery reason, itisvita to demand qudity not only
whenweare endeavouring and ableto heal thesick
(e.g. whentreatment is machine-dominated, acute
and‘dramatic’). Quality and effective carearejust
as important in situations where the focusis on
providing solace, and indeed always where care

focuses on vulnerable groups such as those
mentioned in my examplesabove.

Theissueintheproblemshighlighted by my examples
could aso of coursesmply beacase of established
practices and approachesto care, asstudieshave
shownisindeed the casein respect of theisolating
of patientsininvoluntary psychiatriccare. Thereare
clearly regiona variationsin practice, and thishas
been shown to be dueto just such differencesin
established practicesand traditions of care. This
bringsusback onceagaintothequestion of regiona
differences. Given that isolation represents a
condderableinterferencein aperson’sfreedomand
integrity, thereissurdy nojudtificationfor theregiond
differences that exist in isolation practices (e.g.
isolation inarocom/strapping to abed).

Equality in individual care decisions

Andwhat of equality inindividual care solutions?
Do old people, peoplewith disahilities, or any other
people suffer discrimination on account of their
personal characteristicsin contravention of their

condtitutiond rights?

In my work | have come across such claims by
individuds, asthefollowing casesshow:

a78-year-old patient wasrefused dialysis, thedoctor initidly justified thisdecision by reference
solely totheavailablefinancia resources, only later adding thefurther justification of treatment-
related reasons;

observed flawsin testsand treatment for apatient’s heart disease were claimed to have derived
from the attitudes of the health care staff towards the patient’s age and dementia (there were
undoubtedly shortcomingsin thetreatment provided, but these could not be shown to derivefrom
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the reasons claimed; admittedly, one of the doctorswho had treated the patient said in defence of
his’her own conduct that the hospita did not havethefinancia resourcestoimplant apacemaker in
every “demented old person”). The*demented old person’ in thiscasewasactualy a60-year-old
employed woman whose paramnesiawas|argely dueto her depression, and partly to her chronic
heart disease, of which shelater died;

there have a so been anumber of other casesinwhich adoctor has expressed the opinion that it
wasfor the best for the patients themselves or for their relativesthat a hard-to-treat, perhaps
multiply handicapped or aged relative had died, thereby relieving their rel atives of anumber of
WOrries,

somediscussionson medica law and ethicshaveraised the proposal that patients’ * utility’ totheir

familiesor to society asawhole should be one of thecriteriaof selection for treatment.

In my opinion such viewsare not acceptablefrom the equal ity perspective.

| believeitisimportant for peopleto beabletotrust
in the realization of equity and equality in care
solutions. Thisisone of theessentia requirements
for thecredibility of theentire health caresystem. |

also take the view that we cannot accept as an
underlying principlethat individual doctors own
assessment of theethical foundationsof their work
can beused asthebasisfor individua caresolutions.

Equality and the prohibition of discrimination have
been reinforced, making them together one of the
main principlesin the Constitution of our country.
Thisbeing the case, we can presumably agreethat
theonly prioritizationinindividud caresolutionsthat
isconsistent with our values and our thinking on
fundamentd rightsisonewhichfocusesontheillness,
the need for treatment and the effectiveness of
treatment. Thisleavesuswith thequestion: canthis
beredizedinpractice, and, if so, how?

| consider equality in care solutionsto beof centra
importanceto theissueof equity in health care, an
issue directly related to the implementation of
congtitutional rights. | consider it particularly
important that those patients who are unable to
defend or supervisether owninterestsarenot placed
a adisadvantageto others. All possiblestepsshould
be taken to reinforce equality in decisions on
treatment and care. Each decision affectsava uable
anduniquehumanlife.

| refer here to the section on health care in the
Parliamentary Ombudsman’sAnnua Report 1999,
which discusses casesrelating to thistheme. The
Annual Report can beread and printed off fromthe
Parliamentary Ombudsman’s website at
www.eduskunta.fi.
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Appendix 2: How to contact ETENE

Generd Secretary: Secretary

RitvaHalila NinaLindqvist
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tel. +358 9 160 3834 +358 9 160 4357

Address.  Nationa Advisory Board on Health Care Ethics
Ministry of Social Affairsand Health
Kirkkokatu 14, Helsinki

PO Box 33

00023 Government
tel. +358 9 16001 (switchboard)
fax: +358 9 160 4312

Internet:  www.etene.org
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