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SUMMARY

For a variety of historical and professional reasons the field of bioethics
has paid little attention to the market. It has tended to treat the market
with suspicion or hostility. Now, lhenwever, the market inust be taken se-
rioushy. It has beconie a world-wide force it health care, and there is every
reason to belisve it will remain strong in the futire, For that reason, it is
wise [0 see what can be talen from the marker, rather than simply dis-
niiss it altogether. The market has various aspecis: a theory of luunan ria-
ture, a view of human belavios, and an ideological aspect, with propo-
nenis stressing the necessary connection benween political and market
freedon. This article argues that enly its view of huwman belavior should
be aceepted, particularly the possibility of using inceniives, positive and
negative, to change behavior. That can be helpfud in liealth care, whereas
the market’s view of lmonan nature should be rejected.

The economic market has been surprisingly neglected as a se-
rious topic in bioethics. While a few people have written well
and interestingly on various aspects of the market, few broad at-
tempts have been made to assess its ethical significance for med-
icine. I suspect there are a number of reasons for this omission,
some obvious, others less so. Among the more obvious reasons
is the generally left-leaning, liberal tendency among most
bioethicists, surely in the United States but in other places as
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well. Th-e market, fairly or unfairly, is associated with conserva-
tive social and political views, of a kind with comparatively few
supporters in academic bioethics. Indeed, since the 1980s in
p_artlc:ular, the aggressive efforts of various groups to ;ﬁress the
virtues of_the market- and to be able to point to the collapose of
Communism to help their case along- have led to some open
struggles with those of a more liberal bent. ?

A no less obvious reason is that bioethicists are for the most
part academics, with comparatively little exposure to, or interest
in, the'worlds of business, commerce, and finance, It is a world
with different people, different perspectives, different languages
;md culture. And when those differences are combined w?th tahe
ideological fervor of market proponents, a large chasm is creat-
ed, one that discourages mutual understanding. Bioethicists
}[:fi“éie‘ by ta}l;lcf L}arige, been on one side of that chasm, with no

'1dges at hand that might / ingi irecti

Among the less ob{:égulz;tég{;‘)\ng ;:;szsc:ng i th}? d_IIECtIDi‘lS-

n 255 me that are important.
In addition to its ideological and political supporters, the lan-
guage ar-lcl tools of the market are characteristically deployed by
economists and policy analysts, the latter usually well-trained in
economic techniques and perspectives. But neither the Felds of
economics or policy analysis have much love for, or room for
ethical analysis and considerations. While the gréat economist
Adam Smith saw the importance of a background moral culture
f_or thfi good of both economies and society, and while a few dis.
’_tmgu;shfzd contemporary economists deplore the economic dis-
interest in ethics, the mainline forces in the field consider ethics
irrelevant to their interests and professional concerns. Hence
tbere !mve been no efforts by economists to brine those in
b%oeth]cs closer to their work: and it is not an easy {\f(;'id for the
bioethicist to enter (far harder, say, than clinical fnedicine)
Economics prides itself on being a science, or a kind of a sci-
ence, and one interested in questions of means rather than ends
It _lez.wes ends and goals to religion, or politics, or culture: its fo.
cus is on exchange, efficiency, and human behavior in t]:1€ .Face
of scarcity. While there are professional moral standards in the
field, they bpar on the ethics of practice, not on the ethics of hu-
man behavior more generally. The fact that modern economics
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is heavily quantitative, in its practice and even more in its aspi-
rations, opens still another gaps. The methods of bioethics-
philosophical, linguistic, qualitative, and normative in their
styles- contrast sharply with those employed in economics and
policy analysis.

I stress these background considerations not only as a way of
speculating about why bioethics has paid so little attention to
the market. But it is also important to understand them, and
their continuing force, if some fruitful work is to be done. As has
been the case with many physicians, the market is simply seen
by most people in bioethics as a menace to traditional vahies
and ways of thinking. It is believed to introduce wrong motives
and purposes, to threaten the destruction of important medical
and health care institutions, and in general to be an alien, for-
eign force. Moreover, since most people in bioethics appear to
favor systems of universal health care, the market is seen as a
major hazard there: it is the market, and privatization, that gov-
ernments are turming in order to relieve their economic burdens
in trying to provide universal health care.

While Great Britain has used interal markets as a way of
strengthening its government-controlled British National Health
Service, most other countries have turned to the market as an al-
ternative to universal care. And since bioethics has for so long
given problems of health care equity a high place, the market ap-
pears a direct and palpable threat to that value. The market has
been celebrated for its maximization of free choice, for its effi-
ciency, and for its indirect support of democratic political val-
ues. It has not been celebrated for its promotion of equity, even
though many of it supporters would argue that its capacity to
increase wealth promotes equity in the long run.

] want now to look at medicine and the market at two levels,
to see if some kind of fruitful interchange between bioethics and
the market can take place. I will distinguish between the insti-
tutional and the operational level. It is at the institutional level
that the strongest contrast between medicine and the market ap-
pears. Historically, medicine as an institution has existed to
minister to the health problems of human beings; it has in its
root values been oriented to individual welfare. It has been in
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no amount of criticism, however valid, is going to do away with
it. Thus in some way or other, medicine must accomodate its
thinking, and some of its practice to it. The question is how
much and in what what. The other reason is that it is in fact pos-
sible to look upon the market in a more benign way if various
aspects of market thinking and practice are distinguished and
disaggregated. If medicine must find a modus vivendi with the
market, it need not do so with each and every element of the
market. Some it can accept and others it can reject.

At the operational level, the market can be understood to com-
prise three main ingredients. One of those ingredients is a theo-
ry of human nature. Classically, going back to Adam Smith, the
market has understood human nature to be oriented toward in-
dividual self-interest. People act for their own private good, not
for the common good. Another ingredient is an understanding of
actual behavior that is essentially behavioristic in its orientation:
people respond to behavioral incentives, either negative or posi-
tive, economic or otherwise. The third ingredient is a political-
cultural ideology: a free market is understood to be a necessary
condition of a politically free society; they go hand in hand.

Given this background classification of the core ingredients of
market thinking. I believe that medicine must reject the view that
human nature is motivated solely by self-interest. That is neither
an accurate description of the human nature nor is it compatible
with medicine’s historical institutional altruism. Medicine must
also reject that ideology which sees some kind of holy alliance be-
tween free markets and free societies. Totalitarian China has a
thriving free market, while some socialist-oriented countries,
such as Sweden, have perfectly healthy democracies. More could
be said about all this, but I want to move directly to an examina-

tion of the remaining ingredient of market thinking, that of the
place of behavioral incentives and disincentives.

This is more promising territory for medicine. For il seems,
on the one hand, true to say that people do respond to incentives
in the choices they make and in the way they behave. Rewards
and punishment, money, glory, and praise are all things that can
induce people to behave in one way or another. This is not to say
that such incentives are utterly deterministic. Once in awhile
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peaple can resist flattery, turn down money, and risk punish-
ment. This is why it is false to say that people act only out of seff-
interest (unless one defines self-interest in such a way that every
human action is called self-interested by definition). But incen-
tives work, particularly if they are well designed, with a sharp
eye for what people consider helpful to maximize outcomes.

In the medical world-1 hesitate to call it the medical market-
place- incentives can be brought to bear in a number of ways,
some good and some bad. Small patient co-payments can help
to hold down unnecessary office visits and elective procedures,
as can deductibles. Some financial incentives may be able to
change bad health behavior (for instance, some kind of finan-
cial rewards for good medical compliance), while some nega-
tive incentives can do the same (forcing smokers to pay a high-
er insurance premium). Financial incentives can also influence
physician-behavior, Fee-for-service medicine can stimulate con-
siderable diagnostic and therapeutic activity, sometimes more
than is needed. Incentives can also influence physician behay-
tor in the opposite direction, as when there is a financial bene-
fit in providing less treatment {as is the case in some health
maintenance organizations).

What I want to suggest here is two points. One of them is that
the use of incentives is a standard way, in medicine and else-
where, of inducing people to act in certain ways. The second
point is that any moral Jjudgment passed on incentives must be
on a case-by-case basis. There is nothing wrong per se with the
use of incentives (assuming people are not tricked or manipu-
lated), but there can be many things wrong with particular kinds
of incentives (for instance, financial incentives for physicians to

under-treat their patients, withholding needed and beneficial
care and being rewarded for doing so). In short, when medicine
borrows from the market some of iis behavioral techniques that
may be both beneficial and morally justifiable. If the incentives,
positive or negative, are used to promote higher standards of
medical care, better attention to patient needs, then the good of
medicine and its philanthropic goals are well served. The moral
test of incentives is whether they are offered in such a way that
they do not impinge upon patient (or physician) rights and dig-
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nity in their means, and 1do not go counter to the legitimate ends
" medicine in their goals.
ot glsfll};:c])?f fla?r can we zo here? Wha}t abput the use of comﬂEe-.
tition as a way of introducing incentives into medicine. Mfu fL
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promote an expansion of consumer (or patle.nt) c Zlce, o
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PSS;CQ;E(;%: ésonlpetition needs to be lookefl at more warli){; It is
unclear, at least in medicine, that compeltition prqmotfz::", 'f_:t.t}t:r
or more cost-effective health care. In some cases, it ]121&.._]1:15.1 Lf e
opposite etfect. No less important, 1n§t1tL1t19nailcon?p?tlltlo_p 0]’.1’
economic ends more directly conflicts with the Tl'lblllli,lliona
goals of medicine. Just what is to bt? understpod as them cl;zzom
;,’:ine in competition: economic benefits or patlent-‘v}felfieuef bene-
fits? But, someone might ask, why not have both 1(1-1’!C§b of bene-
fits as the ultimate goal, aiming to have _them achieved mlt.t.u?-
dem? This is, [ believe, impossible: there is no reason to be‘ll;\e
that economic and patient benefits are perf‘ec?ly com.pz:p’lb?:
even congenial goals. Only believers in some kmd_qf zm[z'u (,!
hand could expect the world to turn out that way. For S[F wed\nf)\\
anything about the relationship hetween medical needs anc ec;o;
nomic costs, it is that needs will always‘exceed resources, plm.
ticularly the kind of open-ended needs of moglem n??dlcjlljle that
have no final resting point. It would be a miracle if every con-
ceivable benefit was given to patienlts and tidat turned out to pro-
a profit. Not in this or any other world. .
dui.ee? E}:IJ‘:;E;‘IEJ\VN face up to an important dilii’iculty in the z.u'guc—E
ment I have been advancing. Will it be possﬂal; to tal'{e out an
use in isolation some aspects of market practice while PLgEmdg
aside others? [ see no reason why that can not ]:36 donc?. 2_1_n TE )
one of the appeals of the market over the_ vears is that it 11215l c}ai
tures that many find appealing, 1‘esp0nd1_ng to some deeply f:‘e d
human values for instance, its celebration of choice and free-
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dom. There is no reason why an effort can not be made to capi-
talize on its strengths while rejecting those features that repre-
sent values of doubtful validity (such as the notion that self-in-
terest is the mark of all human action}. The feature I am propos-
ing to be used represents, in fact, an insight into human behay-
ior that was around long before the concept of the market ap-
peared, that of the human proclivity to respond to incentives,

The most important problem now is not whether to use or re-

ject same market thinking, but in finding what can be used and
in what useful way, The reality in most countries now is a mix-
ture.of market and government mechanisms; pure examples of
either approach do not even exist any longer, even though a few
countries (Canada and Norway, for instance) have almost pure-
ly government-dominated programs. What most countries now
seek is some effective way to mix the two approaches: how much
and what kind of health care should be left in government
hands, and how much and what kind left to the mechanisms of
the market? Even that formulation of the questions is too sim-
ple, since it is possible to introduce aspects of the market into
government programs (the internal markets of the British Na-
tional Health Service) and for government to regulate the pri-
vate activities of the market.

At stake in finding the right balance are three issues. First, are
there some aspects of health care that ought to remain in the
hands of government or at least be closely monitored and regu-
lated by government? My answer to that question would be ves,
and it would be the protection and care of the poor that would be
most important there. The market can not anywhere be depend-
ed to care for, much less reach out for, the poor: there is no eco-
nomic incentive to do so. A second question is this: are there
some aspects of health care that should be protected from mar-
ket domination, even if the market is allowed some play? Again,
I'would answer ves: that of the professional integrity and discre-
tion of physicians and other health care workers. It is vital to pro-
tect the good practice of medicine, a practice that can not hon-
orably be sustained if its practitioners are too influenced by, ar
coerced by, financial considerations. Now in one sense money
can never be ignored, and if there is a scarcity of resources, that

Bigethics and market

will and must influence medical practice. But the real po:l-lt if;?é
to use financial incentives in a way that woul‘q :knowmc\}tfb m
practice. That is why many would argue that, }f the}:e rlr}mé 'di -
tioning, it should not be done by the 'doctm at_t e be tS.l le I
should instead be established at the policy level, 1-?;3r§f;ndm:iors
collective agreement of all those who would b_e af c;_ctlc, L: ?C]_' s,
patients, and those paying for the care. Fmar}ma }1111$LE nld
might well be used to induce good medical bef}awor. They shou
not be used to lure physicians into ba}d behavior. lex. What
The third question I would pose is the mo§t_ ?olmp ex. V ;e
kind of medical and health care goals are most 1;1\8 v lio }?’1 esel ;
medicine from a domination by mark‘et 1deology.. Tas ‘t is qL.lzsi_
tion with an assumption in mind. 1t is that <:omem;?01§u’yE Ijnc;o_
cine, with its drive for endless progress and technol?glca] in ;
vation, has a set of goals that invlte. an eventual mar Eet -taf(i[m f;;
By virtue of its open-ended war agam.st.all l_mown causes of ‘tea h
and all known causes of illness, mec‘hcme is engaging in ?Is mc;_
gle against biology that, in the end, it can not really win. ﬁcl)\\ie\
er much progress medicine makes, there will alway§ l?e , Vrt her
that it can go. But modern medicine has been unu{llhnﬁ :L?msirt
any finite, realizable goals. Morc?over, as should beg{: ea; ; ‘OCi:
the chronic and degenerative dls‘ez}.ses of advanced, abi{r}b s
eties have become increasingly difficult to comb.’:}t.dLa;:1 ing 321(,;
available or potential cures, at least of a simple kind, t ety in it
the use of expensive high-techrllology- rtneglé::me to wrest small,
inly incr ntal gains, not clean victories. -
mallrrlll}a]ft}g:ﬁ?;gming% book, Sustainable Mecliicme, I al'glée thzt
medicine must change some of its most basic and Eeveée rlnoo:
ern values, particularly those gf u'nhrplted p[:'oggess an L'te: an}lam
logical innovation as well as ridding 1tsel'f' 9[ a oména_ m,:h,alueS
nipulative stance toward nature. Medlcmes .moblel r}r 1\ ues
guarantee that it can not be economicz}lly sustaina ef. E hat s :
uation is a most fertile ground f?r an mtroductlon_ 0 -;:1'16 mar-
ket. Government, for one thing, hI:ldS the cost of pr o]:fl mgdun}:
versal health care prohibitive; and it looks to .the mar etc;m. pr
vatization to relieve its burden. At the same time, JF modern, ::«
creasingly individualistic so_ciet_les, th_e marl;et becmxor!;st ?qut“thz
of giving people greater choice in their medical care. At lez
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ABBA Giuseppe, Quale impostazione per la filosofia morale?
Ricerche di filosofia morale. Roma, LAS, 1996

La bioetica sta vivendo una stagione di particolare notorieta,
anche in ragione del fatto che i mass-media danno quasi ogni
giorno risalto a notizie che rientrano nel novero della disciplina
stessa. E anche i medici, refrattari per certi versi ancor oggi a te-
matiche che non siano propriamente tecniche, cominciano ad
avvicinarsi con curiosita alle problematiche di questa disciplina.
Da quello che si sente e si legge spesso si ha l'impressione che i
problemi siano piuttosto semplici, ma basta poco per rendersi
invece subito conto che, non appena si comincia a considerare
qualche problematica clinica o biologica dal punto di vista della
morale, ecco che la situaziuone diviene complessa. Tanto pili se
non si ha la competenza etica per affrontare i problemi; tanto
piit se non si conosce il fatto che esistono pit bicetiche, e non
una sola: ne esistono tante quante sono le impostaziobni fon-
danti le argomentazioni che si cerca di dare come supporto alle
azioni che vengono mosse dai giudizi, dalle regole, dai principi,
dalle teorie etiche, dalle antropologie, dalie religioni, dalle visio-
ni dell'uome e del mondo, e cost via. Spesso 51 ha l'impressione
di naufragare in una confusione che incoraggia ad indietreggia-
re, oppure a prendere una posizione pitt emotiva che razionale.
La verita & che i medici di questo ventesimo secolo hanno visto
tolti dal loro curriculum formativo gli insegnamenti di filosofia
teoretica e di filosofia pratica, presenti fino allo scorcio del se-
colo scorso. Questo ha comportato una disaffezione da proble-
matiche etiche, che pur essendo state sempre importatnti per Ia
professione medica, sono state relegate in virth della deleteria
pretesa di vedere il medico come scienziato neutrale. Ecco, in-
vece, alla fine del secolo, tornare in auge la necessith oramai in-
dilazionahile per i medici di recuperare un approccio all'nomo
nella sua fotaliti. Questo comporta un ritorno all'approccio ed





