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Thank you and congratulations to everyone working with PHEN: I take a particular joy in being one of its “founders”. To have watched it from a distance over the past 9 years and see PHEN’s success in accomplishing its mission is a most rewarding experience for me. 

I want to begin by acknowledging some of the founders of the bioethics movement in Alberta, before taking a backward glance at bioethics (bioethics: looking back). 

In the Fall of 1991, several faculty members from U. of A. and U. of C. met in Red Deer to consider the Hyndman Commission’s recommendation that there be an ethics program in Alberta. Fearing that it could land in Edmonton or in Calgary, or even Red Deer, we drafted a letter to Health Minister, the Honourable Nancy Betkowski, suggesting that a single joint initiative, initially between the two main ethics centers would make sense. At that point, we did not know how that might be done (and did not have time to figure it all out), but we did ask that the government meet with us as a group or separately, to discuss the possibilities. Lest they forget who they might meet with, we enclosed a picture book with bios titled “Biosketches of Bioethics Personnel at the University of Alberta and the University of Calgary”. We simply stated that these were people who were interested and involved in bioethics. These people, too, deserve recognition on this day: they include – 

From U. of Alberta’s ethics center – Vangie Bergum, John Dossetor, Richard Fraser, Glenn Griener, Gerald Higgens, Janet Kerr, Carl Kjellstand, David Schiff, and Margaret Shone

From the U. of Calgary ethics center – Ellen Burgess, Michael Burgess, Harold Coward, Veronica Dalla-Longa, Elizabeth Flagler, Doug Kinsella, Edna McHutchion, and myself (who in 1991 was ‘in-between” U. of A. and U. of C.). 

Recognition must also be given to the Alberta Government, to Nancy (now Macbeth), to the Hon. Shirley McClellan, and to Cecilia Lord, from Alberta Health, to writers of the Rainbow Report (Ruth Collins Nakai), to Father Tom Dailey from St. Joseph’s Ethics Centre, who worked with John and I on the first phase of the Network’s Development, i.e. the initial proposal submitted in 1993 at the request of Alberta Health.

Other founding board members of PHEN in 1996 – were (from North to South Alberta): Hildegard Campsall, Helen Lantz, Gerald Robertson, Father George Smith, Doug Sawyer, Joe MacGillivray, Doug Kinsella, Mike King, Brad Neubauer, and Jeanne Culligan.

Thanks is due to all these volunteers, and many more who worked behind the scenes for PHEN to become a reality. 

Part II

Our common goal was to create a network between individuals, organizations and associations in Alberta dedicated to moral reasoning. 

We were working in the still young field of health care ethics, borne from medical ethics and bioethics. From its medical ethics origins, there was a focus on moral character and virtue ethics as part of that contribution – this influence remains an important consideration in health ethics today. 

Along with the civil rights movements in the mid-1960s, there was also a focus on patients’ rights, as one way to interpret and discuss ethical relationships in healthcare, since the theoretical development of utilitarian ethics and deontology was too esoteric for general public consumption. 

Ethical principles then took center stage with the release of the Belmont report in the United States. This bioethics focused report recommended that consideration of autonomy, beneficence, non-maleficence (do no harm), and justice could act as the key ethical principles to help us frame our decision-making about problems – our ethical dilemmas.  And we have worked with those principles with good effect for some time. 

But in the past decade, we have also discovered that this is not enough, and cannot represent the wider field of health ethics without the addition of several related ideas.  I will identify four of these newer developments in bioethics now health care ethics. 

First…

1. All ethics situations are not dilemmas. Since ethics is part of every moment of practice, we cannot say we are facing dilemmas every moment. There has been recognition that the vocabulary of health ethics has been too limited and that dilemmas are only part of what health ethics encompasses. Thus, the language of ethics has expanded to include:

Moral or ethical uncertainty

Moral or ethical distress

Moral residue – the accumulation of unaddressed ethical distress

Moral climate 

Moral agency

And many other concepts that provide us with ways to discuss ethics situations without turning all into dilemmas. CNA has done considerable work to disseminate this newer language. Many have found that being able to better describe ethical situations helps them to locate both what they are feeling and what they know. 

2. Ethics is not only about the big decisions to be made in health care, such as decisions about prolonging life or prolonging dying, but it involves all that we do, including which call bell we will answer first and how we will do so. Bioethics has been dominated by the big, troublesome decisions often to the exclusion of consideration of many of the day to day (everyday) considerations of ethics, including respectful care, attention to personal privacy, listening and hearing peoples’ needs and priorities, and involving them in decisions to a greater extent. 

3. Ethics also involves honesty with patients, about how changes in health services will impact upon their care; and board and administrative responsibilities to always consider the human cost of closures, movement of patient populations, etc. Those are big decisions but we often miss the ethics of them because they can be gradual and unobtrusive, until they happen.  In fact, organizational ethics is a major part of health ethics, -- a slowly but steadily developing field.  

4. Finally, there is recognition that ethics should not focus on individualism and individual rights only (one of the product of the rights movement) but should focus on groups of people in communities, and their welfare as well.  The concept of a moral community has come to mean a community in which there is coherence between what a healthcare organization publicly professes to be, i.e. a helping, healing, caring environment that embraces values intrinsic to the practice of healthcare, and what employees, patients and others both witness and participate in (Webster & Baylis, 2000). 

PHEN has clearly recognized this reality in titling this Bioethics Week: Ethical, Healthy Communities and I applaud them for that. I congratulate all the work that has been done over the period of time since the organization began and then everyone involved for having been involved in PHEN. Thank you for having me.
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