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Chapter One Introduction

Personal Choice or Public Health Concern?

An advocate of the mass screening program says, “this is a public health matter: people should not be free to inflict avoidable diseases on their children, especially if we are ever to have an affordable health care system that provides coverage for everyone”. An opponent replies that “genetic services of any kind are strictly a matter of personal choice ―― respect for reproductive freedom requires this”.(2)
・「公衆健康＝衛生」とは何か。それは変容してないか。「予防」は変容してないか。

・「ヘルス・ケア」は何をカバーすべきか。「スクーリニング」「生殖」をカバーすべきか。

・「個人的選択」に任される事柄をどうしてカバーするのか。

・結局「ヘルス・ケア」とは何で、何のためにあるのか。「医事」「医療」「健康」「衛生」、これらを総合するかに見える「予防」。

What are the most important ethical problems to which greatly increased powers of genetic intervention will give rise? Are these new problems? How adequate are the resources of existing ethical theory to cope with them? (5)
・以下、「遺伝的介入」に関して二つのモデルが検討され、三つ目のモデルが採用される。その検討は粗雑に見える。何かが欠落している。

① the public health model

The public health model stresses the production of benefits and the avoidance of harms for groups…….exclusively consequentialist,……what matters is the sum (11)
・健康・病気・障害において「公的」帰結・利得・害悪とは何か。何をどう総計するのか。病人・障害者が一人増えると、「公的」集団にとって何がどう増加・減少するのか。「公衆健康＝衛生」は閉じた制度なのか、システムをなすのか、境界が画定しているのか。

・これらの問いを立てないが故に、このモデルへの次の批判も空疎になる。帰結主義が配分的正義を考慮しない・できないというお決まりの文句でしかない。

as simple and unqualified consequentialist reasoning looks only to the aggregate balance of good over bad, it does not recognize fairness in the distribution of burdens and benefits to be a fundamental value. (11)

・「総計」の例として、幼児死亡率と期待余命以外のものを見たことがあるだろうか。見たことはない。ならば、寿命の総計を減らすことになるから、短命の子どもを産むなという結論しか出せないはずである。しかも、寿命の総計なるものは、決して政策目的として設定されてはいないのだ。

・感染症患者はharmを他に及ぼし、全体のharmを増す。だからということで行なわれることは、当の感染者を隔離＋治療することである。では、どうして当の感染者を（感染症に罹った家畜のように）殺してしまわないのか。全体のharmを減らす最も有効な方法は、（本当は家畜においても）結局のところ治療だからである。いずれにせよ、感染症の場合には、帰結主義は一定の正しさを有する。
・ところで障害・遺伝病は感染しない。しかしブキャナンによれば、「公衆健康＝衛生」モデルは感染症のごとくに扱う（ところがブキャナンも結局はこの見地を採用していくように見える）。

The only difference between the “horizontally transmitted” infectious diseases and “vertically transmitted” genetic diseases, according to this view, was that the potential harm caused by the latter was even greater. So if measures such as quarantine and restriction on travel into disease areas that infringed individual freedom were appropriate responses to the former, then they were even more readily justified to avert the greater potential harm of the latter. This variant of the public health model may be called the vertical epidemic model. Once this point of view is adopted and combined with a simple and unqualified consequentialism, the risks of infringing liberty and of exclusion and discrimination increase dramatically. (12)
②the personal service model
Recoiling from the public health model that dominated the eugenics movement, and especially from the vertical disease metaphor, they(medical genetics and genetic counselors) publicly endorse the view that genetic tests and interventions are simply services offered to individuals ―― goods for private consumption ―― to be accepted or refused as individuals see fit. (12)

・サービスであるなら利用者がその所得から支払うべきである（受益者負担ではなく市場化）。ところが「医療制度」がそのサービスを提供している。いささかもpersonalにはなっていない。

・ここでブキャナンも、お決まりのように、＜欠陥のある子どもを生もうとする個人＞に対して経済的・社会的圧力がかかってその個人の自由・選択が保証されないかもしれないという問題をあげてみせる。しかし、そんなことが問題なのではない。サービスが「公的」に供給されていることに問題がある。

③ a third approach
We try to develop a systematic, defensible moral framework for choices about the use of genetic intervention technologies. Our view steers a course between a public health model in which individuals count only so far as what they do or what is done to them affects the genetic health of “society” and a personal service model in which the choice to use genetic interventions is morally equivalent to the decision to buy goods for private consumption in an ordinary market. (14)

Justice

two main headings (16)

  1) equal opportunity

  2) the morality of inclusion
・正義は制度の原則とされている。つまり遺伝的介入が正義の問題とされるのは、その制度化が前提とされているからである。しかも「医療制度」としての制度化は全く疑われていない。同じことはinclusionの制度化についても言える。

・「ヘルス・ケア」なる制度の正しさは、「機会の平等」に求められる。逆に言えば、機会の平等を（十分に）保障するために、人びとは医療を制度化したということになる。とにかく、今日、そのように信じられている（平等主義的リベラリズム。自然の生まれながらの不平等を前提とすることによって絶えず不平等を再生産する平等主義。平等化不可能な構造的他者を絶えずinclusionしようとするができないことをもって、構造的他者に遺伝的にも介入する平等主義）。

The most direct and compelling implication of this conception of the principle of equal opportunity lies in the domain of just health care. Here we adopt the main lines of Norman Daniel’s theory of just health care, as developed in several books and a number of articles over the past 15 years. The core idea is that a just health care system should strive to remove barriers to opportunity that are due to disease. (“Disease” here is understood as any “adverse departures from normal species functionings”.) (16)
In general, genetic intervention will be an important means of achieving equal opportunity, at least through its use to cure or prevent disease. (16)

・機会平等を保障するということで、病気ではない障害に介入することについて。

A deeper and more perplexing question is whether equal opportunity may require or permit genetic interventions for the sake of preventing natural inequalities that do not constitute disease. On the account we endorse, health care does not include everything of benefit that biomedical science can deliver. Health care, so far as it is a concern of justice, has to do only with the treatment and prevention of disease. However, we argue that some versions of the level playing field conception extend the requirements of equal opportunity, at least in principle, to interventions to counteract natural inequalities that do not constitute diseases. (17)
・平等の理念、機会の平等の理念の下に、factors that are wholly beyond their control, bad luck in the “natural lottery”への（人道的・遺伝的）介入が正当化される。それは正義の行ないになる。＜自由、平等、博愛、ブキャナン！＞。

・次のロールズ批判は重要。

We will also see, however, that there are other interpretations of the level playing field conception that stop short of the conclusion that equal opportunity generally requires interventions to prevent natural disadvantages beyond the realm of disease. One such interpretation, which we believe to be Rawls’s, does not hold that all undeserved disadvantages as such, including less desirable genetic endowments, require redress as a matter of justice. Instead, this understanding of equal opportunity only asserts that it is unjust to structure social institutions so as to base persons’ entitlements to goods on their possession of natural advantages. According to this view, equal opportunity would not require intervention prevent any and all instances in which an individual would have less desirable genetic endowments. Natural inequalities as such would not problematic from the standpoint of justice. (17-18)
・こうしてブキャナンはgenetic equality(18)を理念とする。遺伝的均質！？

The Morality of Inclusion

　Theories of justice generally begin with the assumption that the most fundamental problem is how to distribute fairly the burdens and benefits of a society ―― understood as a single, cooperative framework in which all members are active and effective participants. This way of formulating the issue of justice overlooks two vital points: first, that increasingly human beings can exert some control over the character of the basic cooperative framework within which the most fundamental questions of fair distribution arise; and second, that the character of the most basic cooperative framework in a society will determine who is and who is not “disabled”. In other words, what the most basic institutions for production and exchange are like will determine the capacities an individual must have in order to be an effective participant in social cooperation.
 But if the choice of a framework of cooperation has profound implications foe whether some people will be able to participate effectively, there is a priori question of justice: What is required for fairness in the choice of a society’s most basic and comprehensive cooperative scheme? Attempting to answer this question stimulates us to gain a deeper understanding of the very nature of disability. (20)

・にもかかわらず、どうして参加・協働・協同のフレーム、最も基礎的なスキームを変えるのではなく、あるいは、それが何であるかを探究するのではなく、人間を変えることにするのか。

 We then argue that there is an important but often ignored obligation to choose a dominant cooperative framework that is inclusive ―― that minimizes exclusion from participation on account of genetic impairments. If obligations of inclusion are to be taken seriously, they too impose significant restrictions on the personal choice model for the ethics of genetic interventions. (20-21)

・ここまでがイントロダクション。以下は拾う。

・どこからのexclusionなのか。あげられるのはinsuranceとemployment (27)。保険制度と雇用制度はそのままにして、機会平等を保障する。そのための人道的な介入。
・遺伝子スクリーニングを認められるvery seriousな事例としてthe gene for achondroplasia（軟骨発育[形成]不全（症））があげられる(47)。障害者運動もそれを認めているとされている。single copyだとhealthy dwarfが生まれるが、combinationだとdreadfulになるというので、dwarfのカップルが求めている云々。
Cf. Ricker, Ruth E. (1995) “Do We Really Want This? Little People of America Inc., Comes to Terms with Genetic Testing”, Position Paper, Little People of America Inc.

　このようなsevere disabilitiesに関しては、preventionはpermissibleであるふだけではなくobligatory for parentsである(47-48)。

・ロールズは明らかに優生思想。（引用頁無しでA Theory of Justice(1971)から本書に引かれている）。
“It is in the interest of each to have greater natural assets. This enables him to pursue a preferred plan to life……[thus] the parties want to insure for their descendents the best genetic endowment (assuming their own to be fixed). The pursuit of reasonable policies in this regard is something that earlier generations owe to later ones, this being a question that arises between generations.”
・ブキャナンは、wealthを配分できるようにgenesを配分できるとしたらどうかと問いを立てる。But what if we could distribute genes as readily as we can (but rarely do) distribute wealth? (59)。幾重にも間違った問いであろう。Vs ノマド的配分。
・including the distribution of natural assets in the domain of justice (63)

・一時的病気と生来の障害に対して、通常の正義論は二重基準。一方では、働けない・参加できないdisabilityは、wealthの配分先に包括する。他方では、治せる病気は、治療・サービスの配分先に包括する。両者に作動している正義基準は異なる。また、治せる／治せないの区分も交錯している。ブキャナンは、ある種の悪意でもって、後者の方式で前者も扱うべきだとする。両者に共通する正義（機会平等）というわけである。これに対し、両者に共通する別の正義原理を考えること。

・enhancemenntをcoverすべきであるとされる。
・ヘルスケアの目的・理念に関して、本書は揺れているように見える。political, social, and economic life (122)への参加保障とされるが、the normal function modelを採る(126sq)。
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Norman Daniels, Just Health Care (Cambridge U. P. 1985)

・ヘルスケアはいかなる社会的財＝善か。その配分の原理は。

About eight years ago, I first became interested in the literature on medical ethics, I was struck by the relative absence of philosophical work on the distribution of health care. The more dramatic topics of abortion, euthanasia, and organ transplantation seemed to hog the philosophical stage, and with few exceptions, and an occasional comment on ‘rights to health care’, no one analyzed what kind of social good health care is or investigated the principles that should govern its distribution. (x)

applied philosophy (xi)

Medical ethics, a child of the 1970s, has thrived on the exotic. It has fed on new life-and-death dramas. (1)

・（ヘルスケアへの）権利に先行すべき（配分的）正義論
My working assumption in this essay is that the appeal to a right to health care is not an appropriate starting point for an inquiry into just health care. Rights are not moral fruits that spring up from bare earth, fully ripened, without cultivation. Rather, we are justified in claiming a right to health care only if it can be harvested from an acceptable, general theory of distributive justice, or, more particularly, from a theory of justice for health care. Such a theory would tell us which kinds of right claims are legitimately viewed as rights. It would also help us specify the scope and limits of justified right claims. (5)
・正義論／財＝善論

In order to apply such general theories to health care, we need to know what kind of a social good health care is. We need to know what its functions and effects are and why we might think these make it differ in moral importance from other things which improve our quality of life in various ways. An analysis of this problem cannot be provided by appeal to the theories of justice themselves. (10)

・ニーズ／選好、ニーズ←機会、ドゥオーキン批判（所得配分／ヘルスケア配分）
food, clothing, shelter, health careなどは諸選好の一つではない。

……we will have to analyze the notion of health-care needs and to distinguish needs from mere preferences. We shall explain the moral importance of these needs by noting their effects on opportunity. (11)
What explains this special importance or urgency we attribute to health care? Why should preferences for health care be treated differently from other kinds of preferences? Is there a function or effect of health care which explains the importance we attribute to it? Can we explain our belief that some kinds of health care are more important than others? (17)

So, to know whether income shares are fair, we must know that they can buy reasonable coverage. But to know what coverage is reasonable, we need to know what health-care needs it is prudent to insure against. Thus we must talk about health-care needs after all! We cannot reduce the problem of just health care distribution to the problem of just income distribution, for the latter presupposes income adequate to meet reasonable needs. (21)

・ニーズ、種の標準機能、機会（機会の物象化・物神崇拝。機会が開くのは行動の選好というより、人生の選好。人生プラン、人生の善。人生全体のコントロールへ）。
Our hypothesis, then, is that the needs which interest us are necessary to achieve or maintain species-typical normal functioning. (26)

this basic fact: impairments of normal species functioning reduce the range of opportunity open to the individual in which he may construct his ‘plan of life’ or ‘conception of the good’. (27)

So the kinds of needs picked out by reference to normal species functioning are objectively important because they meet this fundamental interest persons have in maintaining a normal range of opportunities. (28)

・ロールズ批判（ロールズは＜排除＞に自覚的。ノーマルな人びとの疚しき良心を癒す理論構成。）

In effect, there is no distributive theory for health care because no one is sick! (43)
……the theory is idealized to apply to individuals who are ‘normal, active, and fully cooperating members of society over the course of a complete life’. (Rawls (1982) ‘Social unity and the primary goods’, in A. K. Sen and B. Williams (eds) Utilitarianism and Beyond, p.168)

K. Arrow (1973) “Some ordinalist-utilitarian notes on Rawls’ theory of justice”, JP 70-9.

Kenneth Arrow has suggested two problems follow from merely adding health care to the list of primary goods. First, the force of Rawls’s Second Principle of justice, which requires inequalities to work to the advantage of the worst-off (representative) individuals, would be to drain excessive resources into the satisfaction of the special needs of persons with extreme health-care needs, perhaps to the point where the rest of society is reduced to poverty. Second, adding health care to the construction of the index, and allowing its trade-off against income and wealth, would force Rawls into the interpersonal comparisons of utility he had hoped his index would avoid. (44-45)
・ヘルスケアは基礎的制度。教育制度。

The most promising strategy for extending Rawls’s theory simply includes health-care institutions and policies among the basic institutions involved in providing for fair equality of opportunity. (45)

The approach taken here allows us to draw some interesting parallels between education and health care, for both are strategically important contributions to fair equality of opportunity. (46)

・機会が無意味となる場合。

terminal care and care for the seriously mentally and physically disabled.(=the forth level)

It is only where there is no chance of protecting opportunity, as in the forth level, where we are concerned with the seriously, permanently disabled, that we may be beyond measures that justice requires. Here principles of beneficence may be a more important guide to our obligations. (48)

Lesley A. Jacobs, Pursuing Equal Opportunities: The Theory and Practice of Egalitarian Justice (Cambridge U. P. 2004)

Chapter 3 Equal Opportunity without Natural Inequalities

・ロールズ批判
Rawlsian objection to equality of opportunity

John Rawls, A Theory of Justice pp.73-74. 106-107

“Equality of opportunity means an equal chance to leave the less fortunate behind in the personal quest for influence and social position……intuitively it still appears defective. For one thing, even if it works to perfection in eliminating the influence of social contingencies, it still permits the distribution of wealth and income to be determined by the natural distribution of abilities and talents. Within the limits allowed by the background arrangements, distributive shares are decided by the outcome of natural lottery; and this outcome is arbitrary from a moral perspective. There is no more reason to permit the distribution of income and wealth to be settled by the distribution of natural assets than by historical and social fortune.”
The principal problem with the Rawlsian objection to equality of opportunity is, I shall show, its reliance on the primary assumption that there exist natural inequalities in talents, skills, and other sorts of natural endowments. The main thesis of this chapter, which I build upon in subsequent chapters, is that the belief in natural inequalities, or what Rawls sometimes calls “inequalities in natural endowments”, is a myth. And when that belief is shown to be a myth, the Rawlsian objection of equality of opportunity collapses because, in effect, equality of opportunity cannot be accused of magnifying or building upon natural inequalities since there is no such thing. All inequalities properly understood are social, and it is incumbent on a theory of egalitarian justice to recognize this fact. There is nothing new about the rejection of the idea of natural inequalities. More than 200 years ago, Jean Jacques Rousseau observed in elegant prose, “Inequalities among men [sic] which are regarded as natural are actually the work of habit and the various ways of life that men adopt in society”. What is surprising, from my perspective, is that in response to the Rawlsian objection, egalitarian defenders of the concept of opportunity haven’t pointed this out. (50)
The view that there is a natural lottery does not by itself amount to the assumption of natural inequalities. Indeed, the natural lottery idea is really mere confirmation that there is incredible natural diversity among persons. The fact of ‘natural inequality’ for Rawls, or what he sometimes calls “inequalities of natural endowment” also relies on a theory about the production of social wealth. Natural inequality in Rawls involves the claim that those individuals with certain talents and skills such as high intelligence distributed in the natural lottery are by their very nature more valuable in the production of social wealth than those with other less useful endowments. (51-52)
(a deaf lesbian couple planning to have children, two deaf children: The Washington Post  march 31 2002)

・ロールズ、ドゥオーキンと『ベル・カーブ』

Richard J. Herrnstein and Charles Murray, The Bell Curve: Intelligence and Class Structure in American Life (1994/1996)

For anyone familiar with the dominant strands of thinking about social justice among contemporary political philosophers, the concessions Herrnstein and Murray makes to egalitarian liberals such as Rawls should be striking. (63)
Ronald Dworkin, A Matter of Principle, p.207

a liberal “theory of economic justice……requires that people not have different amounts of wealth just because they have different inherent capacities to produce what others want, or are differently favored by chance”.

In a surprisingly similar vein, Herrnstein and Murray state “To be intellectually gifted is indeed a gift. Nobody deserves it. The monetary and social rewards that accrue to being intellectually gifted are growing all the time, for reasons that are easily condemned as being unfair”. (The Bell Curve, p.442)
 The principal difference, then between Rawls, on the one hand, and Herrnstein and Murray, on the other, does not turn on whether the distribution of intelligence or other natural endowments is morally arbitrary but how in particular the economic benefits of that distribution should be distributed. (64)

 Murray, in his 1996 Afterword to The Bell Curve, explicitly states his intellectual debt to Rawls, and that The Bell Curve should be read as a reaction to Rawls.

“When we began work on the book, both of us assumed that it would provide evidence that would be more welcome to the political left than to the political right, via this logic: If intelligence is conferred on a person through a combination of genetic and environmental factors over which that person has no control (as we argue in the book), the most obvious political implication is that we need a Rawlsian egalitarian state, compensating the less advantaged for the unfair allocation of intellectual gifts. Neither of us thought that the most obvious implication was the right one……But we recognaize the burden on us to make the case”. (The Bell Curve, p.554)

In its structure, however, Rawls’s assumption about the distribution of natural endowments ―― in his words, “assuming that there is a distribution of natural assets ―― is similar to Herrnstein and Murray’ s views about the distribution of IQ. (70)

・自然不平等はないとするとしても、正義のscopeとdomainに関して、特定の立場にコミットすることにはならない。

Chap 6 Justifying Workfare

・ベーシック・インカム批判

If, however, the analysis of the double advantage of having a job ―― the income and the other job assets ―― is persuasive, no matter how high the level of welfare payments is set, there is no way to redress for the unemployed not enjoying these other assets. Moreover, more radical reforms to welfare such as adding pension benefits won’t address the more subjective benefits of having a job. This is a serious problem for proponents of a basic income such as Van Parijs. While I concur with him about the diagnosis of long-term unemployment, a basic or guaranteed income is not the appropriate remedy. (164)
Katherine S. Newman, No Shame in My Game: The Working Poor in the Inner City (Russell Sage Foundations / Kuopf, 1999)

Katherine Newman, in a detailed anthropological study of young people working at fast food restaurants in Harlem, found even there precisely the sorts of working ―― social networking, enhanced self-esteem, self-discipline ―― that I suggest workfare may offer. The point is that simple cash transfers through, say, an unconditional basic income scheme will not provide those benefits. (164-165)

The common ground we share is that work is really important to the lives of individuals in our society; this may be a contingent feature of our society, but it is nevertheless an undeniable one. To be excluded in our society from work is therefore unfair, even if excluded individuals are given cash payments that approach what they would have earned holding a job. (165-166)

Workfare, like the disability rights movement, is radical because it proposes to take seriously the right to the unemployed to employment. (166)
Chapter 7 Universal Access to Health Care

・機会平等の理念が不適切な例。ヘルスケア。

I have insisted that equality of opportunity is an egalitarian ideal applicable only when there should be a competition for resources. It follows that that concept is silent in cases where competition for resources is inappropriate. ……The example I shall use to illustrate the limitations of equal opportunities as a regulative ideal is health care. (169)
・普遍的アクセスの意義。
It is my view that whatever might be the fair way to allocate scarce health care resources, competition is an inappropriate device for that allocation. In other words, individuals should not be treated as competitors for health care. Health care should not be regarded as a prize. (170)

a principled basis for identifying which, if any, of society’s goods and resources should be immune from allocation through the market. (170)

The concerns about health care and social justice are not principally about the use of markets. They revolve instead around access to health care. Markets constitute part of the debate but they are not at its center. (172)

Neither the successes nor the failures of the American health care system seem easily attributable to the reliance on markets. (173)

It is not possible to resolve these issues (to what, for whom) about universal access without exposing the deeper normative principle upon which that level of access is based. What underlies universal access to health care? What justifies making health care accessible to everyone? Perhaps the most familiar answer is that access to health care should not be based on ability to pay. This answer is in effect the one that unifies the views of Williams, Walzer, and Radin noted earlier. And since markets for goods are often structured on ability to pay, the markets for health care each rejects makes sense in that light [sic]. Their point, it seems, is that an individual should have access to health care, regardless of his or her socio-economic class, no matter whether the individual is rich or poor. Whatever its intuitive appeal, however, marginalizing ability to pay seems incapable of explaining universal access. (174-175)
My suggestion instead is that at its base, universal access to health care reflects the belief that individuals should not be in competition with each other for health care. What universal access to health care does is deny that health care is a prize for winners. Since everyone has access, nobody can be said to be a loser. By relying on the use of in-kind health care benefits that cannot be traded for cash or other goods, a scheme of universal access does not allow individual citizens to compete against each other for health care services and products. (175)

(n.13) In this chapter, I do not explain the normative foundations of universal access to health care; that is the topic of a different book. See my forthcoming book, Canadian Health Care (U. of British Columbia Press). My task here is merely to show that competitive models of equal opportunities cannot provide these foundations. (175)

・＜平等＞は普遍的アクセスの基礎にならない。

The position I am taking may appear especially surprising because it is widely assumed that the commitment to universal access to health care rests on egalitarian foundations…….I shall argue here that these attempts fail and that the common belief that universal access rests on egalitarian foundations is mistaken. (176-177)

Broadly speaking, it is possible to distinguish two basic strategies that egalitarians have used to defend universal access to health care. The first strategy (which I shall refer to as the comprehensive strategy) argues that distributional equality requires that each individual command an equal share of the resources in society, and included in that share is access to some minimal standard of health care…….The second strategy (the restricted egalitarian strategy) is not predicated on a general theory of distributional equality. It maintains instead that universal access to health care can be justified in a more restricted fashion on the grounds that it is necessary for equality of opportunity. (177-178)
(n.16) a third type of egalitarian strategy, one that appeals to some sort of Pareto principle. Allan Gibbard, “Health Care and the Prospective Pareto Principle”, Ethics 94 (1984): 261-282 

・ダニエルズ批判

Norman Daniels two fundamental ideas

The first is a biomedical model of health that identifies disease and illness as deviations from what he terms “species-typical normal functioning”. The other idea is the “normal opportunity range”. (197)

Norman Daniels, Justice and Justification (Cambridge U. P. 1996) pp.214-215

“Normal species functioning provides us with one clear parameter affecting the share of the normal range open to a given individual. It is this parameter which the distribution of health care affects. The share of the normal range open to an individual is also determined in a fundamental way by his talents and skills. Fair equality of opportunity does not require that opportunity be equal for all persons. It requires only that it be equal for persons with similar skills and talents…….What is important here, however, is that impairment of normal functioning through disease and disability restricts an individual’s opportunity relative to that position of the normal range his skills and talents would have made available to him were he healthy……restoring normal functioning through health care……lets him enjoy that portion of the range to which his full array of talents and skills would give him access.”
(The added problem for Daniels is that in terms of needs, education and health care seem no more urgent than things such as food and clothing. But food and clothing are clear examples where an egalitarian policy aims at guaranteeing affordability for all, rather than universal access. Why is having universal access to health care and education justified but not food and clothing? Health care and educational needs are, according to Daniels, distributed unequally among persons; some people have much greater needs than others. Someone with breast cancer, for instance, has much greater health care needs than someone suffering from a simple cold…….(198))

Mark J. Hanson and Daniel Callahan (ed) The Goals of Medicine (Georgetown U. P. 1999)

・「伝統的な医療目標」は「疾病の診断と治療および健康の維持」と捉えられ、この「慣習的定義では医療の豊かさを掴めない」とされる(4)。さらに、近年の諸問題は、伝統的な目標を疑わしめるものだとされる。以下のように述べ立てられる。

① One traditional goal has been the saving and extending of life. But what does that goal mean when machines can sustain the bodies of those who would, in earlier times, simply have died? How far should medicine go to extend faltering individual life? Quite apart from the saving of individual lives, genetic research holds out the possibility of significantly increasing average life expectancy. Is this an appropriate goal for medicine? Will it be a good development for society? Is medicine necessarily the enemy of aging and death?

② Another goal has been the promotion and maintenance of health. But what does that mean in an era in which, at great expense, health can be pursued for babies weighting less than 500 grams or in those who have reached the age of 100? Should disease and illness never be accepted? Should “health” have different meanings at different stages in life? Should there be greater emphasis on averting disease in the first place rather than seeking to respond after it arises? Genetic research is developing more sophisticated forms of predictive medicine, but what will it mean for people to know in childhood the likelihood of their developing later-onset heart disease or Alzheimer’s?
③ A third traditional goal has been the relief of pain and suffering. Does this mean, as some would argue, that euthanasia and physician-assisted suicide should now become an accepted part of medicine? Should medicine consider within its scope the anxieties of daily living, the existential and psychological and spiritual problems that people face in making ordinary sense of life, and try to meet them with pharmacological or other medical remedies? Should medicine encompass issues of social violence, environmental hazards, and other aspects of life which, even if they do not originate in disease as classically understood, nonetheless have clearly harmful health consequences? (4-5)
What is the legitimate territory of medicine ―― and where is the boundary of legitimate medicalization? (5)

Timothy E. Quill and Margaret P. Battin (ed), Physician-Assisted Dying: The Case for Care & Patient Choice (The Johns Hopkins U. P. 2004)
Linda Ganzini, “The Oregon Experience”
The Oregon Death with Dignity Act 1997

The Death with Dignity Act, as enacted, allows a treating physician to prescribe a lethal dosage of medication for the purposes of self-administration to a patient who is over eighteen years of age, a resident of Oregon, capable (that is, has decision-making capacity), and diagnosed with a terminal illness (with an estimated life expectancy of less than six months). (165)

Barbiturates: the only medically prescribed substances that could reliably cause a safe and peaceful death (166)

In the six years since the Death with Dignity Act enacted, 171 patients have died by lethal prescription in Oregon, representing approximately one in one thousand deaths in the state. (167)
1998-2003

Disease

  Malignancy                 135

  Amyotrophic lateral sclerosis  13

  Other                        23

Reported end-of-life concern

  Loss of autonomy                                  145

  Diminished ability to engage in enjoyable activities   138

  Loss of dignity                                      31

  Loss of control of body functions                      97

  Burden on family or others                           60

  Fear of inadequate pain control                       37

  Financial concerns                                    4

Median age in years   70
       www.dhs.state.or.us/publichealth/chs/pas.
Physical symptoms are modestly important in motivating requests for assisted suicide. The Oregon Department of Human Services reports that inadequate pain control was an important reason in patients’ decisions to seek physician-assisted suicide in 22 percent of the 171 deaths to date. Physicians surveyed report that among requesting patients, pain or fear of worsening pain was an important consideration for 43 percent, fatigue for 31 percent, and dyspnea for 27 percent. Hospice nurses report that 15 percent of patients who received lethal prescriptions had more pain than other hospice patients and 42 percent had less. This suggest that when pain is an important factor in the request, it is not the absolute level of pain but,……the meanings of the pain and the prospect of worsening pain that is of concern. Whether better symptom management would lead patients to retract their requests for aid in dying is not known. My clinical assessments suggest that many patients appear to find further symptom treatment problematic if it results in cognitive dysfunction, challenges their sense of being in control in some way, or results in greater dependence on others. (175-176)
Oregon Department of Human Services, Physician-Assisted Suicide

  www.ohd. hr.st.or.us/chs/pas
Centers for Ethics in Health Care, Oregon Health and Science University

  www.ohsu.edu/ethcs/guide/
Anne-Marie Barry & Chris Yuill, Understanding Health: A Sociological Introduction (Sage 2002)

３ 医療は人間の生命をコントロール・レギュレイトしている。
　①iatrogenic effects  cf. I. Illich

　②医療はmoral exercise。ノーマリティを定義し、逸脱を罰し、社会秩序を維持する。

　　この文脈で、1)ヒステリー

　　　　　　　　2)公衆健康＝衛生

　　　　　　　　　・at-riskカテゴリーで殆どの人間を把捉。

　　　　　　　　　・個人の身体の規制とコントロール

　　　　　　　　　・社会体＝社会身体の規制

　　　　　　　　　・病理／正常の区分を行動面にもセット。

パーソンズの病人役割（Turner(1994)Medical Power and Social Knowledge (Sage)）から。

1. legitimises withdrawal from a range of ‘normal’ obligations, such as paid work.

2. a person cannot get well without the intervention of a medical professional.

3. people have a social obligation to get well as soon as possible. this is the only basis upon which legitimate access to the ‘sick role’ is granted.
4. the doctor/patient relationship is characterized by neutrality.

5. in return for compliance with the ‘sick role’, the patient is provided with medical care.

6. doctors have the right to diagnose, examine and treat patients
４ 医療の支配に抗する。Challenging medical dominance.

　①女性の身体への支配・介入に対するフェミニストの批判

　②alternative or complementary therapies  ex) homeopathy, acupuncture
　③障害の社会モデル

②について。生物医学／オルタナティヴ医療

生物医学の限界。・ある状態をキュアできない。・病気の原因を軽視し、症候にだけ目を向ける。・副作用がある。・時に余りに侵襲的。
オルタナティヴの「利点」。・病気の原因を、個人のライフスタイルに求める。・患者と治療者の平等な関係。・ハイテク医療の代替に。・人全体を扱う。・個人にその健康により大きな責任をとらせる。・自己決定、自己選択の尊重。・生物医学の文化支配への抵抗。・財やサービスを購入することで身体をメンテナンスする潮流に一致。・個人の努力で健康に、病気は個人の責任に。・身体のappearanceとperformanceに拘泥する文化(diets, fitness, cosmetic surgeryの一部。

７ 身体の社会学

・body politics 身体の有り様には社会的政治的身分が賦与される。（そんな身体を越える）。

・demographic change エイジングの主題化・問題化。

・the prevalence of chronic illness 慢性病はアイデンティティとライフスタイルを変える。
・consumerism 身体の外見・姿形・パーフォマンス。

・technological changes 身体＋技術。自然身体の消滅。

・the body as an expression of our identity diet, exercise, lifestyles.

Jacqueline Hart, “Healthy Beliefs: Wellness in Action at Company X”, in Carla M. Messikomer et al. (eds) Essay in Honor of Renee C. Fox: Society Medicine (Transaction 2003)
Time (2 december 1996) “The Good News: Chalk up another point for healthy living. Half of fatal cancers are linked to diet, smoking and lack of exercise ―― all factors that individuals can control.”
よい健康は選択の対象。続く議論は＜選択できるのに選択しなければ責任を。他に迷惑をかけず、共同資産を無駄にしないために云々＞。Hartはこう「批判」する。

The belief that we have free and unfettered choice over health behaviors and health, obscures the socio-political limits on choice, and negates the socioeconomic dimensions of health and illness. (38)

社会的政治的次元が「純粋な」自由選択を常に汚染しているというわけだ。ところが、社会的政治的「選択」を「真に」行なえば健康を獲得できるかのようなのだ。しかし、選択の「汚染」と選択の「失敗」を社会が見込んでいるとしたらどうなるのか。いずれにせよgene-talkはこの動向を加速する。
The wellness ethic ・予防の強調。・リスク要因（肥満、座り詰め、ストレス、喫煙、高コレステロール、高血圧）をライフスタイルと健康行動によってコントロール。これは個人にも社会にも有益である云々。Hartはこう「批判」する。

social stratification, disparitiesを無視している(24)。これに対して「真の」健康の社会構築を。

This ideology precludes any real possibility for conceiving of health in a truly psychosocial way that better addresses the complex ways in which social and individual factors interact to create health. (24)

＜愚かなために排除されかけている者＞に＜賢く健康な社会学者＞が慈悲を垂れる構図。

健康と病気の個人化＝私人化は心理化・道徳化に。これは健康と病気の原因を＜外部＞に求めないこと。これに対する批判は、＜外部＞として＜社会＞しかあげられない。＜外部＞としては運命の次元がある。この文脈では遺伝的決定論が批判力を有することに留意。
社会学者たちにとって、健康と病気は社会的に配分されていなければならない。だからこそ遺伝的決定論、というより遺伝子のノマド的配分（運命的な偶然性）を拒絶し否認することになる。

Bryan S. Turner, Medical Power and Social Knowledge (second edition), (Sage 1995)
病気は社会的に構築されている。だから社会学は患者に役立つ。

Ultimately sociology can better serve the practical problems and needs of patients by formulating sociological rather than medical questions. (2)

健康と病気は社会的に配分されている。（だから遺伝的決定論、遺伝子のノマド的配分（運命的な偶然性）を拒絶し否認する）。

the social distribution of health and illness (2)

病因に社会的・心理的なものがあるのは当然と見なされる。

it is now commonplace to recognize that social and psychological factors are crucial in the aetiology (causation) of illness. (2)

医療社会学の基本的立場

The basic position in the sociological approach to illness and disease is that being sick is fundamentally a social state of affairs rather than being a narrowly defined biochemical malfunction of organism. Sociology is concerned to explain the social causes of sickness, the character of sickness as a social role and the human response to sickness in terms of feeling, language and social action. (37)
この文脈で扁桃腺摘出(tonsillectomy)の歴史的事例（1000人の学童検査後、610人摘出。残りの学童を別の医者が診断後、174人摘出。以下同様）を挙げているが話が違う。あるいは、その類の話に絞るわけでもない。

Bakwin (1945) “Pseudocia Pediatricia”, New England Journal of Medicine, 232: 691-7

医者-患者関係

二者関係と見なし、ハーバーマスを援用して、現状はa form of distorted communicationであるとする。そして病気・肉体をめぐる対話においてもrestraintsとdistortionsを除去しようとする。
In Habermas’s model of communication, the production and development of true critical knowledge can only take place in situations of democratic dialogue and open communication. For example, the participants must be free to engage in unrestrained and unregulated debate which is in principle unlimited. (49)
ハーバーマスは精神心理療法の理想モデルを考えていたわけだが、それが肉体の病についても適用される。それがthe sick roleのdemocratization(50)というのだ。

しかも近年の患者はlong-term chronic illnessを経験しているから、急性病のケースとは違って、この民主化モデルが適用できるとする。たぶん末期や不治も民主化されるのだろう。

医者の専門家性

デュルケームの伝統はこう総括される。

The liberal professions represented the institutionalization of altruistic values, since the professions were, within the social division of labour, officially committed to various forms of personal service and community welfare; their social role was meant to embody a disinterested commitment to community values. (129)
これは理想的イメージに過ぎぬとして片付けられる。資格の独占に由来する物質的かつ象徴的利益が強調される。その上で、医者の専門家支配は、別の従属的労働者（看護者、技術者）に対するものとされる。医療の分業体制の中における支配・披支配関係が、国家資格賦与によって追認されている云々。一応これは階層分析とされる。このような医者の専門家権力性を踏まえて、医者-患者関係はこう記述される。専門家の＜知識＞は、専門家の＜権威＞を作り、患者との社会的距離を作る。患者は専門知から排除されているから。専門家の特権の基礎は科学的ディシプリンに存する。全体として、medical dominanceをother occupationsに対するものと見ている(138-9)。ただしこう付け加えられている。
The growth of medical dominance in the first half the twentieth century was associated with urbanization, the development of health insurance, improvements in medicine and the expansion of the hospital as the site of scientific medicine. (152)

ここで列挙されている「現象」が医療支配の本体であろう。

病院
（社会的には病気を治す場所とは単純に言えない。そこで、ウェーバーの官僚制概念、フーコーのパノプティコン概念が導入されてきた。病院は患者を生産する工場だろう。ここを押さえないと、官僚制が患者の利益を損なうという批判しか出てこない。フーコーは身体能力の増強と言ったが、患者に相応しい身体能力が増強されている）。ターナーは、病院が産業の一環であることは掴まえている。特に60年代から70年代にかけての病院数増加に着目。病院はlabour-intensive industry (163)である。またthe service classの増加(175)。
Faith T. Fitzgerald, “The Tyranny of Health”, The New England Journal of Medicine July 21 1994

Why do we make a distinction between socially unacceptable and socially acceptable lifestyles, even though both may lead to disease and dysfunction? We excoriate the smoker but congratulate the skier. Yet both skiing and smoking may lead to injury, may be costly, and are clearly risky. We have created a new medical specialty to take care of sports injuries, an acknowledgement of the hazardous sequelae. (197)
（病気の基本的問いはWhy me?だろう。personal and moral responsibilityはそれに答えを与えることに注意）。

David A. Rier, “The missing voice of the critically ill: a medical sociologist’s first-person account”, Sociology of Health and Illness 22-1 (2000): 68-93

医療社会学はパーソンズの病人役割論の批判から始めるのが通例。そして（慢性病や末期を念頭に置きつつ）the patient’s ability to challenge, negotiate, collaborate with, or circumvent the physicianが強調される。ここにfeminismとconsumerismが寄与。この類の批判は「医療社会学の家内産業」となった。こうして慢性病において、・治療決定における協力、・a patient empowerment ideology、・full disclosure of information and participation in clinical decision-makingが強調される。ここで医療社会学は生命倫理学と合流する。パーソンズはacute illnessしか考えてはいなかった。
John P. Bunker, Medicine Matters After All (Nuffield Press 2001)
It is true that education, income, and occupation are strongly associated with health, but, except for occupation, they are not independent determinants; they may, indeed, be proxies for other determinants yet to be identified, and we have only the vaguest idea of the mechanism by which they may affect health. Education, housing, and employment are all highly important goods in their own right, of course, with urgent and valid needs. Let us not, however, imagine that enough is known about their effect on health to divert resources to them for that reason alone. (280)

Vincent Navarro, Medicine Under Capitalism (Prodist 1976)
Reflecting the bourgeois bias of the medical research establishment for example, much priority is given to the assumedly individual causation of disease. One instance, among others, is that most research on heart disease ―― one of the main killers in society ―― has focused on diet, exercise, and genetic inheritance. On the study of these etiologies, millions of pounds, dollars, marks, and francs have been spent. However, in a fifteen-year study of aging, cited in a most interesting report prepared by a special task force to the Secretary of Health, Education, and Welfare in the US, it was found that the most important predictor of longevity was work satisfaction. (271)

Anita Silvers, “Formal Justice”, 

Anita Silvers, David Wasserman, and Mary B. Mahowald, Disability, Difference, Discrimination: Perspective on Justice in Bioethics and Public Policy (Rowman & Littlefield 1998)

John Rawls “A person is someone who can be a citizen, that is, a fully cooperating member of society over a complete life……for our purposes……I leave aside permanent physical disabilities……so severe as to prevent persons from being normal and fully cooperating members of society in the usual sense.” “Justice as Fairness: Political Not Metaphysical”, Philosophy and Public Affairs 14 (1985): 233

If equality should e conferred upon people with disabilities, in what does their equality consist? (14)

There are three familiar social strategies for addressing the dysfunction associated with disability:

1. We provide medical treatment and rehabilitation that restores people’s functionality.

2. We manufacture adaptive equipment such as talking computers and power wheelchairs that assist people’s functionality.

3. We alter the environment to make it more functional for people who cannot see, hear, walk, or execute other familiar performances. (16)
分配的正義を持ち出すと幾つかの不快な決定をしなければならなくなる。通常の人より多くのものを割り当てることの正当化が必要になるように見える。分配を受けるべき人、必要ない人などを選り分けることになる。慈善は必要と思いながら慈善であってはならないと思いつつ、疑念を隠蔽する。分配的正義には疑念がある。
In the course of developing an account of justice for people with disabilities, I will argue that attempts to equalize individuals with disabilities by distributing extraordinary resources to them in virtue of their impairments are self-defeating. I will show these policies to be so contingently in that the distributive schemes devised to implement them isolate rather than integrate their putative beneficiaries. I will show they are so systematically because the inherent elasticity of eligibility criteria for the benefits provided by such schemes invites insupportable expansions of the class of beneficiaries. And I will show that they are so conceptually because to explain why policies allocating special benefits to the disabled are justified inescapably is to cast them as exceptionally needy and thereby as being in deficit compared with other people. (34)
分配はむしろ修復的正義である。

For these reasons I do not agree that treating people with disabilities justly consists in extraordinary distributions made in virtue of disability. However, it is important not to confuse the type of policy I reject with another very different and important policy, namely, the commitment of resources to correct the disadvantaging outcomes of exclusionary past practice. It is appropriate ―― indeed, it is requisite ―― to allocate exceptional resources to rectify the lingering results of the biased past. (35)
rectificatory justice (139)

Leon Kass, “Implications of the Human Right to Life”, Ronald Munson (ed), Intervention and Reflection (Wadsworth 1983)
We know that persons afflicted with certain diseases will never be capable of living the full life of a human being……so a child or fetus with……Down’s syndrome, will never be truly human……There is no reason to keep them alive. This standard, I would suggest, is the one which most physicians and genetic counselors appeal to in their hearts, no matter what they say or do…..Why else would they have developed genetic counseling? (400)

Jonathan Simon, “The Ideological Effects of Actuarial Practices”, Law & Society Review 22-4 (1988): 771-800

・マーケッティング、マネージングは新しいカテゴリーを作り出す。

　BUPies (black urban professionals)

  DINKS (double income no kids)

  high rate offenders

  CHINs (children in need of service)

  LDs (learning disabled children)

Placing people in an actuarially defined category helps mark them as a new subpopulation that calls, in time, for new forms of testing, comparing, and ranking. (772)

・20世紀後半、disciplineからactuarial practicesへの移行。後者は、より危険性が少ない。すなわち政治的抵抗を被らない。＜抵抗あるところに権力あり＞は成り立たない。
　規律＝訓練は特定の集団(population)の内部で行動を配分する。ノルムに基づく。逸脱を減らし、主体を均一化しようとする。
　保険・統計は、配分＝分散をマッピングする。集団の効率性を最大化しようとする。環境を構築する。変異に集合的な結果を得る。物理的・社会的な構造を変える。
Rather than seeking to change people (“normalize them”, in Foucault’s apt phrase), an actuarial regime seeks to manage them in place. (773)

　規律＝訓練は成功した。その後の、おとなしい家畜のコントロールである。

The movement from normalization (closing the gap between distribution and norm) to accommodation (responding to variations in distributions) increases the efficiency of power because changing people is difficult and expensive. Actuarial practices are emerging as a dominant force because they further intensify the effectiveness of power set into motion by the rise of disciplines. (773)
　これらのコントロールは、身体にではなく、集団に作用する。social insurance, worker’s compensation, income taxなどは、個人を規律＝訓練する必要はない。個人をテストし比較し位置づけ、むしろ逸脱を容認しさえする。いまや規律＝訓練（スパルタ式）はノスタルジックですらある。そこには逸脱者や危険階級への倒錯した「愛」があった。いまはよい子だけが保険統計権力に服し、そこから外れる子はネグレクトされるだけだ。docile and manageableな人間の群れ(774)。ニーチェは『道徳の系譜』で書いていた。
“It is possible to imagine a society flushed with such a sense of power that it could afford to let its offenders go unpunished. What greater luxury is there for a society to indulge in? ‘Why should I bother about those parasites of mine?’ such a society might ask. ‘Let them take all they want. I have plenty’”.
・以下、local resistances to actuarial practicesの例として、City of Los Angels Department of Water and Power v. Manhart (435 U. S. 702 (1978))が取り上げられる。（女性の平均寿命が長いことをもって女性労働者に退職基金へのより高額の拠出を求めたことを、女性差別とした判決）。
・保険アプローチが当然視されるなら、喫煙者集団やストレス関連職業集団の創出とコントロールは当然視される。政治的・道徳的に正しいと見なされる。加えて、そうした集団には連帯性はないから、抵抗も受けない。例えば、high-rate offenderは、16歳以前に逮捕、二・三年間の失業などのindexで構築されるが、こうした実践は当然視される。

Actuarial practices can mobilize segments of the population and form majorities that have no patterns of shared experience or structures of association and no basis for understanding themselves as motivated by a common cause. (793)

Tom Baker & Jonathan Simon, Embracing Risk: the Changing Culture of Insurance and Responsibility (The University of Chicago Press 2002)

T. Baker and J. Simon, “Embracing Risk”
・保険はspreading riskアプローチ。そのリスク拡散の論理が、労働事故、交通事故、失業、貧困、病気など、ほとんどすべての社会問題に拡張・適用されてきた。

　今日、同じ問題に対して、embracing riskアプローチをとる動向。

・the risk-spreading approach 保険をリスク拡散の機構として理解。リスクを測定可能な確率をもつ未来の害悪として理解。リスクは集団(population)全体に拡散される。
　こうして保険は、科学・技術の優位性を示し（宗教に対して）、社会的コンフリクトを解決し、相互に互恵的な集団を創出するとされてきた。重大なリスクや集団の一部は除外されてきたが、それでも以上のような社会像を与えてきた。
Nevertheless, the overall picture during this period is one in which the steadily employed, as well as an expanding percentage of those outside the labor market, enjoyed increasing protection from the financial consequences of illness, injury, old age, premature death of the family breadwinner, fire, and natural disaster. Indeed, “more insurance for more people” might best describe the twentieth-century U. S. domestic social policy. (3)

　その典型がthe Social Security system。

This system spreads the risk of physical inability to work among almost the entire working population. (5)

　この保険統計的社会観が＜友愛、兄弟愛、慈善＞を駆逐してきた。

・問題点の一つ。保険を考えるとき、いかなる損失を、また、誰の損失をカバーするかは決まったことではない。例えば＜退職者の退職後の金銭的収入減少＞をカバーすべきか否かは決まったことではない。ところが、現行の保険は唯一のあり方と見なされている。これはイデオロギーである
the risk-spreading (or solidarity) paradigm (22)
Tom Baker, “Risk Insurance and Social Construction of Responsibility”
・通念。（これを批判的に吟味すること。病気は移転できない。病気の「リスク」も移転できないはず。にもかかわらず何が起こっているのか。まるで保険者・医者は保険に先んじて予め存在するかのようだが。Insurance fundsが視界から抜け落ちると、制度は、個人契約・利己的行動とも、互恵・連帯とも見えるし、どちらでも記述できる。どちらにしても第三者が責任を引き受けるように見える。ともかく、リスクと責任を創造し配分する第三者の次元から考えてみること。歴史的に、保険制度は、responsible(trustworthy)な人に対してだけresponsible(accountable)であろうとしてきた。そのためにtheirresponsibleを締め出そうとしてきた。私的保険ではunderwriting、社会保険ではthe (un)deserving poorの割り出し。こうして自己に責任・原因のある怠け者・病人の創出。相互責任としての連帯の創出。）

Insurance, we all know, transfers risk. Yet, what we usually think of as a transfer of risk is also a transfer of responsibility. Without health insurance, I am responsible for my medical bills, my choice of doctor, and, in consultation with my doctor, my course of treatment. With health insurance, the insurer assumes some of that responsibility. Insurance, then, not only distribute risk, it also distributes responsibility. (33)
It is responsible in the first sense (trustworthy, loyal, helpful) to get insurance precisely because not having insurance makes one responsible ―― in the financial accountability sense (obligated to pay or accountable) ―― for any number bad things that can happen. (39)
・事例。ある市民。16もの保険形態。
payroll taxesによって、unemployment and disability insurance, retirement annuity, life insurance, health insurance.

private insurance marketによって、homeowners’ insurance, automobile insurance, term life insurance, an annuity.

employmentによって、health insurance, sick leave, life insurance, workers compensation, additional disability insurance, pension plans, employment severance arrangements.

・問題。健康保険がabortionをカバーすべきか。abortionに反対する人が、どうしてそれに対するsocial responsibility (solidarity)を負う必要があるのか、ないのか。

・問題。労災保険は企業内部だけで賄われてはいない。何故か。企業内部の活動・労働が企業を超えて社会に有用であると見なされているから、労災のコストは強制的にでも社会全体に拡散されて然るべきであるとされる。すなわち、社会的に有用な活動をする人は、社会的に救済される、これが社会的連帯であるというわけだ。これは本当か。これはほとんど軍人年金の論理に見える。この論理で、病気についても考えられるか。
Nikolas Rose, “At Risk of Madness”
Risk thinking tames chance, fate, and uncertainty by a paradoxical more. By recognizing the impossibility of certainty of future, it simultaneously makes this lack of certainty quantifiable in terms of probability. And once one has quantified the probability of a future event’s occurring, decisions can be made and justified about what to do in the present, informed by what now seems to be secure, if probabilistic, knowledge about the future. Indeed, once it seems that today’s decisions can be informed by calculations about tomorrow, we can demand that calculations about tomorrow should and must inform all decisions made today. The option of acting in the present in order to manage the future rapidly mutates into something like an obligation. (214)
本間照光・小林北一郎『社会科学としての保険論』（汐文社、1983）

＜小林北一郎＞

「社会が、その成員の生活を保証する社会構成のもとにおいては、さらに保険制度なる相互扶助制度を要求することはない」(99)。
「保険制度が存在しえなかった状態」(100)。

「生産手段共有制」

「不可抗的厄災」によって「生産手段」「生産物」が減失する。その損失は「直接的に当該社会全体の損失として観念される。ある特殊の個人の損失ではないのである」。

「世には、偶然性の存在するところ、そこに保険制度が存するように考えている人はないであろうか」(100)。

「偶然性の要素のみをもっては、保険制度の本質も、その存在理由も、説明することができないのである。問題は「偶然」の作用する具体的形態である。その具体的形態はいかにして決定されるのであるか。それは社会組織によってである」(101)。

「世には、保険制度が、合理的基礎をもち、飛躍的発展をなすに至ったのは、一つの数学的発見すなわち、大数法則の発見に基づくものだと考えている人がないであろうか。ただ単に、大数法則が発見され、平均観察の方法が実証されたからといって、そのことから直ちに、保険制度が突如として合理的になったり、飛躍的に発展したりするものではない。交換経済が支配的になり、貨幣経済が一般化し、通信交通の発達が与えられていないなら、保険制度の合理化も、拡大も、発展も考えられるものではない。大数法則は、それが適用可能の状態の下において、発見されなければならない」(104)。
（以上は、主として「財産保険」を念頭に）。

「プロレタリアは、死傷、老衰による労働能力の喪失、失職による労働機会の消失の二つの大きな致命的危険に襲われている。前者は労働能力そのものを失う場合であり、後者は労働力を売りえない場合である」(107)。

生命保険制度。それを享受するには「所定の反対給付」が必要だが、そうもいかない。そこで「プロレタリア階級の保険制度への意識的包括の必要」。

社会保険の方法。「それは保険制度への加入者である労働者が、反対給付の一部分のみを負担するにとどめ、もしくは何ら負担せずして、残額もしくは全額を資本家もしくは国家において負担する方法である」(108)。

「ある人間がいつ死亡するかが全く偶然であり、ある特定家屋が、一定期間中に消失するや否やが偶然であるからといっても、それが直ちに保険加入の動機を生産するものとは結論できない」(130)。

「その偶然的事故によって惹起される個別的経済生活の不安が結びついていなければならない」。
「仮に社会の各員が生存権を保証されているとする。かくのごとき場合においても、何びとがいつ死亡するかは全く偶然的事故として残る。しかし、生命保険制度、社会保険制度を要求する動機は、人間の中に残存してはいない。かくして保険制度の前提条件としての偶然は、事故の発生自体、もしくは発生の時期を特定個体について思念した場合の概念であると同時に、その事故が、個人生活の不安と結合されている概念でなければならないことが明瞭になったことと思う。……もっと簡単にいえば、不安が偶然か否かというところに重心があるのだと思う」(130-131)。

「個人は、自己の死亡による遺族の生活不安を考慮しておかなければならないばかりではなく、生存中の火災による私有財産の喪失、疾病、傷害、失職による偶然的な生活不安への危険は、この時代ほど一般化したことはかつてなかった」(131)。

美馬達哉「身体のテクノロジーとリスク管理」

山之内靖・酒井直樹編『総力戦体制からグローバリゼーションへ』（平凡社、2003）

三つのポジション

①リスクをコントロールするポジションにあるのは、「超国家的企業や銀行の管理職、高級官僚、上級専門職などのグローバルエリート」。
②その「対極」。「その存在自身がリスクとされてしまったアンダークラス（恒常的失業者・ホームレス・移民など）」。

③「ミドルクラス」。「ここではリスクは「安心」の問題となる」。「個人的マネージメントとなる」。

「フーコー以前に、医療・福祉サーヴィスについて支配的だった議論の一つは、それを人権（シティズンシップ）を保障し実現する社会制度として理解する立場だった」。

「このシティズンシップの物語のなかでは、身体が構築されたものとしてではなく、逆に社会制度を構築すべき自然的基盤としてあつかわれてしまっている……ここでは、危険に脅かされた身体や病んだ身体は（構築物ではなく）実在し、そのニーズを客観的に知ることが可能であり、そのニーズに対応したサーヴィスが社会的権利として制度化されるべきであるという主張が暗黙の前提として組み込まれている」(173)。

「ここで必要なのは、「リスクは計算可能である」というテーゼにカント的倍音を次のように付け加えることなのだ。すなわち、「リスクは計算可能である。なぜなら、リスクは計算されねばならないからだ」と。計算可能なリスクと対比される計算不可能なもの（ロマン主義的主体やエコロジー的危機）が実体として存在するのではなく、すべてを計算可能にしていくリスク化とすべてをリスクとして構築する「世界そのものが数字化」していくプロセスが存在するのだ。重要なのは、リスクが計算可能か不可能かという分類ではなく、そのリスクが計算可能になるためにはどんなカテゴリーの集合が「数え上げ」られなくてはならないかということなのである」(178)。
「個人的リスクは存在しない。

　数字化や統計化というプロセスを通じて、集合的身体のリスクが計算可能となるためには、ある特定のカテゴリーに属する人々の集合が作られ、「数え上げ」られなくてはならない。それに加えて単なる統計的データの無秩序な堆積ではなくなるためには、特定のカテゴリーの人々（分子）だけでなく、人口＝母集団(population)が分母として確定されなければならない。そのときはじめて、確率（分子／分母）としてのリスクは計算可能となる。それと同時に、リスクはその人口＝母集団の特性を客観的に表出するインデックスとして意味づけられ、その集団を統制するテクノロジーの不可欠な一要素となる。……リスクは集合的なものであって、それを個人化することはできないが、それを個別化することは集合的身体のテクノロジーが有効に作動するための第一歩なのである。リスクは差異化され、それぞれのリスクファクターごとに分割された人口＝母集団というカテゴリーがリスクグループとして形成される」(178-179)。
エヴァルト：「誰の過失なのか」「誰の責任なのか」という問いかけを中心とする法の論理と対比。「保険は正義に関して全く異なった観念を持ち出す。集合的な重荷を分散して共有するという観念が、因果関係という観念に取って代わり、その共有の際に各々がどれだけを負担するかは一定のルールに基づいて決定される。」

「「保険」テクノロジーを通じて国民的連帯性を生み出そうとする福祉国家の試みは、「高齢社会」というレトリックのなかで、保険や税金を支払う世代と医療・福祉サーヴィスを受け取る世代という時間軸に沿った世代間対立関係に取って代わられつつある。リスクの分散化による連帯性が崩れていくのと並行して、リスクの細分化による「保険」の個別化はその究極すなわち個人化にまで行き着こうとしている。個人のリスクは、もはや国民の一員として共有されるのではなく、一人一人のリスク・ポートフォリオとして計算され割り当てられる。「保険」のテクノロジーではいったん姿を消していた責任の論理が再導入され、リスクのマネージメントは個人の自己責任とされる。確定拠出型個人年金401Kの導入のような年金の個人化は、日本における集合的身体のテクノロジーとしての「保険」の終焉の始まりなのだろう。それは、単なる民営化や規制緩和ではなく、「計算可能性のリスク共同体」としての福祉国家を駆逐しつつある脱国家化のプロセスの一部として理解されなければならない」(190)。
Lisa Gannett, “Making Populations: Bounding Genes in Space and in Time”, Philosophy of Science, 70 (December 2003) pp.989-1001

1. Introduction

Both genes and populations are assumed to be mind-independent objects. Biological populations are referred to by terms like ‘Mendelian population’, ‘deme’, and ‘isolate’. The basic notion that characterizes these populations……to mate and share genealogical ties……Biological populations are distinct from other populations that may be found in biomedical research ―― especially groups constituted in virtue of properties that individuals share, for example, women with the BRCA1 gene. This is because they are conceived of as ontological individuals, and not classes of individuals, as in the BRCA1 example. (989-990)
I challenge the assumption that biological populations exist as mind-independent objects whose properties and relations scientists discover. I argue instead that populations are “made”. (990)
……species definitions in terms of reproductive isolation accept that isolation develops gradually and that hybridization does occur. Difficulties arise with subspecific populations that, as open reproductive systems, lack the reproductive isolation that individualizes species populations. Population-based approaches in genetics nevertheless treat these as mind-independent objects, the basic ontological units of species genome diversity. (990)
2. Populations: Real or Ideal?
The term ‘Mendelian populatin’
Karl Pearson (1904) “On a Generalised Theory of Alternative Inheritance, with Special Reference to Mendel’s Law”, Philosophical Transactions of the Royal Society A 203: 53-86

Pearsonもそれ以後も、random mating, infinite size（Hardy-Weinberg equilibriumが成立するための）仮定を有し、自然にあるのではなく、数学的モデルと見なされた。自然にあるにしても、例外的なisland populationsなどだけ。Dobzhanskyもraceはreproductive isolationを欠くのでpopulationたりえないとしていた。

In 1950, however, Dobzhansky presented a realist definition of ‘Mendelian population’: “A Mendelian population is a reproductive community of sexual and cross-fertilizing individuals which share in common gene pool” ((1950) “Mendelian Populations and Their Evolution”, The American Naturalist 84: 401-418, 405). (991)
生物学的な種は、最大の包括的なメンデル集団。Barriers to gene exchangeが、物理的バリアであれ社会的バリアであれ、それを下位集団に分ける(subspecies, races, local populations, ethnic groups)。Panmictic (random mating) unitsが、最小のメンデル集団。これらは自然界に発見しうるもの。ただしバリアは完全でないので滅多に離散してない。しかし境界が恣意的だからといってそれら集団が存在しないことにはならない。これはracesについても言われる。Dunn, L. C., and Theodosius Dobzhansky (1946), Heredity, Race, and Society, Penguin Books, p.110
そもそも生物学的集団は統計的(statiscally)に定義されている。個体が特定の集団に属するか否かは、あるいは、個体たちが集団をなすかいなかは、mating prpbabilitiesによっている。ところが、この点は過小評価されていく。
Dobzhansky (1950), “The Genetic Nature of Differences Among Men”, in Stow Persons (ed), Evolutionary Thought in America (Yale U. P.) 86-155. 116-117

“The probability that an individual taken from a given population will carry a given gene may be greater or smaller than it would be for an individual from another population……By and large, the more traits examined in an individual,…..the more precisely can be inferred the part of the world from which these individuals came”.

 The assumption made here is that there is a single population to which any individual organism belongs……Yet, the relative boundaries of statistically defined populations mean that individual organisms are only more or less members of particular populations in the biological sense…….If the concept of biological population picks out any objects in nature, it is unlikely that these will be discrete entities with well-defined boundaries and determinate, nonoverlapping parts. (992-993)……the occurrence of hybrid zones (993)
（ここの論点やや？　生殖隔離による規定は、たとえ雑種があっても、リアルなはず。集団遺伝学における統計学的な集団が、個体の個体性も生殖隔離の境界性も蒸発させたモデルであるからには、これに対して雑種の＜存在＞を持ち出しても批判としては空振りになる。ドブチャンスキーにしてもその言説に反して理論的には人種集団を把捉していないはずである。むしろ問題は、メンデル集団が数学的モデルであるとして、何のモデルかということだ）。
3. “Making” Populations

Yet, interestingly, scientists seem quite confident in the reality of panmictic units ―― the smallest breeding populations within species. The majority of human population geneticists and biological anthropologists, though they reject the race concept because of the arbitrariness of racial divisions, are prepared to divide the entire human species into more or less discrete panmictic units or demes despite the extensive continuities in breeding patterns and allelic distributions that exist. (995)
しかし生物学的集団はさまざまな文脈で構築されている。

I discuss three areas of contention that arose during planning stages of the Human Genome Diversity Project (HGDP): choosing which populations to sample, securing informed consent from sampled subjects, and sampling strategy. All of these debates took place against background that assumed the mind-independent reality of biological populations. I believe that a pragmatic account of populations better explains the source of tension that divided parties to the controversies. (996)

3.1. Choosing Populations

a definitive collection of demesが実在するという前提から出発。

集団遺伝学はさまざまな問いを立てる。系統関係、特定のallelesの適応価、進化のメカニズムなど。問いが異なるに応じて、構築される集団も異なる。ある集団について、現在のサイズ、遺伝的構成、配偶構造、変異と移住の率が与えられたとして、その集団の遺伝子プールが将来どうなるのかという問いと、当の集団内での適応の差異を比較する問いとでは、前者にとっては現集団が複数の起原をもっているか否かは無関係だが、後者にとっては重要である。その場合後者は、祖先関係によって下位集団に分けるだろう。

Dynamic breeding units and genealogical units are not identical. Each kind of unit is constituted by ostensibly biological criteria, but there is no principled reason to prefer one set of criteria over the other. It depends on the question. (997)

3.2. Group Consent

informed consentは個人だけからだけではなくグループからも得るとされた。すなわちdemeの実在を前提としている。
In human research, as the NRC report notes, investigators may rely on “socially defined groups” as “rough markers of human biologic lineages”. (National Research Council (1997), Evaluating Human Genome Diversity, National Academy Press. 56)

諸グループ間の遺伝子頻度の統計的差異を持ち出したところでpanmictic unitsを確定できるわけがない。結局、遺伝子交換のバリアが構築されるや、人間の場合は社会的に構築されるや、境界は物象化されてしまう。
3.3. Grids and Clines

a geographic gridの提案もあったが、a population-based approachが採られた。

Implicated in the grid vs. population debate is a controversy over whether patterns of species genome diversity are best explained by adaptive clines and/or isolation by distance or by isolation in breeding groups. (999)
この場合でも人間集団の差異化が選択によるのかドリフトによるのかといった理論的背景が絡んでいる。

Objectivity about biological populations does not rest in the existence of populations as mind-independent objects. This is an objectivity without objects. (1000)

Griesemer, James R. (2000), “Development, Culture, and the Units of Inheritance”, Philosophy of Science 67: s348-s368

Lenny Moss, What Genes Can’t Do (The MIT Press 2003)
4 Dialectics of Disorder: Normalization and Pathology as Process

Life at the Margins: Adapting to Altered Circumstances

The subject of cancer raises with poignancy this question: At what level of biological order can the distinction between normal and pathological be properly made? The prevalent focus on the nature of cancer cell has been misleading to the extent that that it has masked a more divergent and interesting conflict over the locus of normality-abnormality. (156)

D. W. Smithers (1962) The Lancet
Boveri以来の主流派の見解
1. Cancer is a special disease of cells.

2. A cancer cell is one that has been permanently changed and is no longer capable of behaving like a normal cell.

3. Cancer cells multiply without restraint and produce tumours serving no useful purposes in the body.

4. Cancer cells grow at the expense of normal tissues, actively invading and destroying them.

5. Cancer cells can gain access to cavities and to lymphatics and blood vessels and be carried off, each one being capable of developing into a new tumour wherever it may come to rest.

6. If the cause of cancer in the cancer cell could be discovered, the whole problem might be resolved.

7. Cancer cells must be removed or destroyed in situ if patients are to be cured.

8. If one viable cancer cell remains, treatment will fail.
9. A chemical poison specific to the cancer cell may one day be found to replace all present treatment methods.

10. When disease has spread beyond the scope of local removal or irradiation, any nonspecific cell poison may be worth trying until something better comes along. (157)

このリストは35年来の研究・臨床の前提を示している。とくに6.は、＜細胞内の癌-表現型を決定するなら癌問題を解決できる＞というmolecular oncologyの基本動機を示している。この点ではthe oncogene路線もthe tumor supresser路線も変わりない。しかも1.と6.を特に考えるなら、研究・臨床は多くのincompatibilitiesを抱えているのが分かる。
1. The multicentric origin of neoplasia. (Many cancers appear to be derived from more than one cell.)
2. The long prediagnostic natural history and the many predisposing factors in the development of tumours. (Histologists never see a radical transition in cancer, only gradual changes along a continuum over time.)

3. Age incidence and geographical variation.

4. Progression and regression in tumor behaviour. (The experience of spontaneous regression is of particular interest in this regard.)

5. The conditional persistence of some tumors. (Some tumors appear to continue to be dependent on certain environmental conditions.)
6. The hormonal dependence of other tumors. (The status of a cell as a cancer cell may be a hormone-dependent.) (158)
これらを個別に説明してもコンフリクトは消えない。アド・ホックな説明にしかならない。このthe somatic mutation theoryに代えて、a developmental-organizational perspectiveが採られる。
1. Cancer is a disease of organization.

2. The word “cancer”, however, merely covers the most disorganized end of a progression in disorganization extending from maldevelopment, malformation, metaplasia, hyperplasia, dedifferentiation, and neoplasia to disintegration.
3. There is no such thing as a cancer cell ―― only cells behaving in a manner arbitrarily defined as being cancerous.

4. There being no such thing as a cancer, there can be no cause of cancer to be found with in it.

5. Organization is measured by the amount of information in a system, and the entropy of a system is a measure of its degree of disorganization; gradual increases in entropy occur, not sudden cellular malignancy.

6. Organizational breakdown commonly leads to progressive loss of growth control, with released cell division producing an excess of tissues no longer coordinated with the whole.
7. Organization can become more or less disorganized, and the resulting tumours may progress or regress in behaviour patterns.

8. An abnormal cell, particularly a stem cell, may produce a clone of cells reacting abnormally with the environment and so promote disorganization.
9. Environmental stress may disorganize the behaviour of many cells within a sphere of influence which may be local or widespread, depending on the character and distribution of the particular cells concerned.

10. There are many causes of organismal disorganization; understanding depends on the explanation of tissue dependencies and relationships which are complex, changing, and never likely to be totally foreseeable. (158-159)
Cancerはgenetic lesionsの結果とする主流派は、以上の見方を時代遅れと見なすだろう。しかしそうではない。

a gradual processであること。multistep somatic mutation model of cancer, colon carcinomaは六ステップ以上の変異を要する。すなわちgradualである。

the colon modelはintracellular processを捉えていると言われるかもしれないが、intracellularとextracellularは区別し難い。修復システムの変異でさえ細胞外の影響を被る。By “extracellular field” I am referring to the sum total of cell-cell, cell-matrix, recepror-ligand, chemical messenger, local ionic concentrations, and so forth, which influence all the activities of a cell. (160)

この点でthe emergence of gene amplificationが重要。The oncogene ERBB2, for example (also known as HER2 and Neu) is found to be amplified in 20 to 25 percent of primary breast cancers although no sequence mutation is associated with it. ここには複雑な活動が関与していることは間違いない。ましてランダムに起こっているなどとは考えられない。
細胞外の場が重要である。この点で細胞接着分子の構成か特性の変化が重要だろう。＜遺伝子対残りすべて＞といった構図ではダメなのである。

A stunning illustration of the inextricability of carcinogenesis from the larger developmental field can be found in the biology of those vertebrates that have retained substantial regenerative capability. (162)

somatic regenerative ability (“epimorphic regeneration)は脊椎動物ではthe Urodele amphibians (newts, salamanders)に限られる。これは”blastema”と呼ばれるゾーンの形成から始まる。さてこの脱分化した組織はtumor formation(caricogens)に対して抵抗性を示す。

It is thus suggestive that tumor resistance is a function of the ability of the multicellular milieu to enter into a de novo morphogenetic pathway. (163)

採るべきは、a somatic mutation modelではなく、an organizational field model。

So the question for an organizational field analysis is not whether genetic alterations occur in carcinogenesis ―― they surely do ―― but how to situate them in the complex nexus of causes and effects. (165) 加齢もこの文脈で考えられるべき。
Farber, E. (1987), “Experimental induction of hepatocellular carcinoma as a paradigm for carcinogenesis”, Clin. Physiol. Biochem. 5: 152-159

Farber, E. (1991), “Clonal adaptation as an important phase of hepatcarcinogenesis”, Cancer Biochem. Biophys. 12: 157-165

the formation of a “resistant hapatocyte”
“Rats with hepatocyte nodules are unusually resistant to a lethal dose of a potent hepatoxic agent, carbon tetrachloride. Rats with nodules show a complete resistance to a dose of carbon tetrachloride that is lethal for 100% of normal rats.” (Farber 1991)

しかしこの抵抗性には代価を伴う。Nodulesの2%~5%が再分化せずそのまま存続する。これがhepatocellular carcinomaにゆっくりと進行する。

From Somatic Mutation to Genetic Predisposition――the Paradoxes of Progress

Molecular analysis is not needed to distinguish what percentage of human cancers are based on genetic inheritance――classical epidemiology provides that information. Either cancer is seen to follow familial patterns of inheritance and is thus putatively heritable, or it is seen to arise sporadically. Epidemiological studies have consistently found the vast majority cancers to be sporadic in nature, prompting oncologists to see somatic as opposed to germ-line mutations as of more relevance to the understanding of cancer etiology.
 Why then has so much recent attention turned toward questions of genetic susceptibility? Have the past appraisals of the role of inheritance in cancer morbidity been misguided? And what role has the succession of putative breakthroughs in understanding the role of somatic mutations had in leading up to the new turn toward germ-line genetics? This last section will address these questions and offer an answer that may be surprising. (173-174)

Hereditary colorectal cancerについて。an alteration of the organizational field of the colorectal epithelium into the form of polyps (178)を確認。以後、経過。すなわち、組織化＝有機体化の場のモデルが確認されている。

Kinzler, K. W. and Vogelsteon, B. (1995), “Lessons from hereditary colorectal cancer”, Cell 87: 159-170

二十世紀の生物学はgenetic preformationismであった。二十世紀末に登場したa genomic model of heritable susceptibilityは、cancerの原因論などではなく、実は場のモデルへ寄与するものですらある（ここまで強く言ってないが）。

Cognitively speaking, the move from somatic mutation to genomic susceptibility represents a retreat toward a new burst of instrumental preformationism in the face of real advances in the understanding of the complex epigenetics of carcinogenesis. (182)

Brockes, J. P. (1998), “Regeneration and Cancer”, Biochem. et Biophys. Acta 1377: M1-M11

S. Oyama, P. Griffiths, and R. Gray (eds.), Cycles of Contingency――Developmental Systems and Evolution, (MIT Press 2001)

Richard J. Herrnstein and Charles Murray, The Bell Curve: Intelligence and Class Structure in America Life (Simon & Schuster 1994)
Preface
This book is about differences in intellectual capacity among people and groups and what those differences mean for America’s future. (xxi)

In one segment, life gets better in many ways. (xxi)

In the other group, life gets worse, and its members collect at the bottom of society. (xxii)

The mass of the nation belongs to neither group, but their lives are increasingly shaped by the power of the fortunate few and the plight of the despairing few. (xxii)

The fragile web of civility, mutual regard, and mutual obligations at the heart of any happy society begins to tear. (xxii)

They[the nation’s social scientists and journalists and politicians] propose solutions founded on better education, on more and better jobs, on specific social interventions. But they ignore an underlying element that has shaped the changes: human intelligence――the way it varies within the American population and its crucially changing role in our destinies during the last half of the twentieth century. (xxii)
Introduction

His[Herrnstein (1971) Atlantic Monthly] position, put in the form of a syllogism, was that because IQ is substantially heritable, because economic success in life depends in part on the talents measured by IQ tests, and because social standings depends in part on economic success, it follows that social standing is bound to be based to some extent on inherited differences. (10)
That same year, 1971, the U.S. Supreme Court outlawed the use of standardized ability tests by employers unless they had a “manifest relationship” to the specific job in question because, the Supreme Court held, standardized tests acted as “built-in headwinds” for minority groups, even in the absence of discrimination intent. (10) (Griggs et al. v. Duke Power Co., 1971)
The legal movement against tests reached its apogee in 1978 in the case of Larry P. Judge Robert Peckham of the U.S. District Court in San Francisco ruled that it was unconstitutional to use IQ tests for placement of children in classes for the educably mentally retarded if the use of those tests resulted in placement of “grossly disproportionate” numbers of black children. (10-11)

our topic is the relationship of human abilities to public policy (19)

Part I The Emergence of a Cognitive Elite

Social class remains the vehicle of social life, but intelligence now pulls the train. (25)
education is powerful divider and classifier. (31)

At first glance, we are telling a story of increasing democracy and intermingling, not of stratification. (33)

Jobs sort people by their IQs, just college does. (52)

No one decreed that occupations should sort us out by our cognitive abilities, and no one enforces the process. It goes on beneath the surface, guided by its own invisible hand. (52)

Part IV Living Together

Socialism, communism, social democracy, and America’s welfare state have been different ways of moving toward the egalitarian ideal. The phrase social justice has become virtually a synonym for economic and social equality. (527)

Until now, these political movements have focused on the evils of systems in producing inequality. Human beings are potentially pretty much the same, the dominant political doctrine has argued, except for the inequalities produced by society. These same thinkers have generally rejected, often vitriolically, arguments that individual differences such as intelligence are to blame. But there is no reason why they could not shift ground. In many ways, the material in this book is tailor-made for their cases. If it’s not someone’s fault that he is less intelligent than others, why should he be penalized in his income and social status? (527)
We could respond with a defense of income difference. For example, it is justified to pay the high-IQ businessman and engineer more than the low-IQ ditch digger, producing income inequality, because that’s the only way to make the economy grow and produce more wealth in which the ditch digger can share. We could grant that it is a matter not of just deserts but of economic pragmatism about how to produce compensating benefits for the least advantaged members of society. (The phrasing draws from Rawls 1971, pp.14-15) (527)
How should policy deal with the twin realities that people differ in intelligence for reasons that are not their fault and that intelligence has a power bearing on how well people do in life? (535)

We have in mind two ways in which the rules generated by the cognitive elite are making life more difficult for everyone else. (541)

burden of complications. barriers. “Only people who are good at navigating complex rules need apply”. (542)

credentialism. Increasingly, occupations must be licensed, whether the service involves barbering or taking care of neighborhood children. The theory is persuasive――do you want someone taking care of your child who is not qualified?――but the practice typically means jumping through bureaucratic hoops that have little to do with one’s ability to do the job. (542)

Our policy recommendation is to stop it and strip away the nonsense. (542)

The link between moral transgression and committing crime is made harder understand. (543)

We are arguing that a person with comparatively low intelligence,……has much more difficulty following a moral compass in the 1990s. (544)

Afterword: Charles Murray (1995)

When we began to work on the book, both of us assumed that it would provide evidence that would be more welcome to the political left than to the political right, via this logic: If intelligence plays an important role in determining how well one does in life, and intelligence is conferred on a person through a combination of genetic and environment factors over which that person has no control (as we argue in the book), the most obvious political implication is that we need a Rawlsian egalitarian state, compensating the less advantaged for the allocation of intellectual gifts. Neither of us thought that the most obvious implication was the right one, for reasons we describe in Chapter 22. But we recognized the burden on us to make the case. And yet The Bell Curve has been widely attacked as a book written to advance a right-wing political agendas. (554)
Bernie Devlin et al. (eds), Intelligence, Genes, & Success: Scientists Respond to The Bell Curve (Springer-Verlag 1997)

Nicholas Lemann, “Is There a Cognitive Elite in America?”
An elite education neither guarantees money and power, nor provides the only route to them. Therefore the coginitive elite should be understood as a sociological cartoon with political use, not a phenomenon to be accepted at face value. (315)
American populism today (316) vs cultural elite, cognitive elite, the new aristocracy of brains, the knowledge class; a liberalism obsessed with the rights women and minorities, with gay rights and unlimited abortion rights, with the allegedly epidemic spread of child abuse and sexual harassment, with the need for regulations against offensive speech, and with curricular reforms designed to end the cultural hegemony of “dead white European males”.

The idea that America is run by a sophisticated, brainy, culturally liberal group for whom education was the route to success is quite new. Most twentieth-century depictions of the elite treat it as being made up of conservative, vulgar, rich businessmen (and their heirs) whose salient characteristic is ruthless aggressiveness, not academic intelligence. (318)

Katherine S. Newman, No Shame in My Game: The Working Poor in the Inner City (Vintage 1999)
Preface

It seemed to me that social scientists eager to put the urban poverty problem back on the national agenda had focused almost all their attention on people who were outside of the labor market, sitting on the welfare sidelines. What do we know about the others, the hardworking people of communities like Harlem struggling to get to work on time that Monday morning? Not much, I thought. (xi)

Between 1994 and 1997, 19,000jobs were created in high-wage fields like manufacturing. More than 400,000 jobs were created in retail stores during the same period, and they typically paid poorly. This shift to a service economy has seen a gulf the size of the Grand Canyon open up between the educated, skilled “haves” and the high school dropouts in the labor force. (xii)
Perhaps because the nation’s working poor are so busy trying to make ends meet, they have attracted very little attention. They do not impinge upon the national conscience; they do not provoke political outrage as welfare recipients do; they are not represented by organized labor, and few public figures (save, perhaps, Jesse Jackson or Hugh Price) take the time to dramatize their problems; and they are too tired to take to the streets to demand a larger part of the national pie. As far as most Americans concerned, the working poor are not a social problem. (xiv)

I wanted to know whether the popular epithets directed at these “no skill” jobs are deserved. Do people enhance their “human capital” when they take a Mcjob, or are they wasting their time? (xiv)
Chapter Four  No Shame in (This) Game

In the early 1990s, the McDonald’s Cooperation launched a television ad campaign featuring a young black man named Calvin (86)

Fast foods jobs, in particular, are notoriously stigmatized and denigrated. “McJob” has become a common epithet for work without much redeeming value. (89)

They represent the opposite of the autonomous entrepreneur who is lionized in the popular culture, from Business Week to hip-hop. (89)

low skills and high turnover (94)

Yet behind the scenes, managers and workers and peers working together in restaurant crews do build a moral defense of their work. They call upon timeless American values to undergird their responsibility. (/beggars looking for handouts everyday, fast-talkers who walk into Burger Barn hoping for free food, agemates who prefer to deal drugs, the welfare-dependent.)
In general, these low-wage workers are far less forgiving, far less tolerant, of these “losers” than are many liberal writers. (98)

We could hand people money, as various guaranteed-income plans of the past thirty years have suggested. But we can’t hand our honor. (104)

this strange “sandwich” world (112)

Dan W. Brock, “Justice, Health Care, and the Elderly,” Philosophy & Public Affairs 
A dominant theme in both public and policy-making discussions of health care in recent years has been the need to control relentlessly escalating health care costs. (297)

The intensifying policy debate over health care and other social support programs serving the elderly is forcing a rethinking of questions of intergenerational justice and the claims of the elderly on social resources. (297)

the age-group problem—what ethical claims do the elderly, as compared with other age groups, have on social resources for the provision of health care? (298)

Norman Daniels, Am I Parents’ Keeper? (OUP 1988): (D)

Daniel Callahan, Setting Limits (Simon and Schuster 1987): (C)

One possible ground of obligations to meet the needs of the elderly is filial obligations, but both Daniels and Callahan reject this route. Whatever the truth about how much such care was provided in the past either in our own or in other societies, tradition alone cannot guide us now because of the great increase in the needs of the elderly—a greater proportion of the population lives into old ages, those who do so live a longer period of old age, and, because medical care can and often does sustain their lives during long periods of disability and dependence, their needs for care while elderly are commonly much greater than in the past. Yet it is precisely in cases where the needs of the elderly are so great as to overwhelm the capacities of their grown children to pursue their own lives while meeting those needs that an account of how much care is owed the elderly and by whom is most needed. Both Daniels(D, pp.28-34) and Callahan(C, pp.84-106) argue that no general moral argument succeeds in showing that children are obligated to provide the care their parents need. Moreover, there is no consensus among actual families on the care and aid that children owe their elderly parents which might instead guide public policy. (298-299)
How then are the claims of the elderly to socially supported health care to be determined? I believe the conventional view in medicine is that there is no special problem of what health care justice requires be made available to the elderly as opposed to other groups. There is only the general problem of determining the adequate level of health care that justice requires be available to all citizens. Both physicians and health policy analysts commonly urge that only patient need should be relevant to allocating health care; in conditions of scarcity we must simply meet the most important or urgent health care needs. In this view, the health care needs of the elderly, like those of all others, should be considered solely in terms of their importance or urgency and not discounted simply because they are the needs of the elderly…….In the conventional view, differential treatment based on age itself is unjust ageism. Both Daniels and Callahan reject this conventional view, though for very different reasons. (299)
His[Daniels’] account exploits the central fact that we age and so in the course of our lives can expect to pass through each of the stages or age periods of a normal lifespan. As a result, the much-discussed competition for resources between young and old is misleading in suggesting a conflict between different groups of persons. Instead, it is possible to frame the question of distribution of resources between different age groups as a problem of prudential reasoning for a single individual about how to distribute resources over the different stages of his or her own life. Daniels calls this the “prudential lifespan account.” Institutions such as Social Security and health care insurance plans take more resources from workers in their middle, productive years than are returned to them then in benefits, but in turn provide more in benefits during retirement years than are then taken in taxes or premiums. Instead of thinking of these as interpersonal group transfers, we can regard them as intrapersonal savings plans for persons as they pass through these institutions over the course of a lifetime (D, pp.42-47). (300)
a fair lifetime share of health care for members of a particular society at a particular time (300)

We might think of these prudential planners as knowing their aims and values or plans of life at all stages of their lives, while the veil of ignorance only deprives them of knowing what stage is “now.” (300)

the neutrality that prudence requires towards our different life stages (301)

Prudential planners can achieve this by securing for themselves a bundle of Rawlsian primary goods that will provide them with a fair share of the normal opportunity range for their society at each stage of life. (301)

The most important and controversial case is life-sustaining treatment. (301)
Callahan’s notion of a “tolerable death” (303)

A tolerable death is a “death at that stage in a lifespan when (a)one’s life possibilities have on the whole been accomplished; (b)one’s moral obligations to those for whom one has responsibility have been discharged; and (c)one’s death will not seem to others an offense to sensibility, or tempt others to despair or rage at the finitude of human existence”(C, p.66), and, he adds, (d)the death must not be “marked by unbearable and degrading pain”(C, p.72). Such a death “may be understood as a sad, but nonetheless relatively acceptable event”(C, p.66). (303)
My suggestion is that the notion of fair equality of opportunity might be extended not just to apply to health care generally, as Daniels did in Just Health Care, but also to morally differentiate the claims to life-extending health care up to, as opposed to beyond, the normal lifespan. Daniels rejects this line of reasoning (D, pp.92-93). But it is, I believe, a plausible use of the distinction between a premature and a tolerable death, which should fit within broader theories of distributive justice that include a principle of fair equality of opportunity. (304)

Ezekiel J. Emanuel, “What Is the Great Benefit of Legalizing Euthanasia or Physician-Assisted Suicide?,” Ethics 109-3 (1999)

Euthanasia and physician-assisted suicide (PAS) are not ends in themselves with intrinsic value. At best, they are means to realize the end of a good death or, more accurately, a quality dying experience. (629)

This issue is not about the morality of a specific decision regarding the care of an individual patient, but the ethics of having a particular social policy and practice. Ultimately, the ethical question we should consider is: Will legalizing—or permitting—euthanasia and PAS promote—or thwart—a good death for the 2.3 million Americans who die each year in the United States? Will people who die be helped or harmed by having euthanasia or PAS available to them? (629)

Proponents of euthanasia and PAS identify three main benefits to legalization: (1) realizing individual autonomy, (2) reducing needless pain and suffering, and (3) providing psychological reassurance to dying patients. (630)
Benefit 1: Realizing Autonomy

Indeed, the notion that individual autonomy is not a sufficient justification is embodied in the safeguards incorporated into most proposals for legalization. The safeguards require (1) that the patient initiate and freely and repeatedly request euthanasia or PAS; (2) that there be unremitting pain or uncontrolled physical suffering that cannot be relieved except by euthanasia or PAS; and (3) that a second physician consult on the case……(631)

Benefit 2: Relief of Pain and Suffering

If we legalize euthanasia or PAS, how many people will have their needless pain and suffering relieved? To determine this number we need to know five factors: (1) how many dying people there are each year; (2) what proportion of these patients have a recognizable and distinct dying process during which they can request euthanasia or PAS; (3) what proportion of these patients would be competent to request euthanasia or PAS; (4) what proportion of these patients would have unremitting pain that would justify euthanasia or PAS; and (5) what proportion of these patients would actually want euthanasia or PAS. (631)
Current data do not—and probably never will—allow a precise estimate for each of these factors. (632)

Factor 1: Each year approximately 2.3 million Americans die.

Factor 2: Many deaths are sudden and acute……50 percent of all deaths……occur quickly without warning, and 50 percent have a distinct dying phase in which patients could request euthanasia or PAS.

Factor 3: In many deaths patients would not be competent to request and consent to euthanasia or PAS…….children……mentally incompetent……Combining factors 1—3 suggests that approximately one million Americans who die each year are mentally competent, have a distinct dying process, and would be competent to request and receive euthanasia or PAS.
Factor 4:……in the months prior to death, optimal palliative care should be able to relieve pain in all but 5 percent of patients.

Factor 5: ……slightly over 10 percent of terminally ill patients with significant pain have “seriously thought” about euthanasia and PAS.

Combining all five factors…..5,000 to 25,000 patients….(632-633)
Opponents identify six potential harms: (1) undermining the integrity of the medical profession; (2) creation of psychological anxiety and distress in patients from the possibility of euthanasia or PAS; (3) coercion of patients to use euthanasia or PAS against their wishes; (4) provision of euthanasia or PAS to patients prior to implementing optimal palliative care interventions; (5) provision of euthanasia or PAS to patients without their full informed consent because of either mental illness or mental incompetence; and (6) psychological distress and harm to surviving family members of the patient. (635)

few firm data…….these harms are much harder to empirically evaluate.

Overall, the benefit of legalizing euthanasia or PAS is improvement in the dying experience for a maximum of 25,000 terminally ill patients with unremitting pain. (640)
Finally, there is a point of equity that hardly gets mentioned in the debate about the legalization of euthanasia and PAS. Part of the reason there is such a rush to legalize euthanasia and PAS is that the benefits and the harms are not likely to be fairly distributed; the advocates are likely to reap the benefits while avoiding most of the harms.

The pressure to legalize euthanasia and PAS comes from relatively educated, well-off, politically vocal people…….financially well-off, well-educated, white, nonreligious, and under sixty-five years of age……How ironic that this sociodemographic description fits most federal judges, as well as philosophers and other academics…….If euthanasia or PAS were legalized they would receive the benefits, especially the reassurance of knowing these options are available. Furthermore, they are likely to be protected from the harms of legalization. (641)
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