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AN INTRODUCTION 

TO BIOETHICS

CE N T R A L IS SU E S

Conventional medical ethics focused 1 
on the individual doctor–patient 
encounter. Bioethics’ remit is much 
broader, taking in the dilemmas new 
technologies raise for society as a whole.
Religious perspectives on bioethics 2 
tend to be less individualistic than 
secular approaches. Few now believe 
that modern medicine ‘usurps God’s 
will’. Instead, medical progress is, 
within limits, supported by most reli-
gious bioethicists.
7 ere is an important diK erence 3 
between consequentialist and deontol-
ogical reasoning. Consequentialists 
judge an action by its consequences, 
whereas deontological reasoning starts 
from the premise that respect for a per-
son’s rights is important for its own sake.
7 e ‘principlist’ approach lays out 4 
four key principles: autonomy, beneL -
cence, non-maleL cence, and justice, 

which can be brought to bear on medi-
cal  dilemmas. In contrast, casuistry 
involves reasoning by analogy from 
previous cases. Virtue ethics is con-
cerned with working out what a 
‘virtuous’ person would do in a par-
ticular situation. A feminist ethic of 
care rejects the individualistic model 
of patient autonomy, and places more 
emphasis upon interdependence and 
relationships.
Arguments from ‘human dignity’ or 5 
respect for the ‘sanctity of human life’ 
have particular resonance in the med-
ical context, but their meaning, and 
the extent to which they are religiously 
inspired, is opaque.
Slippery slope claims are oJ en essen-6 
tially empirical claims, and eK ective 
regulation might be the best way to 
accommodate them.

 Introduction
7 e purpose of this chapter is to provide an introduction to bioethical reasoning. 7 e words 
‘ethics’ and ‘morality’ derive from the Greek (ethos) and Latin (mores), meaning ‘customs’. 
In their ordinary usage, the words have slightly diK erent connotations. ‘Morality’ oJ en 
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implies a restrictive code of conduct, which sets out the diK erence between right and wrong. 
‘Ethics’ tends to refer to the systematic analysis of what it might mean to lead a decent 
life. Medical ethics is a branch of applied ethics, and it is principally concerned with how 
we should go about resolving particularly di1  cult questions that arise from the practice 
of medicine.

As we shall see throughout this book, it is impossible to study medical law without con-
fronting complex ethical dilemmas. For example:

When is it acceptable for doctors to withhold lifesaving treatment from a profoundly • 

disabled baby?
Should parents be allowed to choose their children’s sex?• 

What, if anything, would be wrong with paying someone to ‘donate’ one of their • 

kidneys?
Should an anorexic teenager be force-fed?• 

Should scientists be allowed to create animal–human hybrid embryos?• 

What limits, if any, should be placed upon women’s access to abortion?• 

Should voluntary euthanasia be legalized?• 

It would be di1  cult to work out the appropriate legal response to such questions without 
also considering their ethical implications. While this is principally a book about medical 
law, it would be artiL cial to draw a sharp distinction between medical law and ethics. Rather, 
throughout this book we will be considering how law should respond to the ethical dilem-
mas thrown up by the practice of medicine.

7 is opening chapter attempts to summarize various ways in which we might go about 
resolving, or at least discussing, these ethical problems. We begin by looking at what we 
might mean by ‘medical ethics’ and the more recent term ‘bioethics’. Next, we consider 
several diK erent types of ethical reasoning: from religious bioethics to a feminist ethic 
of care.

When justifying a preference for a particular outcome in the L eld of medical law and 
ethics, it is common for people to appeal to the dangers of the ‘slippery slope’, or ground 
their argument in the need to respect ‘human dignity’, or to have respect for the ‘sanctity of 
human life’. We brieI y consider what these claims might involve. We conclude by looking at 
changing attitudes towards the human body within medical law and ethics.

 Bioethics
While medical ethics has a long history, bioethics is a much newer discipline. Conventionally, 
medical ethics has been concerned with the ethics of good medical practice: that is, with 
what it means to be a good doctor. Ethical rules or codes of conduct were guidelines that the 
medical profession imposed upon itself in order to ensure that doctors’ behaviour towards 
both their colleagues and their patients met appropriate standards of moral decency. 
Unsurprisingly, therefore, the vantage point was always that of the doctor himself: how 
the doctor should obtain consent; when a doctor can breach his duty of conL dentiality; 
and so on. Medical practice was strongly paternalistic: doctors were under a duty to act in 
their patients’ best interests, but it was doctors (as opposed to the patients themselves) who 
decided what those interests were.
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In the next extract Susan Sherwin argues that conventional medical ethics tended to 
 marginalize both the patient’s perspective and the broader social causes of ill health.

Susan Sherwin1

Until very recently, conscientious physicians were actually trained to act paternalistically 
toward their patients, to treat patients according to the physician’s own judgement about 
what would be best for their patients, with little regard for each patient’s own perspec-
tives or preferences. The problem with this arrangement, however, is that health care may 
involve such intimate and central aspects of a patient’s life—including, for example, matters 
such as health, illness, reproduction, death, dying, bodily integrity, nutrition, lifestyle, self-
image, disability, sexuality, and psychological well-being—that it is diffi cult for anyone other 
than the patient to make choices that will be compatible with that patient’s personal value 
system . . . 

A striking feature of most . . . discussions about patient autonomy is their exclusive focus on 
individual patients; this pattern mirrors medicine’s consistent tendency to approach illness as 
primarily a problem of particular patients . . . Within the medical tradition, suffering is located 
and addressed in the individuals who experience it rather than in the social arrangements 
that may be responsible for causing the problem. Instead of exploring the cultural context 
that tolerates and even supports practices such as war, pollution, sexual violence, and sys-
temic unemployment—practices that contribute to much of the illness that occupies modern 
medicine—physicians generally respond to the symptoms troubling particular patients in 
isolation from the context that produces these conditions.

Heather Draper and Tom Sorrell also argue that the focus of medical ethics has been too 
narrow, but in a diK erent way. 7 ey maintain that by focussing upon the duties of doctors, 
the obligations of patients have been ignored.

Heather Draper and Tom Sorrell2

In comparison to what it asks of doctors, mainstream medical ethics makes very few 
demands of patients, and these usually begin and end with consent. Traditionally med-
ical ethics has asserted that, as autonomous agents, competent patients must be allowed 
to decide for themselves the course of their medical treatment, and even whether to be 
treated at all. . . . Little or nothing is said about what kinds of decisions patients ought to make. 
Nor is much said about their responsibilities for making good rather than bad decisions. 
Indeed . . . mainstream medical ethics implies that a competent patient’s decision is good 
simply by virtue of having been made by the patient. At times it seems as though patients 
never make, or cannot make, bad decisions . . . 

In welfare states, discussion about the use of limited resources extends naturally to a 
consideration of whether citizens have some sort of moral obligation, other things being 
equal, to limit their demands on these resources. If the answer is ‘Yes’, then there may be a 
civic obligation to follow preventive health measures recommended by one’s doctor. If one 

1 ‘A Relational Approach to Autonomy in Healthcare’ in Susan Sherwin (ed.), " e Politics of Women’s 
Health: Exploring Agency and Autonomy (Temple UP: Philadelphia, 1998) 19–47, 21.

2 ‘Patients’ Responsibilities in Medical Ethics’ (2002) 16 Bioethics 335–51.

Until very recently, conscientious physicians were actually trained to act paternalistically
toward their patients, to treat patients according to the physician’s own judgement about
what would be best for their patients, with little regard for each patient’s own perspec-
tives or preferences. The problem with this arrangement, however, is that health care may
involve such intimate and central aspects of a patient’s life—including, for example, matters
such as health, illness, reproduction, death, dying, bodily integrity, nutrition, lifestyle, self-
image, disability, sexuality, and psychological well-being—that it is diffi cult for anyone other
than the patient to make choices that will be compatible with that patient’s personal value
system . . . 

A striking feature of most . . . discussions about patient autonomy is their exclusive focus on
individual patients; this pattern mirrors medicine’s consistent tendency to approach illness as
primarily a problem of particular patients . . . Within the medical tradition, suffering is located
and addressed in the individuals who experience it rather than in the social arrangements
that may be responsible for causing the problem. Instead of exploring the cultural context
that tolerates and even supports practices such as war, pollution, sexual violence, and sys-
temic unemployment—practices that contribute to much of the illness that occupies modern
medicine—physicians generally respond to the symptoms troubling particular patients in
isolation from the context that produces these conditions.

In comparison to what it asks of doctors, mainstream medical ethics makes very few
demands of patients, and these usually begin and end with consent. Traditionally med-
ical ethics has asserted that, as autonomous agents, competent patients must be allowed
to decide for themselves the course of their medical treatment, and even whether to be
treated at all. . . . Little or nothing is said about what kinds of decisions patients ought to make.t
Nor is much said about their responsibilities for making good rather than bad decisions.
Indeed . . . mainstream medical ethics implies that a competent patient’s decision is good
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is advised to stop smoking or over-eating, and one disregards that advice, so that one’s con-
dition deteriorates to the point that expensive treatment is required to keep one alive, one 
may be doing something doubly wrong—breaking obligations to oneself and breaking civic 
obligations not to use public resources unnecessarily . . . 

In short, there are duties not to use health services casually. . . . Someone who indulges 
their hypochondria by frequent visits to the GP, or who summons an ambulance after getting 
sunburn; someone who knowingly presents himself at an emergency room with nothing 
more than severe indigestion; or who calls out a doctor because he needs a prescription that 
could be fi lled in offi ce hours next day; all of these patients do something morally wrong, 
wrong primarily because they have taken away time and resources better spent on more 
urgent cases.

Bioethics’ remit is generally assumed to be much wider than that of traditional medical 
 ethics. It emerged as a distinctive discipline in the 1960s in response to a number of dif-
ferent factors. First, rapid technological progress was posing some complex dilemmas, 
particularly at the beginning and end of life, which went beyond ethical conduct within 
the doctor–patient encounter. For example, once it became possible to (a) perform organ 
transplants, and (b) keep a patient’s heart beating aJ er death, it was necessary to ask 
whether ‘brain-dead’ but still breathing patients could be a legitimate source of organs for 
transplantation.

Secondly, medical paternalism was beginning to be challenged, and the principle of 
patient autonomy was instead ascendant. Patients no longer automatically deferred to doc-
tors’ superior medical expertise, but were increasingly willing to insist upon their ‘rights’.

In the next extract, Helga Kuhse and Peter Singer reI ect upon the origins and remit of 
bioethics.

Helga Kuhse and Peter Singer3

Since the 1960s, ethical problems in health care and the biomedical sciences have gripped 
the public consciousness in unprecedented ways. In part, this is the result of new and some-
times revolutionary developments in the biomedical sciences and in clinical medicine . . . These 
technological breakthroughs, however, have not been the only factor in the increasing inter-
est in ethical problems in this area. Another factor has been a growing concern about the 
power exercised by doctors and scientists, which shows itself in concern to assert ‘patients’ 
rights’ and the rights of the community as a whole to be involved in decisions that affect 
them. This has meant greater public awareness of the value-laden nature of medical decision 
making, and a critical questioning of the basis on which such decisions are made . . . 

It was in the climate of such new ethical issues and choices that the fi eld of inquiry 
now known as ‘bioethics’ was born. The word was not originally used in this sense. Van 
Rensselaer Potter originally proposed the term for a ‘science of survival’ in the ecological 
sense—that is, an interdisciplinary study aimed at ensuring the preservation of the bio-
sphere. This terminology never became widely established, however, and instead ‘bioethics’ 
came to refer to the growing interest in the ethical issues arising from health care and the 
biomedical sciences . . . 

3 ‘What is Bioethics? A Historical Introduction’ in Helga Kuhse and Peter Singer (eds), A Companion to 
Bioethics (Blackwell: Oxford, 1998) 3–11.
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Traditionally, medical ethics has focused primarily on the doctor–patient relationship and 
on the virtues possessed by the good doctor. It has also been very much concerned with 
relations between colleagues within the profession . . . Bioethics, on the other hand, is a more 
overtly critical and refl ective enterprise. Not limited to questioning the ethical dimensions of 
doctor–patient and doctor–doctor relationships, it goes well beyond the scope of traditional 
medical ethics in several ways. First, its goal is not the development of, or adherence to, a 
code or set of precepts, but a better understanding of the issues. Second, it is prepared to 
ask deep philosophical questions about the nature of ethics, the value of life, what it is to be 
a person, the signifi cance of being human. Third, it embraces issues of public policy and the 
direction and control of science.

 How Should We Make Difficult Ethical 
Decisions?
Many people have ‘gut feelings’ or intuitive reactions to ethical dilemmas. It is very com-
mon for people to react to a controversial medical practice, such as the creation of animal–
human hybrid embryos, by saying: ‘I just think it’s wrong.’ 7 ese judgements are immediate, 
unreasoned responses, and while they will oJ en inevitably form the starting point for moral 
judgement, on their own they do not oK er a good reason for anyone else to be persuaded by 
them. In order to convince others, it is necessary to point to some coherent reasoning proc-
ess, or moral principle, which explains or justiL es one’s position.

In short, we need to L nd some mechanism for resolving ethical dilemmas that goes 
beyond an appeal to our ‘gut instincts’. As we will see in the following sections, bioethicists 
are principally concerned with trying to work out what this mechanism should be.

(a) Religious Bioethics
7 ere has always been an interesting relationship between religion and the practice of 
 medicine. In the past, the belief that illness has a spiritual origin was commonplace. As 
a result, people sought cures through prayer, rather than from the medical profession. 
Indeed, there were those who believed that seeking medical intervention was an insult 
to God.

While the comprehensive rejection of medical expertise on religious grounds is now 
rare, there are still many people whose religious beliefs ground their anxiety about modern 
medicine’s unprecedented power to create and to destroy life. Within a secular and cul-
turally diverse society, however, religion tends to be regarded as a matter of private faith. 
As a result, while religious leaders’ pronouncements on bioethics will obviously be of cen-
tral importance to the adherents of particular religions, and will oJ en determine how they 
approach their own personal medical dilemmas, it is less clear what role they should have in 
shaping public policy.

In the next extract Daniel Callahan regrets the ‘secularisation’ of bioethics and suggests 
that because all religions have a long and rich history of grappling with questions that are 
of central importance to medical law and ethics—such as the meaning of life and death—
religious perspectives might be a particularly useful resource for the comparatively new 
secular discipline of bioethics.

Traditionally, medical ethics has focused primarily on the doctor–patient relationship and
on the virtues possessed by the good doctor. It has also been very much concerned with
relations between colleagues within the profession . . . Bioethics, on the other hand, is a more
overtly critical and refl ective enterprise. Not limited to questioning the ethical dimensions of
doctor–patient and doctor–doctor relationships, it goes well beyond the scope of traditional
medical ethics in several ways. First, its goal is not the development of, or adherence to, a
code or set of precepts, but a better understanding of the issues. Second, it is prepared to
ask deep philosophical questions about the nature of ethics, the value of life, what it is to be
a person, the signifi cance of being human. Third, it embraces issues of public policy and the
direction and control of science.
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Daniel Callahan4

The net result of this narrowing of philosophy and the disappearance or denaturing of religion 
in public discourse is a triple threat. It leaves us, fi rst of all, too heavily dependent upon the 
law as the working source of morality. The language of the courts and legislatures becomes 
our only shared means of discourse. That leaves a great number fearful of the law (as seems 
the case with many physicians) or dependent upon the law to determine the rightness of 
actions, which it can rarely do since it tells us better what is forbidden or acceptable, than 
what is commendable or right.

It leaves us, secondly, bereft of the accumulated wisdom and knowledge that are the fruit 
of long-established religious traditions. I do not have to be a Jew to fi nd it profi table and illu-
minating to see how the great rabbinical teachers have tried to understand moral problems 
over the centuries. Nor will Jews fi nd it utterly useless to explore what the popes, or the 
leading Protestant divines, have had to say about ethics. . . . 

It leaves us, thirdly, forced to pretend that we are not creatures both of particular moral 
communities and the sprawling inchoate general community that we celebrate as an expres-
sion of our pluralism. Yet that pluralism becomes a form of oppression if, in its very name, we 
are told to shut up in public about our private lives and beliefs and talk a form of what Jeffrey 
Stout has called moral Esperanto. The rules of that language are that it deny the concreteness 
and irregularities of real communities, that it eschew vision and speculation about goals and 
meaning, and that it enshrine the discourse of wary strangers (especially that of rights) as the 
preferred mode of daily relations.

7 ere are clearly important diK erences both between and within religions. Within 
Christianity, for example, views on the moral status of the embryo—and hence the acceptabil-
ity of abortion and embryo research—diK er markedly. Nevertheless, a number of similarities 
between religious approaches to bioethics might be identiL ed. First, religious bioethics tend 
to emphasize the intrinsic rightness or wrongness of a particular course of action, and be less 
swayed by pragmatic or consequentialist arguments. In relation to euthanasia, for example, a 
religious perspective would concentrate upon the legitimacy or otherwise of bringing about 
another person’s death, rather than any practical di1  culties in policing doctors’ behaviour.

Secondly, religions tend to share two principal moral concerns: (a) love for one’s neigh-
bour (almost every religion, for example, contains some version of the Golden Rule: that 
you should treat your neighbour as you would want to be treated yourself); and (b) a sense 
of awe and respect for ‘God’s creation’, and most especially for human life, through what we 
might call the ‘sanctity principle’.

In the next extract, Hazel Markwell and Barry Brown describe how a belief in the sanc-
tity of life informs Roman Catholic responses to a wide variety of bioethical questions.

Hazel Markwell and Barry Brown5

There is a long tradition of bioethical reasoning within the Roman Catholic faith, a tradition 
that extends from Augustine’s writings on suicide in the early Middle Ages to recent papal 

4 ‘Religion and the Secularization of Bioethics’ (1990) 20 Hastings Center Report 2–4.
5 ‘Bioethics for Clinicians: Catholic Bioethics’ (2001) 165 Canadian Medical Association Journal 

189–92, 189.
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teachings on euthanasia and reproductive technologies. Roman Catholic bioethics . . . com-
prises a complex set of positions that have their origins in scripture, the writings of the 
Doctors of the Church, papal encyclicals, and refl ections by contemporary Catholic theolo-
gians and philosophers . . . 

Fundamental to Catholic bioethics is a belief in the sanctity of life: the value of a human 
life, as a creation of God and a gift in trust, is beyond human evaluation and authority. God 
maintains dominion over it. In this view, we are stewards, not owners, of our own bodies and 
are accountable to God for the life that has been given to us.

Applied to medicine, then, religious perspectives tend to be less individualistic than secu-
lar bioethics and to start from the premise that life is a giJ , which is not ours to destroy: 
taken together this means that less emphasis is placed on patient autonomy.

7 irdly, the idea that life is a giJ  raises the question of how far man should ‘interfere’ 
with the natural order. Answers have varied dramatically—from the idea that modern medi-
cine is frustrating God’s will, to the more progressive (and now much more common) view 
that man’s quest for knowledge, and hence medical progress, is itself part of God’s creation.

Paul Badham explains this shiJ , from a Christian perspective.

Paul Badham6

[M]edical ethics provides the largest number of instances where Christians today almost 
unanimously accept as good practices which their predecessors in the faith regarded as 
evil. For many centuries Christians forbade the giving of medicine, deeming it equivalent 
to the practice of sorcery. The practice of surgery, the study of anatomy and the dissection 
of corpses for medical research were all at one time fi rmly forbidden. Later the practices of 
inoculation and vaccination faced fi erce theological opposition. Indeed in 1829 Pope Leo XII 
declared that whoever decided to be vaccinated was no longer a child of God; smallpox was 
a judgement of God, vaccination was a challenge to heaven. For similar reasons the initial 
use of quinine against malaria was denounced by many Christians. The introduction of anaes-
thesia and, above all, the use of chloroform in childbirth were seen as directly challenging 
the biblical judgement that, because of their inheritance of the guilt of Eve’s original sin, all 
women must face the penalty that ‘in pain you shall bring forth children’. Consequently the 
use of chloroform in childbirth was vigorously attacked from public pulpits throughout Britain 
and the United States . . . 

The root objection to all the medical practices mentioned above was the belief that the 
duty of human beings was to submit in patience to what God had willed. All innovations in 
medical practice were initially seen as implying a lack of faith and trust in God’s good pur-
poses. Doctors were accused of ‘playing God’, of being unwilling to accept that God knows 
what is right for a particular person, of prying into sacred mysteries and areas of God’s own 
prerogative. Yet gradually all mainstream Christian churches have modifi ed their teaching, 
and the formerly criticized activity of the doctor has itself come to be seen as itself a chan-
nel of God’s love and the vehicle of his providence . . . Christians today are happy to think 
of doctors as fulfi lling the will of God in restoring to heath persons struck down by curable 
illness.

6 ‘7 eological Examination of the Case for Euthanasia’ in Paul Badham and Paul Ballard, Facing Death: 
An Interdisciplinary Approach (CardiK  University of Wales Press: CardiK , 1996) 101–16, 103.
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Judaism has a longer tradition of accepting medical interventions. 7 e conviction that 
one’s body belongs to God translates into a duty to care for it. Not only is there an emphasis 
on preventative medicine—such as an interest in hygiene and diet—but also, as Shimon 
Glick explains, within Judaism the treatment of illness is obligatory, on the part of both 
physicians and their patients.

Shimon Glick7

Consonant with the high priority given to life, the Jewish tradition, unlike Anglo-Saxon law, 
requires the physician to respond to any patient’s call for help. . . . But just as the physician is 
obligated to render care, so too, the seeking of care by the patient is mandatory. The reason 
for this obligation is that, in our Jewish tradition, man does not possess title to his life or 
his body. Man is but the steward of the divine possession which he has been privileged to 
receive. The terms of that stewardship are not of man’s choice, but are determined by God’s 
commands. We forbid suicide and require man to take all reasonable steps to preserve life 
and health. When benefi cence confl icts with autonomy, the former is given precedence by 
Judaism, a view clearly in confl ict with the modern Western consensus. While such a viola-
tion of autonomy for the patient’s good is not enforceable in our modern pluralistic societies, 
it has full sanction in the Jewish tradition, and Jewish courts may enforce medical treatment 
when unequivocally indicated.

In the deliberations as to permissibility of a given act, its being ‘natural’ or ‘unnatural’ plays 
little role. In our tradition, the world is regarded as a deliberately unfi nished product placed 
in the trust of man—himself a fi nite and imperfect being. Man is expected, indeed com-
manded . . . to engage in completing . . . the work of the Creator . . . 

Healing the ill . . . is therefore not only theologically acceptable, but is mandated. This eager-
ness to modify Nature, together with the great value placed on human life, contributed to the 
exalted place occupied by the healing profession in Jewish tradition.

Mainstream Muslim theologians agree that technological intervention in nature, so long 
as its purpose is to improve human welfare, does not contravene the prohibition against 
changing God’s creation. Indeed, it has been argued that scientiL c research is protected 
by the Shari’a, and that medicine is a religious duty in every community. Preventative 
medicine—through the Shari’a’s rulings on hygiene and self-restraint—is encouraged. 7 e 
Islamic Code of Medical Ethics, for example, states that:

The natural prophylaxis against some diseases rests in the revival of such religious values as 
chastity, purity, self-restraint, and refraining from advertently or inadvertently infl icting harm 
on self or others. To preach these values is preventative medicine and therefore lies within 
the jurisdiction and obligation of the medical profession.8

Fourthly, religious bioethics tend to adopt a normative approach to ethical dilemmas. 
Whereas secular bioethics might accept that there is no right answer to a particularly con-
troversial ethical question, and might instead concentrate upon devising an acceptable 
procedure through which a compromise position might be reached, someone reasoning 

7 ‘A View from Sinai: a Jewish Perspective on Biomedical Ethics’ in E Pellegrino, P Mazzarella, and 
P Corsi (eds), Transcultural Dimensions (University Publishing Group: Frederick, MD, 1992) 73–82.

8 Issued by the International Organisation of Islamic Medicine (later called the Islamic Organisation of 
Medical Sciences) in 1981.
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from within a religious tradition would be more likely to come down L rmly in favour of, 
or against a particular practice. FiJ hly, religious perspectives on ethical dilemmas tend to 
consist in the interpretation of past authority, and are always to some extent constrained by 
the written or oral teachings or texts of the particular tradition.

(b) Secular Bioethics
While it would be a mistake to gloss over the internal disagreements that are common 
within the various religious traditions, the existence of a source of authority, or multiple 
sources, provides an obvious starting point for ethical reasoning on a particular issue, and 
the rich web of interpretative precedent should—in theory at least—lead religious scholars 
towards the right answer. In contrast, secular bioethics has no obvious starting point, and is 
much less certain about whether a right answer exists.

If secular bioethics is not looking for the right answer to a di1  cult ethical dilemma, what 
is it doing? One possibility might be that reasoned argument and deliberation is simply the 
most rational way to resolve di1  cult or controversial questions. In the next two extracts, 
Tim Dare and Dan Brock argue that the requirement to give reasons, or to justify one’s 
moral views, is an especially important feature of ethical reasoning.

Tim Dare9

If a position of mine is to count as an ethical position I must produce reasons for it. This is not 
to say that I must articulate a complex moral theory or even state a moral principle that I am 
following for my position to count as moral. But in practice there are certain sorts of reasons 
or responses which will not do. Because a mere prejudice, for instance, is precisely a belief 
that is not supported by reasons, I cannot offer mere prejudices in support of my position. 
Similarly, mere emotional reactions will not count as reasons . . . This is not to say that ethical 
positions should be unemotional or dispassionate. On the contrary, we should care about 
our moral views. But emotional reactions should be prompted by or grounded in moral judg-
ments and not vice versa.

Dan W Brock10

[M]oral judgments are unlike some judgments of taste and moral disagreements are unlike 
some disagreements over matters of taste, because moral judgments must be backed by 
reasons. If you like vanilla ice cream and I like chocolate, we can just accept this as a differ-
ence in taste—there is no correct preference about fl avours of ice cream, and if asked why 
I prefer chocolate, I may be able to repeat only that it tastes better to me. Unlike matters of 
taste, moral judgments, for example, about whether voluntary euthanasia is wrong, must 
be backed with reasons . . . [T]he very process of having and offering reasons for our moral 
judgments is the principal feature distinguishing morality from mere expressions of simple 
taste or preference.

9 ‘Applied Ethics, Challenges to’ in Ruth Chadwick (ed.), Encyclopaedia of Applied Ethics 1(1) (Academic 
Press: San Diego, 1997) 183–90.

10 ‘Public Moral Discourse’ in LW Sumner and Joseph Boyle (eds), Philosophical Perspectives on Bioethics 
(University of Toronto Press: Toronto, 1996) 271–96.
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taste or preference.
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Because the principal role of moral judgments is to guide action . . . moral judgments are 
subject to a special worry. The worry is that they may be no more than a hodgepodge of 
thinly veiled rationalizations and biases refl ecting our own self-interest, prejudices, and arbi-
trary preferences. General moral principles or theories can help allay this worry by explaining 
these judgments: they are shown to fi t, and to be derivable and made from, a coherent, uni-
fi ed moral conception. We come to see that our particular moral judgments have a coherent 
identifi ably moral source, heretofore likely only implicit, and are not merely a cover for our 
prejudices and self-interest.

(1) Moral 7 eories
7 e question of how we should go about resolving complex ethical dilemmas has formed 
the basis of moral philosophy for thousands of years. 7 ere is insu1  cient space here to 
fully describe the extensive and rich philosophical literature from which medical ethics has 
 borrowed, but three diK erent traditions are worth noting.

First, teleological (from the Greek telos: consequences) theories judge the rightness or 
wrongness of an action in terms of its consequences. So to argue that legalizing euthan-
asia might damage the doctor–patient relationship would be an example of consequen-
tialist or teleological reasoning. Utilitarianism—or the idea that we should act so as to 
maximize the amount of pleasure or happiness within society—is the most well-known 
teleological theory.

Secondly, deontological (from the Greek deontos: duty) theories, in contrast, insist that 
the intrinsic rightness or wrongness of an action does not depend upon its consequences, 
but rather upon whether it is consistent with certain basic moral principles. An example 
might be basing an argument for the legalization of euthanasia upon the principle that we 
should respect the autonomous decisions of competent adults. 7 e writings of the phil-
osopher Immanuel Kant (1724–1804) are oJ en used as an example of deontological moral 
 theory.11 In short, as Matti Häyry has argued, the utilitarian places the concepts of ‘good 
and bad’ before the ideas of ‘right and wrong’, whereas the Kantian does the opposite.12

7 irdly, virtue ethics are derived from Ancient Greek moral philosophy, and in particular 
the work of Aristotle, with its emphasis upon working out what it means to lead a good or 
I ourishing human life. Virtue ethics are concerned not only with good outcomes, but also 
with the character or motivation of the individual: a person acts virtuously if they do the 
right thing for the right reason.

Let us consider each of these approaches in turn.

(a) Utilitarianism
Utilitarianism emerged as a secular alternative to Christian ethics in the late eighteenth 
and early nineteenth centuries through the work of Jeremy Bentham (1748–1832), and later 
John Stuart Mill (1806–73), whose father was one of  Bentham’s pupils. According to utilitar-
ianism, morality lies not in religious obedience, but in the maximization of  human welfare. 
Because the pleasure and wellbeing of each human being matters equally, utilitarianism is 
essentially egalitarian.

11 I. Kant, Groundwork of the Metaphysics of Morals (1785).
12 ‘Utilitarianism and Bioethics’ in RE AshcroJ , A Dawson, H Draper and JR McMillan (eds) Principles 

of Health Care Ethics 2nd edn (Wiley: Chichester, 2007) 57–64.
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subject to a special worry. The worry is that they may be no more than a hodgepodge of 
thinly veiled rationalizations and biases refl ecting our own self-interest, prejudices, and arbi-
trary preferences. General moral principles or theories can help allay this worry by explaining 
these judgments: they are shown to fi t, and to be derivable and made from, a coherent, uni-
fi ed moral conception. We come to see that our particular moral judgments have a coherent 
identifi ably moral source, heretofore likely only implicit, and are not merely a cover for our 
prejudices and self-interest.
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A utilitarian is interested in the consequences of an action, rather than whether it is 
 intrinsically either right or wrong. An example might be the question of whether we should 
keep our promises. A utilitarian would have to say that there can be both good and bad 
consequences from keeping a promise. When the good consequences outweigh the bad con-
sequences, it will be right to keep the promise; but when the reverse is true, the promise 
should be broken. 7 e problem with this is that it ignores the fact that simply having made a 
promise to another person is itself a good reason to keep it.

A variation on utilitarianism, called ‘rule utilitarianism’, provides a partial solution to 
some of the defects of utilitarian moral reasoning. A rule utilitarian would ask not which 
action will maximize welfare, but rather which general rules will, on the whole, lead to the 
best consequences. When deciding whether doctors should respect patient conL dentiality, 
for example, a strict utilitarian would answer: ‘it depends’. Sometimes it might be good to 
keep patient information secret, but at other times it might not. 7 is case-by-case approach 
would require doctors to predict the consequences of both revealing and not revealing 
information about each of their patients. 7 is would clearly be an unmanageable task, 
which would itself have negative consequences because the provision of health care serv-
ices would grind to a halt. So, a rule utilitarian might say that it is, on the whole, better to 
impose a duty on doctors to respect their patients’ conL dentiality, since this rule will tend 
to maximize wellbeing.

Another problem with utilitarianism is its quantitative approach to welfare. It is the 
total aggregate of wellbeing that matters, not any particular individual’s welfare. If kill-
ing one healthy person would enable us to transfer her organs into L ve patients who would 
otherwise die, surely the utilitarian would be forced to conclude that this would be the right 
thing to do. Again, rule utilitarianism might oK er a way to avoid this unpalatable conclu-
sion: applying the principle that doctors should ‘above all do no harm’ will, in general, tend 
to have better consequences than allowing doctors to kill their patients in order to save other 
people’s lives.

It is also necessary to work out what counts as ‘utility’. While improved health is clearly 
a good outcome, it is not the only thing that matters. Indeed, many of us have dietary and 
other lifestyle preferences which may be positively harmful to health. Do we maximize util-
ity by eating low-fat food and spending every evening at the gym, or by eating things we 
enjoy and going to the pub with friends?

Utilitarianism, as Kevin Wildes explains, depends upon the existence of a mechanism 
through which diK erent outcomes can be ranked; otherwise it would be impossible to tell 
whether consequence A is preferable to consequence B.

Kevin Wildes13

The appeal to the consequences of one’s decisions brings no more success [in resolving 
moral controversies], because it faces the problem of how to assess and evaluate different 
consequences. For example, some believe that living somewhat longer as a result of chemo-
therapy is a better consequence, even with the side-effects, than dying. Yet for others, liv-
ing a life unimpaired by treatment is a more important outcome than extending the length 
of life. To make a judgment among consequences one needs an agreed-upon method by 

13 ‘Particularism in Bioethics: Balancing Secular and Religious Concerns’ (1994) 53 Maryland Law 
Review 1220, 1228.

The appeal to the consequences of one’s decisions brings no more success [in resolving
moral controversies], because it faces the problem of how to assess and evaluate different
consequences. For example, some believe that living somewhat longer as a result of chemo-
therapy is a better consequence, even with the side-effects, than dying. Yet for others, liv-
ing a life unimpaired by treatment is a more important outcome than extending the length
of life. To make a judgment among consequences one needs an agreed-upon method by
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which to rank the outcomes. Therefore a consequentialist must build in some presuppos-
itions about the assessment and ranking of values, both to evaluate possible outcomes of 
ethical choices and to know which outcomes are more desirable and should be given pri-
ority. . . . Consequentialist accounts therefore, are no better than those of intuitionists for 
purposes of demonstrating which set of outcomes is preferable because such a judgment 
requires an authoritative means of ranking benefi ts and harms. We are left in a position in 
which there is no way to judge between methods of valuing consequences except by appeal 
to our own moral sense.

(b) Kantianism
7 e aspect of Kant’s philosophy that we are particularly interested in here is his 
‘Categorical Imperative’. Kant himself gives four formulations of the Categorical Imperative, 
two of which are worth singling out here:14

Act only on that maxim whereby you can at the same time will that it should become (a) 
a universal law.
So act as to treat humanity, whether in your own person or in that of any other, (b) 
never solely as a means but always also as an end.

7 e L rst imperative requires us to act consistently and justly. 7 e latter (which is more com-
monly cited by medical ethicists) demands that we do not ever treat another person—or 
allow ourselves to be treated—purely in order to satisfy another’s purposes.

Both are in some sense negative tests for actions: that is, they tell us what we must not 
do: one must not act inconsistently, and one must not use another person solely for one’s 
own ends. 7 ey do not consist in positive prescriptions for action: not all acts that con-
form to the categorical imperative are ones that we ought to perform. Furthermore, as John 
Rawls has pointed out, it would be ‘a serious misconception to think of the Categorical 
Imperative  procedure as an algorithm intended to yield, more or less mechanically, a cor-
rect judgement’.15 Rather, he suggests that the point of the categorical imperative may simply 
be to inculcate ‘a form of moral reI ection that could reasonably be used to check the purity 
of our motives’.16

In the next extract, Onora O’Neill argues that Kant was interested in ‘principled auton-
omy’, or the giving of reasons which others might understand.

Onora O’Neill17

Autonomy in thinking is no more—but also no less—than the attempt to conduct thinking 
(speaking, writing) on principles on which all others whom we address could also conduct 
their thinking (speaking, writing). Autonomy in action is also no more—but also no less—than 
the attempt to act on principles on which all others could act . . . 

So ‘self-legislation’ is not a mysterious phrase for describing merely arbitrary ways in which 
a free individual might or might not act. It is the basic characteristic of ways of thinking or 

14 I. Kant, Groundwork of the Metaphysics of Morals (1785).
15 John Rawls, Lectures on the History of Moral Philosophy (Barbara Herman (ed.)) (Harvard UP: 

Cambridge, MA, 2000) 166.
16 Ibid, 148.   17 Autonomy and Trust in Bioethics (CUP: Cambridge, 2002).
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willing that are conducted with suffi cient discipline to be followable or accessible to others. 
Such ways of thinking and acting must be lawlike rather than lawless, and will thereby be in 
principle intelligible to others, and open to their criticism, rebuttal or reasoned argument.

In contrast, Barbara Secker is concerned that Kantian autonomy, with its emphasis upon 
independence and rationality, asks too much of patients.

Barbara Secker18

[G]iven the nature of patienthood, the Kantian concept of autonomy demands too much 
of patients. This idealistic concept is of little practical relevance in health contexts where 
patients, on the whole, bear little resemblance to the Kantian free, independent, exclusively 
rational individual . . . 

Moreover, the highly rationalistic, individualistic Kantian account appears to assume that all 
that patients need to qualify as autonomous, in addition to the requisite intrinsic capacities . . . is 
negative freedom. However, patients frequently are in vulnerable positions, are unable to act 
on their decisions, and require that positive measures be taken on their behalf. . . . 

If we appeal to the Kantian view (based on an ideal of the self as independent and exclu-
sively rational), very few, if any, patients will be regarded as autonomous. Actual patients are 
likely to be dependent or interdependent, and their decision-making capacity is not always 
based (exclusively) on reason.

My second concern is that Kantian autonomy appears to place a premium on independ-
ence. The corresponding normative assumptions about the nature of human capacities and 
interaction may contribute to the devaluing of those patients who may be dependent and 
vulnerable . . . [I]f autonomy is morally valuable, and if autonomy is associated with independ-
ence, then dependence is regarded as morally inadequate and, consequently, those who are 
dependent are devalued. . . . The nature of patienthood, however, is partially characterized by 
dependency of one kind or another.

(c) Virtue Ethics
Recent interest in virtue ethics, which derives from Ancient Greek philosophy, emerged 
as a reaction to a number of perceived disadvantages with the theories discussed in the pre-
vious two sections. For example, virtue ethicists have drawn attention to the minimal eth-
ical content of most moral theories. Both Kantianism and utilitarianism lead us to evaluate 
acts according to whether they are permissible, rather than whether they would be the best or 
the right thing to do. In contrast, a virtue ethicist would maintain that people should always 
try to do the right thing for the right reason.

One important feature of virtue ethics is its rejection of the idea that patient autonomy 
is an absolute or overriding virtue. 7 is means that the fact that an individual wants to 
do something is not, in itself, a reason for thinking it would be the right thing to do. For 
example, in relation to euthanasia, Philippa Foot has argued that simply wanting to die is 
not enough to make death a good thing for a person.19 Rather, causing a person’s death could 
only be the right thing to do if her life now lacks the most basic human goods.

18 ‘7 e Appearance of Kant’s Deontology in Contemporary Kantianism: Concepts of Patient Autonomy 
in Bioethics’ (1999) 24 Journal of Medicine and Philosophy 43–66.

19 ‘Euthanasia’ (1977) 6 Philosophy and Public AK airs 85–112.
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Similarly, in Chapter 13, we will encounter Rosalind Hursthouse’s argument that the 
morality of a woman’s decision to have an abortion depends upon the character she mani-
fests in electing to terminate a new human life.20 According to Hursthouse, parenthood 
is intrinsically good and so a woman who fails to appreciate this, and wants an abortion 
because pregnancy would interfere with her holiday plans, has not reI ected with due ser-
iousness, and has therefore not made a virtuous decision. In contrast, a teenager who knows 
that she would be unable to provide her child with a decent life may have acted virtuously in 
terminating an unwanted pregnancy.

If acting purely out of self-interest is not virtuous, what is? According to virtue ethi-
cists, the virtues are those character traits that are necessary for human I ourishing: these 
will be things like honesty, compassion, kindness, justice, and courage. While compiling a 
list of virtuous motivations may be comparatively straightforward, it is clear that they will 
oJ en point in diK erent directions. For example, in the NHS, doctors oJ en have to select 
which of the patients on their waiting list should have priority for an available bed. Should 
a non-urgent patient who has already waited for six months be given priority, or should 
the bed always go to the patient with the most immediately pressing need? 7 e virtues of 
fairness and compassion are both relevant here, but they do not tell us who should get the 
vacant bed.

Or, let us imagine that a doctor who is advising a couple on the chance that their second 
child would have the same inherited condition as their L rst, discovers, as a result of genetic 
tests, that the husband could not be the L rst child’s father. Does she act virtuously by being 
honest with the husband? Or would a virtuous person reveal this information only to the 
wife? Or not at all?

Just as with the principlist approach, virtue ethics will not tell us what to do, but may, on 
the contrary, sanction a number of responses to a particular dilemma, all of which are con-
sistent with acting virtuously. It has also been pointed out that virtuous people will some-
times act wrongly despite having good intentions. Robert Veatch, for example, says that 
he is ‘concerned about well-intentioned, bungling do-gooders’.21 A doctor who withholds a 
diagnosis of terminal cancer from her patient may be acting out of compassion, but it still 
might be the wrong thing to do.

(2) Principlism and its Critics
While applying moral philosophy to medical dilemmas can undoubtedly enrich our reason-
ing process, it will seldom provide clear prescriptions for doctors faced with di1  cult moral 
dilemmas. For example, a doctor might be told that: ‘A utilitarian would do X, and a Kantian 
would do Y’, which might be interesting, but is not terribly helpful.

A more practical way to decide medical questions was set out in Tom Beauchamp 
and James Childress’s groundbreaking book Principles of Biomedical Ethics, now in 
its sixth  edition. Beauchamp and Childress distilled four basic principles—autonomy, 
 non-maleL cence, beneL cence, and justice—from what Beauchamp has described as ‘the 
most general and basic norms of the common morality’.

7 e word (a) autonomy—from the Greek autos (self) and nomos (rule)—initially referred 
to the self-rule of independent cities. It has since been extended to mean individual 

20 ‘Virtue 7 eory and Abortion’ (1991) 20 Philosophy and Public AK airs 223–46.
21 R Veatch, ‘7 e Danger of Virtue’ (1988) 13 Journal of Medicine and Philosophy 13.
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self-governance, and encompasses a cluster of interests such as liberty, privacy, and 
freedom of choice. In relation to medicine, respect for autonomy means giving com-
petent adults the right to make decisions about their medical treatment.
Non-male6 cence(b) , or the duty to ‘above all do no harm’ (primum non nocere) has its 
origins in the Hippocratic oath. 7 is principle captures the idea that doctors should 
never use their medical training for immoral purposes, such as involvement in tor-
ture or execution.

While it would be di1  cult to L nd anyone who thought that it was acceptable for 
doctors to be involved in torture, in other cases there may be disagreement over 
what counts as ‘harm’. For example, some would argue that it is this principle which 
proscribes medical participation in euthanasia, whereas others would argue that by 
bringing an end to a patient’s suK ering, a doctor who complies with a request for 
euthanasia has not harmed her, but rather has acted to avoid the greater harm of a 
protracted and distressing death.
Bene6 cence(c)  refers to the obligation to act for the beneL t of others. Since acting to 
beneL t the patient is a primary goal of medicine, beneL cence has been seen by some 
as its foundational value. It is, however, important to distinguish between what one 
might call the Hippocratic duty of beneL cence: that is, the doctor’s duty to act in their 
patient’s interests, and ‘social’ beneL cence, which might refer to the duty to beneL t 
society as a whole. 7 is distinction helps to illuminate the fact that some (socially) 
beneL cent actions are discretionary: I do not have an obligation to donate my body to 
medical science aJ er my death or to donate one of my healthy kidneys to a stranger 
with kidney failure. Other (Hippocratic) duties of beneL cence are mandatory, such as 
the duty of care health care professionals owe to their patients.
Justice(d)  is oJ en interpreted to mean that we should treat like cases alike. But of course, 
this depends upon being able to tell when cases are either ‘like’ or ‘unlike’. When allo-
cating lungs for transplant, do we act justly by making non-smokers a lower priority 
than smokers (i.e. are these ‘unlike’ cases?), or should the only relevant criteria be 
clinical need, in which case the smoker and the non-smoker are ‘like’ cases? In rela-
tion to health care, it is seldom possible to give every patient immediate access to the 
best medical treatment, so justice instead demands that we ration scarce resources 
fairly and transparently.

7 ese principles are more ‘user-friendly’ than abstract moral philosophy, but they never-
theless borrow from the traditions we considered in the previous sections. So, respect for 
patient autonomy might be described as a deontological principle because it is valuable 
regardless of the consequences of the patient’s decision. BeneL cence and non-maleL cence 
are plainly consequentialist principles, which require us to take into account possible bene-
L ts and harms. Virtue ethicists would be principally concerned with the virtues of ‘doing 
good’ (beneL cence) and acting justly.

While there are those who believe in ‘single principle’ approaches—a libertarian, for 
example, believes that actions are right if, and only if, they respect a person’s autonomy—
most people accept that all four of these principles may have a role to play in medical 
 decision-making. In fact, commonly more than one principle will be relevant. Sometimes 
they will pull in the same direction: for example, respect for autonomy is generally good for 
patients: being told the truth, having their privacy respected, and making treatment deci-
sions for themselves are also important aspects of beneL cence.
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At other times, the principles may come into conI ict with each other. Indeed, almost every 
medical dilemma could be framed in terms of a tension between two or more of these basic 
principles. It might even be argued that the reason why some questions are di1  cult is pre-
cisely because they are cases in which principles that most of us accept are in conI ict with each 
other. Consider assisted suicide: the principle of autonomy might suggest that a competent 
patient’s wish to die should be respected. Against this, the principle of non-maleL cence might 
be invoked to argue against doctors actively helping their patients take their own lives.

So, while the principlist approach might enable us to describe a moral dilemma as a  conI ict 
between competing principles, and work out what important values are at stake, it will sel-
dom tell us what to do. Rather, when principles conI ict there is no escaping the need to decide 
which factor is more important in the particular circumstances. One solution might be to 
rank the principles, but any hierarchy requires justiL cation which cannot be provided by the 
principles themselves. If, for example, we want to say that autonomy should take priority over 
beneL cence, either in general, or in a particular case, then we need to explain why.

In the next extract, Beauchamp and Childress admit that the principlist approach 
requires what they describe as further ‘speciL cation’ and ‘balancing’.

Tom L Beauchamp and James F Childress22

Our four clusters of principles do not constitute a general moral theory. They provide only 
a framework for identifying and refl ecting on moral problems. The framework is spare, 
because prima facie principles do not contain suffi cient content to address the nuances of 
many moral circumstances. We therefore need to examine how to specify and balance these 
abstract principles. . . . 

Specifi cation is a process of reducing the indeterminateness of abstract norms and pro-
viding them with action guiding content. For example, without further specifi cation, ‘do no 
harm’ is an all-too-bare starting point for thinking through problems, such as assisted suicide 
and euthanasia. It will not adequately guide action when norms confl ict. . . . 

Principles, rules and rights require balancing no less than specifi cation. We need both 
methods because each addresses a dimension of moral principles and rules range and scope, 
in the case of specifi cation, and weight or strength, in the case of balancing. Specifi cation 
entails a substantive refi nement of the range of scope of norms, whereas balancing consists 
of deliberation and judgment about the relative weights or strength of norms. Balancing is 
especially important for reaching judgments in individual cases, and specifi cation is espe-
cially useful for policy development.

While it has undoubtedly been hugely inI uential, Beauchamp and Childress’s approach 
is not without its critics. In the next extract, K Danner Clouse and Bernard Gert argue that, 
rather than clarifying di1  cult questions, principlism may be unsystematic and misleading.

K Danner Clouse and Bernard Gert23

We believe that the ‘principles of biomedical ethics’ approach is mistaken and misleading. 
Principlism is mistaken about the nature of morality and is misleading as to the foundations 

22 Principles of Biomedical Ethics, 5th edn (OUP: Oxford, 2001).
23 ‘A Critique of Principlism’ (1990) 15 Journal of Medicine and Philosophy 219–36.

Our four clusters of principles do not constitute a general moral theory. They provide only 
a framework for identifying and refl ecting on moral problems. The framework is spare, 
because prima facie principles do not contain suffi cient content to address the nuances of 
many moral circumstances. We therefore need to examine how to specify and balance these 
abstract principles. . . .

Specifi cation is a process of reducing the indeterminateness of abstract norms and pro-
viding them with action guiding content. For example, without further specifi cation, ‘do no 
harm’ is an all-too-bare starting point for thinking through problems, such as assisted suicide 
and euthanasia. It will not adequately guide action when norms confl ict. . . .

Principles, rules and rights require balancing no less than specifi cation. We need both 
methods because each addresses a dimension of moral principles and rules range and scope, 
in the case of specifi cation, and weight or strength, in the case of balancing. Specifi cation 
entails a substantive refi nement of the range of scope of norms, whereas balancing consists 
of deliberation and judgment about the relative weights or strength of norms. Balancing is 
especially important for reaching judgments in individual cases, and specifi cation is espe-
cially useful for policy development.

We believe that the ‘principles of biomedical ethics’ approach is mistaken and misleading. 
Principlism is mistaken about the nature of morality and is misleading as to the foundations 

TCM_ML.indb   16TCM_ML.indb   16 8/26/2009   6:55:49 AM8/26/2009   6:55:49 AM



1 AN INTRODUCTION TO BIOETHICS | 17

of ethics . . . Our bottom line, starkly put, is that ‘principle’, as conceived by the proponents 
of Principlism, is a misnomer and that ‘principles’ so conceived cannot function as they are 
in fact claimed to be functioning by those who purport to employ them. At best, ‘principles’ 
operate primarily as checklists naming issues worth remembering when considering a bio-
medical moral issue. At worst ‘principles’ obscure and confuse moral reasoning by their fail-
ure to be guidelines and by their eclectic and unsystematic use of moral theory . . . 

Taking what is properly the moral ideal of helping others (and hence not morally required), 
and lumping it under a ‘principle’ of benefi cence along with genuine duties (which are 
required), eg, the duty of health care professionals to help their patients, leads to confusion 
and misunderstanding. The confusion basically results from treating benefi cence as if it were 
morally required just as noninterference with the freedom of others is morally required.

The appeal of principlism is that it makes use of those features of each ethical theory 
that seems to have the most support. Thus, in proposing the principle of benefi cence, it 
acknowledges that Mill was right in being concerned with consequences . . . In proposing the 
principle of autonomy, it acknowledges that Kant was right in emphasising the importance 
of the individual person . . . But there is no attempt to see how these different concerns can 
be blended together as integrated parts of a single adequate theory, rather than disparate 
concerns derived from several competing theories.

(3) Casuistry
While philosophers and ethicists are accustomed to discussing general and abstract prin-
ciples, clinicians tend to be more interested in cases. For doctors, moral questions do not 
precede di1  cult cases, rather they emerge from them. 7 is has contributed to renewed 
interest in casuistry, or case-based reasoning, a tradition which has its origins in Roman 
Catholic theology.

In casuistry, instead of starting with broad, abstract principles (a top-down approach), 
we instead begin with our response to concrete cases and reason by analogy (a bottom-up 
approach). 7 is is, as John Arras points out, similar to the judiciary’s incremental develop-
ment of the common law.

John D Arras24

Developed in the early Middle-Ages as a method of bringing abstract and universal ethico-
 religious precepts to bear on particular moral situations, casuistry has had a chequered 
history. In the hands of expert practitioners during its salad days in the sixteenth and seven-
teenth centuries, casuistry generated a rich and morally sensitive literature devoted to numer-
ous real-life ethical problems, such as truth-telling, usury, and the limits of revenge. By the 
late seventeenth century, however, casuistical reasoning had degenerated into a notoriously 
 sordid form of logic-chopping in the service of personal expediency. To this day, the very term 
‘casuistry’ conjures up pejorative images of disingenuous argument and moral laxity.

In spite of casuistry’s tarnished reputation, some philosophers have claimed that casuistry, 
shorn of its unfortunate excesses, has much to teach us about the resolution of moral prob-
lems in medicine. Indeed through the work of Albert Jonsen and Stephen Toulmin this ‘new 

24 ‘Getting Down to Cases: 7 e Revival of Casuistry in Bioethics’ (1991) 16 Journal of Medicine and 
Philosophy 29–51.
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Casuistry’ has emerged as a defi nite alternative to the hegemony of the so-called ‘applied 
ethics’ method of moral analysis that has dominated most bioethical scholarship and teach-
ing since the early 1970s.

Contrary to deductivist ethical theories, wherein principles are said to preexist the actual 
cases to which they apply, the new casuistry contends that ethical principles are ‘discovered’ 
in the cases themselves, just as common law legal principles are developed in and through 
judicial decisions on particular legal cases . . . Rather than stemming originally from some ethi-
cal theory, such as Utilitarianism, these principles are said to emerge gradually from refl ec-
tion upon our responses to particular cases. 

In the next extract, Albert Jonsen argues that no moral dilemma is entirely novel, and that 
it therefore makes sense to look at how analogous dilemmas have been resolved in the past.

Albert R Jonsen25

No ethical problem is completely unprecedented. Regardless how novel, it bears some 
resemblance to problems that are more familiar. The more familiar ones will often be ones 
for which resolutions have been offered and sometimes accepted. Thus, one compares the 
new case with the more familiar one. That comparison almost always involves seeking for 
the similarities and differences in circumstance. Occasionally, in the more novel cases, one 
will recognize that the topics under which the moral discussion proceeds are inadequate 
because the practice or institution has manifestly or subtly changed. In this view, ethical 
reasoning is primarily reasoning by analogy, seeking to identify cases similar to the one under 
scrutiny and to discern whether the changed circumstances justify a different judgement in 
the new case than they did in the former.

In essence, casuistry’s starting point is the idea that moral certainty derives from our shared 
intuitive response to so-called paradigm cases, and that we can approach a new case by 
drawing analogies and disanalogies between the new case and cases which we have resolved 
in the past.

While it is obviously important to draw upon past experience when addressing novel 
dilemmas, a number of problems with casuistry have been identiL ed. First, even if we do 
believe that our intuitions will sometimes embody universally valid moral judgements—an 
example might be condemnation of Nazi doctors’ abuse of research subjects during the 
Second World War—these are the exception rather than the norm. Moreover, it is not clear 
that our intuitive response to ‘easy’ cases actually helps us very much when we are faced 
with much tougher moral choices. For example, we can all agree that it would be wrong to 
kill disabled children. But how does that assist us when we are faced with the much more 
L nely balanced question of whether it could ever be right to withdraw life-sustaining med-
ical treatment from a very severely disabled neonate? Some would say that the cases are the 
same and neither course of action should be permitted, while others would point to import-
ant diK erences between the two cases.

Secondly, case-based reasoning will only yield a deL nite answer if there is some consen-
sus upon what counts as a relevant similarity. Is abortion relevantly similar to murder (the 

25 ‘Casuistry: An Alternative or Complement to Principles’ (1995) 5 Kennedy Institute of Ethics 
Journal 237–51.
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killing of an innocent human being), or is it relevantly similar to contraception (allowing 
women to control their reproductive capacity)? Without underlying agreement on certain 
fundamental moral questions, casuistry provides us with little concrete guidance.

7 irdly, the analogy with the common law is imperfect. 7 e common law contains a sys-
tem of binding precedent, and identiL es individuals (that is, judges) whose interpretation 
of previous cases is authoritative. In the L eld of bioethics, there are no clearly identiL able 
moral ‘experts’ to adjudicate on competing interpretations of previous authority.

Fourthly, it is not clear how we can be guided by decisions in previous cases unless those 
decisions are distilled into some sort of general principle. We could, for example, say that 
depriving someone of their liberty would normally be wrong, but we might also be able to 
think of exceptional circumstances in which detention might be justiL ed, perhaps because 
someone suK ers from such a serious mental illness that she would otherwise pose a ser-
ious risk of harm to herself, or others. So we distil from this reasoning process the general 
principle that compulsory detention will be legitimate only where there is a serious risk 
of harm.

On the other hand, even if casuistry—like principlism—cannot tell us what to do when 
faced with a di1  cult dilemma, it would be a mistake to downplay the important role cases 
play in modern bioethics. In the previous section, we saw that there will oJ en be a conI ict 
between, say, autonomy and non-maleL cence. At a high level of abstraction, it is impossible 
for us to tell which should take priority. In the context of a real case, however, it may be pos-
sible to reason why, in this particular case, there are grounds for thinking that autonomy (or 
non-maleL cence) is more important. So, for example, in chapter 5 we will encounter the case 
of a teenager E, who wanted to refuse a blood transfusion. Without greater detail than this, 
it is impossible to tell whether the priority should be to respect E’s wishes or to act in his best 
interests. For example, we need to know more about E’s age, and reasoning capacity, and it 
will be helpful to consider how similar cases were decided in the past. In practice, decision-
making in a case like this will be guided not only by principles, but also by careful analysis 
of the facts in individual cases.

In addition to the use of ‘real’ cases, bioethicists tend to make extensive use of imagined 
cases, or thought experiments. Judith Jarvis 7 omson’s classic essay on abortion (extracted 
in chapter 13) asks the reader to imagine that they wake up to discover that a world fam-
ous violinist has been attached to their body and will be wholly dependent upon them for 
another nine months. In the context of the acts/omissions distinction, James Rachels has 
asked us whether there is a moral diK erence between Smith, who drowns his cousin, and 
Jones, who has the same intention, but L nds that at the critical moment, the cousin bangs 
his head and drowns anyway.26 Are these hypothetical examples useful? On the one hand, 
if they are too fantastical, their relevance to real cases may be tenuous, at best. On the other 
hand, they may oK er a fresh lens from which to view a moral problem that has, as Adrian 
Walsh puts it, ‘become stale’.27 7 e point of 7 omson’s violinist analogy is not necessarily 
to claim that an unwanted pregnancy is exactly the same as waking up attached to a world 
famous violinist, but rather it is intended to prompt us to identify salient similarities and 
diK erences between these cases.

26 J Rachels ‘Active and Passive Euthanasia’ (1975) 292 New England Journal of Medicine 78–80.
27 A Walsh ‘7 e Use of 7 ought Experiments in Health Care Ethics’ in RE AshcroJ , A Dawson, 

H Draper and JR McMillan (eds) Principles of Health Care Ethics 2nd edn (Chichester: Wiley, 2007) 177–83.
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(4) Feminism
7 ere is no single ‘feminist’ approach to bioethics. At the risk of drastic over-simpliL cation, 
three diK erent approaches might be identiL ed.

First, liberal feminists are concerned to redress inequalities between the sexes. In relation 
to health care, the drive towards equality has meant focussing upon ways in which women 
have been treated diK erently from men. One of the most important examples of a liberal 
feminist analysis is Judith Jarvis 7 omson’s classic essay on abortion, mentioned above. 7 e 
point of 7 omson’s at L rst sight bizarre analogy between an unwanted pregnancy and L nd-
ing that one’s body is necessary to support the life of a famous violinist, is that the former is 
an experience which only women can experience, while the latter (hypothetical) experience 
is gender neutral. If, 7 omson reasons, we can agree that it would clearly be unreasonable to 
expect a person to give up his body for nine months to support the violinist, then we ought 
to be able to agree that it is unreasonable to expect women to exercise a similar degree of 
self-sacriL ce in relation to an unwanted pregnancy.

A diK erent example of inequality, which we explore in more detail in chapter 9, is women’s 
traditional exclusion from research trials, due both to their I uctuating hormonal proL les, 
and the possibility of pregnancy. Systematic exclusion of women from clinical trials means 
that medicines may not be as safe or as eK ective when taken by female patients. In a var-
iety of contexts like this, liberal feminists are concerned to highlight and remedy instances 
of inequality.

A second feminist approach is concerned primarily with oppression, and how practices 
may (perhaps unwittingly) contribute to, or exacerbate, existing systems of oppression. 
As we see in chapter 15, feminists were initially among the L ercest critics of reproductive 
technologies, arguing that (male) scientists and doctors were essentially experimenting on 
women’s bodies and exploiting women’s desire for children by persuading them to consent 
to dangerously untested new treatments. Now that in vitro fertilization (IVF) has become a 
routine medical treatment, feminist criticism of it is more muted; however, this sort of fem-
inist analysis is still evident in relation to stem cell research. Some feminists have criticized 
human embryonic stem cell research on the grounds that it relies upon a plentiful supply of 
eggs, which can only be obtained by asking women to undergo the uncomfortable and not 
entirely risk-free process of ovarian stimulation and egg collection.

Another example of an oppression-based feminist analysis might be opposition to paid 
surrogacy on the grounds that asking a woman to bear a child for money is inherently 
exploitative, in much the same way as prostitution.

7 e third feminist approach represents the most direct challenge to bioethics itself. What 
we might call the ‘ethics of care’ emerged as a result of some feminists’ dissatisfaction with 
conventional medical ethics. First, medical ethics used to be principally concerned with 
the doctor–patient encounter, and the medical profession was, until comparatively recently, 
heavily male-dominated. Women, on the other hand, are disproportionately represented 
among patients. 7 eir reproductive capacity, their role as principal carers for both children 
and the elderly, and their greater life expectancy combine to make women more frequent 
users of medical services than men. Women are also more likely to be employed in health 
services as carers, either as nurses (whose role, until fairly recently, was conL ned to carrying 
out doctors’ orders) or as auxiliary staK .

When medical ethicists focus upon the dilemmas facing doctors, they are ignoring the 
equally important ethical issues that are encountered by carers, nurses, and patients. In the 
late 1990s, for example, anthropologist Rayna Rapp documented the moral dilemmas preg-
nant women faced in relation to the decision to use new prenatal testing techniques, such as 
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amniocentesis. 7 ese patients were, she argued, ‘moral pioneers . . . forced to judge the qual-
ity of their own fetuses, making concrete and embodied decisions about the standards for 
entry into the human community’.28

Secondly, drawing on the inI uential and controversial work of psychologist Carol 
Gilligan, feminist theorists have argued that abstract moral reasoning, and in particular, an 
emphasis on individualistic values such as autonomy, are both distinctively ‘male’. Women’s 
existence, according to this analysis, is characterized by connections with others, especially 
through pregnancy and childrearing, and this makes them value relationships more highly 
than individual autonomy.

Carol Gilligan29

The psychology of women that has consistently been described as distinctive in its greater 
orientation toward relationships and interdependence implies a more contextual mode of 
judgment and a different moral understanding. Given the differences in women’s concep-
tions of self and morality, women bring to the life cycle a different point of view and order 
human experience in terms of different priorities.

A third and related point is that the dominant principle of medical ethics, namely patient 
autonomy, presupposes an independent, largely self-su1  cient individual who is able to 
weigh information in order to reach a rational decision about his medical treatment. Yet, of 
course, few patients meet this exacting standard. Illness commonly creates dependency and 
vulnerability. And in any event, a model of moral reasoning which privileges the rational, 
self-directed individual relies on a partial and inaccurate understanding of what it is to be 
human. All of us were completely dependent on others at the beginning of our lives, and 
most of us will spend some time unable to function independently before we die.

Taken together, these three criticisms of conventional bioethics have led to interest in 
developing an ethic of care, which, in short, takes for granted the inevitability of dependency 
and requires us to treat others with sympathy and compassion. But what does this mean in 
practice? One important diK erence between an ethic of care and conventional medical eth-
ics is that the patient is not seen as an atomized and free-I oating individual, making entirely 
self-interested decisions in isolation from her relationships with others, most importantly 
her dependants and/or those who care for her.

In the next extract, Jonathan Herring explains that because ‘caring’ has traditionally been 
‘women’s work’, it has been systematically undervalued and largely ignored by medical ethi-
cists. 7 is is a mistake, not least because without informal and unpaid carers—whose care 
has been valued at £57.4 billion per year, as much as the entire NHS budget—the health 
service would undoubtedly grind to a halt.

Jonathan Herring30

Caring is a gendered activity. It is seen as ‘women’s work’ and as such is ignored in the ‘male 
gaze’. I mentioned earlier the enormous economic value of care and yet it is not given the 

28 Testing Women, Testing the Fetus: " e Social Impact of Amniocentesis in America (NY Routledge, 
1999) 3.

29 In a Di8 erent Voice (Harvard UP: London, MA, 1982) 22.
30 ‘Where are the Carers in Healthcare Law and Ethics?’ (2007) 27 Legal Studies 51–73.
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Caring is a gendered activity. It is seen as ‘women’s work’ and as such is ignored in the ‘male
gaze’. I mentioned earlier the enormous economic value of care and yet it is not given the

TCM_ML.indb   21TCM_ML.indb   21 8/26/2009   6:55:50 AM8/26/2009   6:55:50 AM



22 |  medical Law: Text, Cases, and Materials

respect or recognition that other higher profi le ‘economically productive’ activities have. By 
describing care work as ‘voluntary’ and ‘informal’ it is marginalised as unimportant. Hence, 
the professional doctor–patient relationship is subject to careful and extensive legal regula-
tion and is dealt with at length in the court reports and the wider media. The carer–patient 
relationship, of greater signifi cance to many patients, is ignored. This all has the impact of 
care work being unvalued and unnoticed. All of this is convenient to a society in which ‘men’s’ 
work goes rewarded and valorised, while ‘women’s’ work is invisible and unrecognised. The 
lack of respect owed to caring has played a signifi cant role in the unequal economic pos-
ition of women.

Under an ethic of care the practice of caring would be hugely valued within society. Carers 
would, far from being hidden, come to represent a norm. Social structures and attitudes 
would need to be set up to encourage and enable caring. This would require adequate remu-
neration of carers: not the payment of benefi ts of the kind paid to those ‘unable to work’, but 
payment acknowledging the key role they play. Work would need to be done to ensure that 
the burden of caring did not fall on the few but was shared across the community.

7 e feminist ethics of care has its critics, however. In the following extract, Helga Kuhse 
questions whether it can replace ethical principles and reasoned argument.

Helga Kuhse31

Is ethics gendered? Do women and men approach ethics differently? The answer of many 
thinkers has been ‘yes’. Rousseau thought that abstract truths and general principles are 
‘beyond a woman’s grasp . . . ; woman observes, man reasons’. Schopenhauer bluntly pro-
claimed: ‘the fundamental fault of the female character is that it has no sense of justice’. This 
‘weakness in their reasoning faculty’, Schopenhauer continued, ‘also explains why women 
show more sympathy for the unfortunate than men’. . . Freud believed that ‘for women the 
level of what is ethically normal is different from what it is in men’. Women, he wrote, ‘show 
less sense of justice than men’. On these views, then, men and women not only approach 
ethics differently, but insofar as women were thought to lack a head for abstract principles, 
and a sense of justice, their ethical approach was also regarded as somewhat defective and 
inferior to that of men . . . 

There is [a] school of thought that holds that traditional male thinkers, while wrong on 
much else, were right . . . that women and men do approach ethics differently. This school of 
thought rejects the idea that women are incapable of abstract, principled thinking; rather, and 
much more fundamentally, it claims that principled ethical thinking is not the only valid (or 
best) approach to ethics. There is, according to this view, an alternative ‘female’ approach to 
ethics which is based not on abstract ‘male’ ethical principles or wide generalisations, but on 
‘care’, that is, on receptivity and responsiveness to the needs of others . . . 

[T]he assumption is that caring, in its sensitive attention to the particularities of the situ-
ation can give the right answer. But this is not so. Sensitivity and particularity alone can not 
guide action . . . 

If women . . . excessively devalue reasoned argument, if they dismiss ethical principles and 
norms and hold that notions of impartiality and universalizability have no place in a female 

31 ‘Clinical Ethics and Nursing: “Yes” to Caring, But “No” to a Female Ethics of Care’ (1995) 9 Bioethics 
207–19.
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ethics of care, then they will be left without the theoretical tools necessary to condemn some 
actions or practices, and to defend others. Bereft of a universal ethical language, women will 
be unable to participate in ethical discourse.

Rather than seeing an ethic of care as an alternative to norms like justice and impartiality, 
perhaps it would be more useful to regard it as a necessary supplement. An ethic of care, 
just like the principlist approach discussed above, will rarely dictate a solution to a di1  cult 
dilemma, such as which patient should get the only available intensive care bed. Instead, it is 
useful as a reminder that patients are not, in fact, solitary autonomous individuals, making 
rational self-interested decisions; that their interests cannot, and perhaps should not, always 
be considered in isolation from the interests of their carers.

(c) Common Justificatory Strategies
(1) Human Dignity; 7 e Sanctity of Human Life and Playing God
A common response to novel or controversial medical techniques—such as euthanasia, 
cloning and abortion—is to argue that they interfere with human dignity; or that they are 
at odds with the sanctity of human life; or that they would involve human beings ‘playing 
God’. International agreements on biomedicine have also emphasized the importance of 
respect for human dignity: the preamble to the Council of Europe Convention on Human 
Rights and Biomedicine requires signatories ‘to take such measures as are necessary to 
safeguard human dignity and the fundamental rights and freedoms of the individual with 
regard to the application of biology and medicine’.

But what do these phrases actually mean? In the next extract, Ruth Chadwick attempts to 
pin down what might be meant by the expression ‘playing God’.

Ruth F Chadwick32

[I]t seems clear that the use of the term ‘playing God’ normally indicates moral disapproval 
on the part of the speaker, but it is not obvious what is supposed to be bad about taking the 
decision. Let us consider alternative ways of looking at the question.

(a) God’s prerogative
From a religious point of view the objection may be that it is for God to give life and for 
God to take it away. Such a view notoriously has the diffi culty however that it seems to 
imply the rejection of medicine altogether . . . 

(b) Letting nature take its course
Here the playing-God objection is interpreted as a claim that human beings are interfer-
ing with the course of nature, and that this is wrong. As such it can be, and has been, 
fairly easily answered . . . John Stuart Mill points out that it is impossible for humans to 
let nature take its course because every human action has an impact, however slight, 
upon nature.

(c) Equality

32 ‘Playing God’ (1989) 3 Cogito 186–93, 188.
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A third possibility . . . is that the objection expresses an intuition about equality . . . The 
suggestion may be that human beings have lives that are of equal value and that it 
is therefore wrong for one set of people to judge that the lives of others are of less 
value. . . . 

(d) Omniscience
A further claim about equality may be involved here. The suggestion would be that one 
thing that human beings have in common is that their knowledge is limited. Those who 
take decisions about the quality of the lives of others are aspiring to the kind of omnis-
cience that is simply not available to them . . . 

The playing-God objection may be useful, then, in that it reminds us that certain things have 
unpredictable and possibly disastrous consequences. But it seems doubtful that it can pro-
vide a conclusive argument against a certain course of action.

In a secular society, what might it mean to say that human life is sacred? In the next 
extract, Ronald Dworkin suggests that there is a universal, and not necessarily religious, 
sense of awe at the ‘miracle’ of human creation.

Ronald Dworkin33

Something is sacred or inviolable when its deliberate destruction would dishonour what 
ought to be honoured. . . . The idea that each individual human life is inviolable is . . . rooted, 
like our concern for the survival of our species as a whole, in two combined and intersecting 
bases of the sacred: natural and human creation. Any human creature, including the most 
immature embryo, is a triumph of divine or evolutionary creation, which produces a com-
plex, reasoning being from, as it were, nothing, and also of what we often call the ‘miracle’ 
of human reproduction, which makes each new human being both different from and yet a 
continuation of the human beings who created it. . . . 

The life of a single human organism commands respect and protection, then, no matter in 
what form or shape, because of the complex creative investment it represents and because 
of our wonder at the divine or evolutionary processes that produce new lives from old ones, 
at the processes of nation and community and language through which a human being will 
come to absorb and continue hundreds of generations of cultures and forms of life and value, 
and, fi nally, when mental life has begun and fl ourishes, at the process of internal personal 
creation and judgement by which a person will make and remake himself, a mysterious, 
inescapable process in which we each participate, and which is therefore the most powerful 
and inevitable source of empathy and communion we have with every other creature who 
faces the same frightening challenge. The horror we feel in the wilful destruction of a human 
life refl ects our shared inarticulate sense of the intrinsic importance of each of these dimen-
sions of investment.

On the other hand, Peter Singer argues that the ‘sanctity of human life’, which he condemns 
as speciesist, derives from a speciL cally Christian moral tradition.

33 Life’s Dominion: An Argument about Abortion and Euthanasia (HarperCollins: London, 1993) 83–4.
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Peter Singer 34

People often say that life is sacred. They almost never mean what they say. They do not 
mean, as their words seem to imply, that all life is sacred. If they did, killing a pig or even pull-
ing up a cabbage would be as contrary to their doctrine as infanticide. So when in the context 
of medical ethics people talk of the sanctity of life, it is the sanctity of human life that they 
really mean . . . 

[W]hat is the position when we compare severely and irreparably retarded human infants 
with nonhuman animals like pigs and dogs, monkeys and apes? I think we are forced to con-
clude that in at least some cases the human infant does not possess any characteristics or 
capacities that are not also possessed, to an equal or higher degree, by many nonhuman 
animals. This is true of such capacities as the capacity to feel pain, to act intentionally, to 
solve problems, and to communicate with and relate to other beings; and it is also true of 
such characteristics as self-awareness, a sense of one’s own existence over time, concern 
for other beings, and curiosity. . . . 

So when we decide to treat one being—the severely and irreparably retarded infant—in 
one way, and the other being—the pig or monkey—in another way, there seems to be no 
difference between the two that we can appeal to in defense of our discrimination . . . The 
doctrine of the sanctity of human life, as it is commonly understood, has at its core a discrim-
ination on the basis of species and nothing else . . . 

[T]he intuitions which lie behind [the doctrine of the sanctity of human life] are not insights 
of self-evident moral truths, but the historically conditioned product of doctrines about 
immortality, original sin and damnation which hardly anyone now accepts; doctrines so 
obnoxious, in fact, that if anyone did accept them, we should be inclined to discount any 
other moral views he held. Although advocates of the doctrine of the sanctity of human life 
now frequently try to give their position some secular justifi cation, there can be no possible 
justifi cation for making the boundary of sanctity run parallel with the boundary of our own 
species, unless we invoke some belief about immortal souls.

Human dignity is an especially vague and ambiguous concept. In particular, its scope is 
potentially wider than respect for persons or human rights. We might, for example, be 
required to treat an embryo or a corpse, neither of which is a person or rights’ holder, with 
dignity. We might not have to behave as though an embryo or a corpse was a human person, 
but neither are we entitled to use and dispose of them as if they were things.

Deryck Beyleveld and Roger Brownsword have argued that the concept of human dignity 
has undergone a signiL cant shiJ  in meaning in recent years. Respect for human dignity 
used to mean promoting autonomous choice, which they describe as ‘human dignity as 
empowerment’. According to Joseph Raz, for example:

Respecting human dignity entails treating humans as persons capable of planning and plot-
ting their future. Thus, respecting people’s dignity includes respecting their autonomy, their 
right to control their future. . . . An insult offends a person’s dignity if it consists of or implies a 
denial that he is an autonomous person or that he deserves to be treated as one.35

In recent years, however, Beyleveld and Brownsword suggest that human dignity is instead 
being invoked in order to restrict individual’s choices, which they refer to as ‘human dignity 

34 H Kuhse (ed.), Unsanctifying Human Life: Essays on Ethics (Blackwell: Oxford, 2002).
35 J Raz, " e Authority of Law (OUP: Oxford, 1979) 221.
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as constraint’. 7 is is commonly done by arguing that a controversial medical practice is 
‘against human nature’.

Deryck Beyleveld and Roger Brownsword36

Many persons feel that a number of scientifi c interventions are ‘unnatural’, and cite this as 
the reason why it is wrong to employ them. This reaction may be linked to the idea that such 
interventions are contrary to dignity by the following reasoning. Dignity is the property by 
virtue of which human beings have moral rights or moral standing. All human beings have 
dignity simply by virtue of being human. Dignity is thus an essential part of human nature. 
Therefore, to act contrary to human nature is to act contrary to human dignity, and it might, 
then, be alleged that, for example, assisted reproduction itself is against nature; or 70-year-
old women bearing children is against nature; or lesbianism is against nature; or men bearing 
children is against nature. . . . 

An attempt to explicate respect for human dignity in terms of human nature is not without 
its problems even if couched within a framework that links having dignity to being human 
(in a biological sense) . . . Suppose that it is held that it is unnatural for a lesbian woman to 
bear a child, or for a man to bear a child. What is meant by saying that it is unnatural? Clearly, 
it cannot be meant that it goes against the laws of nature. If something is contrary to the 
laws of nature then it cannot (physically) happen. And, if it is not possible for it to happen 
then there is no need to prescribe that it ought not to happen or to take steps to prevent it 
from happening.

Perhaps, then, what is meant is that it cannot happen without human intervention. 
However, there are so many things that cannot happen without human intervention that this 
threatens to imply that human action itself is contrary to human nature. Certainly, anyone 
who adopts such a view must, it seems, hold that all medical intervention without which a 
person would die is contrary to human nature.

(2) 7 e Slippery Slope
Another common objection to controversial medical practices is that they might represent 
the L rst step on a slippery slope. 7 is is a consequentialist argument in that it does not 
appeal to the intrinsic wrongness of a particular technique; rather, as Frederick Schauer 
explains, the fear is that allowing something that may seem fairly innocuous in itself might 
have unforeseeable, uncontrollable, or dangerous consequences.

Frederick Schauer37

Sometimes the warning is of ‘a foot in the door,’ and the British often refer to ‘the thin edge 
of the wedge’. Most commonly we are told to beware of the ‘slippery slope’. Yet regardless 
of the term employed, the phenomenon referred to is the same. The single argumentative 
claim supported by each of these metaphors, as well as by many others, is that a particular 
act, seemingly innocuous when taken in isolation, may yet lead to a future host of similar but 

36 Human Dignity in Bioethics and Biolaw (OUP: Oxford, 2001).
37 ‘Slippery Slopes’ (1985) 99 Harvard Law Review 361.
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increasingly pernicious events. But why should this be? What induces people to believe that 
in some cases neither doctrinal limits nor judicial intervention can prevent the slide down the 
slippery slope? . . . 

As a start we can say that a slippery slope argument necessarily contains the implicit con-
cession that the proposed resolution of the instant case is not itself troublesome. By focus-
ing on the consequences for future cases, we implicitly concede that this instance is itself 
innocuous, or perhaps even desirable. If we felt otherwise, then we would not employ the 
slippery slope argument, but would rather claim much more simply that this case, in itself, is 
impermissible. By implicitly conceding that the instant case is, by itself, unobjectionable, the 
slippery slope argument directs our attention and our fears to the danger case in the future. It 
is not permitting the instant case that worries us, but rather the possibility that permitting the 
instant case will lead to the danger case . . . 

Thus, what can distinguish a slippery slope claim from other warnings about the future 
is the identifi cation of factors increasing the likelihood not only of slippage, but of slippage 
in the particular direction that takes us from the instant case to the danger case. The task 
confronting one who makes a slippery slope argument is thus to identify possible sources of 
this skewed risk factor. 

In the next extract, Bernard Williams contrasts two diK erent types of slippery slope 
claims: the ‘horrible result’ argument and the ‘arbitrary result’ argument. He also explains 
that slippery slope arguments do not necessarily justify banning a practice; rather, a 
diK erent response might be regulation, which draws a line between acceptable and 
unacceptable practices.

Bernard Williams38

First it is worth distinguishing two types of slippery slope argument. The fi rst type—the 
horrible result argument—objects, roughly speaking, to what is at the bottom of the slope. 
The second type objects to the fact that it is a slope: this may be called the arbitrary result 
argument. . . . 

All of the arguments that I shall be considering use the idea that there is no point at which 
one can non-arbitrarily get off the slope once one has got onto it—that is what makes the 
slope slippery. Arguments that belong to the fi rst type that I have distinguished involve, in 
addition, the further idea that there is a clearly objectionable practice to which the slope 
leads. The second type of argument, by contrast, relies merely on the point that after one has 
got on to the slope, subsequent discriminations will be arbitrary . . . 

The fi rst requirement is that it should be probable in actual social fact that such a process 
will occur. This requires that there should be some motive for people to move from one step 
to the next. Suppose it is plausible that there will be a slide, and that there will be, at each 
stage, pressure to take the next step. What follows from that? The slippery slope argument 
concludes that one should not start, and that the fi rst case should not be allowed, on the 
ground that after the fi rst step there is nowhere to stop . . . 

But there is an obvious alternative. Granted that we are now considering cases in which a 
defi nite rule of practice is needed, we have the alternative of drawing a sharp line between 
cases that are allowed and cases that are not . . . Is drawing a line in this way reasonable? 
Can it be effective? The answer to both these questions seems to me evidently to be ‘Yes, 
Sometimes’. . . 

38 Making Sense of Humanity and Other Philosophical Papers (CUP: Cambridge, 1995) 213–14, 220–1.
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ground that after the fi rst step there is nowhere to stop . . .

But there is an obvious alternative. Granted that we are now considering cases in which a
defi nite rule of practice is needed, we have the alternative of drawing a sharp line between
cases that are allowed and cases that are not . . . Is drawing a line in this way reasonable?
Can it be effective? The answer to both these questions seems to me evidently to be ‘Yes,
Sometimes’. . .
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[T]he slippery slope argument should be properly understood as in good part an empirical, 
consequentialist argument . . . Seen in this light, it seems to me that the slippery-slope style of 
argument can carry weight, and is to be taken seriously; but that, equally, it need not neces-
sarily carry the day, in the sense of proving that the fi rst step should never be taken. We may, 
instead, take the path of drawing a line, and that is a perfectly reasonable reaction, in the right 
circumstances, to the challenge that is indeed posed by the slippery slope considerations.

 The Body
In recent years, there has been a great deal of academic interest in ‘the body’. For our 
 purposes, two particular themes are worth highlighting. First, in the past medical knowl-
edge about the body was believed to be scientiL c, and hence neutral and objective. In recent 
years, however, sociologists have argued that medicine controls our bodies, L rst, by deL ning 
illness and abnormality, and also by instilling us with a sense of responsibility for the state 
of our bodies. Secondly, our relationship with our bodies is di1  cult to classify according to 
conventional legal norms. Let us brieI y mention both these themes in turn.

(a) The Social Construction of the Body
Medicine undoubtedly has the power to decide what counts as an illness. In the nineteenth 
century, for example, masturbation was believed to be a dangerous illness which produced a 
cluster of symptoms, including vertigo, headaches, loss of hearing and memory, and which 
had some very serious long-term consequences, such as heart disease, insanity, blindness, 
and even death. While this now seems like a comical example of Victorian ignorance and 
prudery, today other natural processes, such as the menopause, are increasingly treated as 
‘medical conditions’, in need of professional intervention and control.

In the next extract Deborah Lupton I eshes out the claim that medical knowledge about 
the body is not neutral, but instead embodies a set of cultural and political assumptions.

Deborah Lupton39

Social theorists who are interested in the body and medicine deny that medical knowledge, 
or indeed any other type of knowledge, can be regarded as neutral, scientifi c or politically dis-
interested. Rather, like the body or any other phenomenon, medicine is socially constructed, 
is mediated through social understandings, and has political effects. For instance, while we 
may think that the version of the human body presented in a medical textbook is ‘scientifi c 
truth’ and therefore politically neutral, closer examination reveals conventions of represen-
tation that support wider sociocultural and political assumptions and objectives. The body 
in such textbooks is nearly always that of a young white male, suggesting that this type 
of body is the ‘real’ or ‘normal’ human body, against which other bodies (those of women, 
people of non-white ethnicity, or the elderly) are considered ‘abnormal’. . . 

39 ‘7 e Body, Medicine and Society’ in John Germow (ed.), Second Opinion: An Introduction to Health 
Sociology (OUP: Oxford, 1998) 121–35.

[T]he slippery slope argument should be properly understood as in good part an empirical, 
consequentialist argument . . . Seen in this light, it seems to me that the slippery-slope style of 
argument can carry weight, and is to be taken seriously; but that, equally, it need not neces-
sarily carry the day, in the sense of proving that the fi rst step should never be taken. We may, 
instead, take the path of drawing a line, and that is a perfectly reasonable reaction, in the right 
circumstances, to the challenge that is indeed posed by the slippery slope considerations.

Social theorists who are interested in the body and medicine deny that medical knowledge, 
or indeed any other type of knowledge, can be regarded as neutral, scientifi c or politically dis-
interested. Rather, like the body or any other phenomenon, medicine is socially constructed, 
is mediated through social understandings, and has political effects. For instance, while we 
may think that the version of the human body presented in a medical textbook is ‘scientifi c 
truth’ and therefore politically neutral, closer examination reveals conventions of represen-
tation that support wider sociocultural and political assumptions and objectives. The body 
in such textbooks is nearly always that of a young white male, suggesting that this type 
of body is the ‘real’ or ‘normal’ human body, against which other bodies (those of women, 
people of non-white ethnicity, or the elderly) are considered ‘abnormal’. . .
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Throughout the history of scientifi c medicine, medical and public health knowledges have 
been employed to distinguish and differentiate between ‘normal’, ‘healthy’ bodies and those 
that are regarded as ‘abnormal’, ‘diseased’ or ‘deviant’. The male European body has been 
represented as the archetypical normal, healthy body . . . By way of contrast, the female body, 
the bodies of the working classes or the poor, non-white bodies, and homosexual bodies 
have been singled out as diseased, passive, contaminating, dirty and lacking self-control. 
There is a symbiotic relationship, therefore, between identifying the bodies of particular 
social groups (such as women, non-Whites, the working class, or homosexuals) as being 
uncontrolled, dirty, and as a result, more susceptible to illness, disease and early death, and 
the reproduction of the notion that such groups are inferior to the dominant social group (that 
is, well-off, white, heterosexual men). . . . 

Compared with the male body, the female body has been represented as sickly, weak, 
and susceptible to illness. Women are typically described in the legal, medical and early 
social scientifi c literature as possessing problematic and unruly bodies, with their sexual 
and reproductive capacities requiring constant surveillance and regulation. Particularly in the 
nineteenth and twentieth centuries, medical assumptions about women—for example, that 
they were prone to uncontrolled emotional outbursts, which in turn were produced by the 
uterus, or that their natural place was in the home rather than participating in the public 
sphere—have contributed to the control of women and their confi nement to the domestic 
sphere.

In the next extract, Bill Hughes argues that the ill and dependent body is increasingly seen 
as a reI ection of the patient’s weakness or failure. In part, this is because preventative medi-
cine emphasizes the individual’s responsibility for her own health, and may downplay some 
of the wider social causes of ill health, such as poverty and social inequality.

Bill Hughes40

As health maintenance—as opposed to curative—strategies emerge as the priority in con-
temporary patterns of health care, then responsibility for health shifts from the professional 
to the lay person . . . There can be no doubt that this apparent democratisation of the relation-
ship between professional and patient suited western governments intent on reducing public 
expenditure and squeezing the welfare state. The ideas of self care and health maintenance as 
the responsibility of the lay person rather than the professional became, in the 1980s, import-
ant ideological tools in the privatisation of healthcare activities. In the contemporary, secular, 
deregulated world, a good deal of the policing of human behaviour—which is traditionally 
invested in the powers of religion and law—is carried out in the name of health . . . Medical 
knowledge, often in the form of behavioural prescriptions, challenges the population to be 
healthy, to adopt healthy behaviours and to choose healthy places to live and work.

Disease—in at least some of its manifestations—can now be regarded as a failure of 
health maintenance, a sign of an improper relationship to one’s body and to what one does 
with it.

40 ‘Medicalized Bodies’ in Philip Hancock, Bill Hughes, Elizabeth Jagger, Kevin Paterson, Rachel Russell, 
Emmanuelle Tulle-Winton, and Melissa Tyler (eds), " e Body, Culture and Society: An Introduction (Open 
UP: Milton Keynes, 2000) 12–28.

Throughout the history of scientifi c medicine, medical and public health knowledges have
been employed to distinguish and differentiate between ‘normal’, ‘healthy’ bodies and those
that are regarded as ‘abnormal’, ‘diseased’ or ‘deviant’. The male European body has been
represented as the archetypical normal, healthy body . . . By way of contrast, the female body,
the bodies of the working classes or the poor, non-white bodies, and homosexual bodies
have been singled out as diseased, passive, contaminating, dirty and lacking self-control.
There is a symbiotic relationship, therefore, between identifying the bodies of particular
social groups (such as women, non-Whites, the working class, or homosexuals) as being
uncontrolled, dirty, and as a result, more susceptible to illness, disease and early death, and
the reproduction of the notion that such groups are inferior to the dominant social group (that
is, well-off, white, heterosexual men). . . .

Compared with the male body, the female body has been represented as sickly, weak,
and susceptible to illness. Women are typically described in the legal, medical and early
social scientifi c literature as possessing problematic and unruly bodies, with their sexual
and reproductive capacities requiring constant surveillance and regulation. Particularly in the
nineteenth and twentieth centuries, medical assumptions about women—for example, that
they were prone to uncontrolled emotional outbursts, which in turn were produced by the
uterus, or that their natural place was in the home rather than participating in the public
sphere—have contributed to the control of women and their confi nement to the domestic
sphere.

As health maintenance—as opposed to curative—strategies emerge as the priority in con-
temporary patterns of health care, then responsibility for health shifts from the professional
to the lay person . . . There can be no doubt that this apparent democratisation of the relation-
ship between professional and patient suited western governments intent on reducing public
expenditure and squeezing the welfare state. The ideas of self care and health maintenance as
the responsibility of the lay person rather than the professional became, in the 1980s, import-
ant ideological tools in the privatisation of healthcare activities. In the contemporary, secular,
deregulated world, a good deal of the policing of human behaviour—which is traditionally
invested in the powers of religion and law—is carried out in the name of health . . . Medical
knowledge, often in the form of behavioural prescriptions, challenges the population to be
healthy, to adopt healthy behaviours and to choose healthy places to live and work.

Disease—in at least some of its manifestations—can now be regarded as a failure of
health maintenance, a sign of an improper relationship to one’s body and to what one does
with it.
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(b) Do We Own Our Bodies?
In contemporary bioethics, the question of whether we have rights in our bodies akin to 
ownership emerges in debates about surrogacy and payment for organ donation. Certainly, 
some of the rights that we have over our bodies look very like property rights: a right to 
use them, to exclude others, and to be compensated for negligently inI icted damage are all 
rights that also commonly exist in relation to things that we own. On the other hand, it is less 
clear whether we possess another right that we would normally associate with ownership, 
namely the right to transfer for value.

In the next extract Stephen Munzer argues that while it would not make sense to say that 
we have full ownership of our bodies, we do possess some limited property rights in them.

Stephen Munzer41

[S]ome hold that the body should be thought of as property and emphasize that each person 
owns or has title to himself or herself. Others maintain that the body ought not to be thought 
of as property at all, and indeed that it demeans human beings to think of them or their bodies 
as property. In contrast, the position advocated here is that, insofar as one takes an overall 
view, people do not own, but have some limited property rights in, their bodies. . . . 

It is unhelpful to say that no body rights are property rights. It is also unhelpful to say that 
all body rights are property rights . . . Since both extreme views should be rejected, one must 
provide a criterion for classifying some, but not all, body rights as property rights. The most 
useful criterion is transferability . . . 

[O]ne can divide all body rights into personal rights and property rights. Personal rights are 
body rights that protect interests or choices other than the choice to transfer. Property rights 
are body rights that protect the choice to transfer . . . One can subdivide property rights in the 
body into weak and strong varieties. A weak property right involves only a choice to transfer 
gratuitously. A strong property right involves a choice to transfer for value . . . 

[I]t is a mistake to characterize body rights, jointly or individually, as self-ownership. Taken 
jointly, the body rights of each person amount not to ownership but only to a weaker package 
of limited property rights. Considered individually, the body rights of each person are not all in 
the same boat. Most body rights are personal rather than property rights; examples are rights 
not to be murdered, not to be searched without a warrant or just cause . . . and to exclude 
others from sexual or other physical contact. Some body rights are property rights—whether 
weak, such as the right to donate an organ upon death, or strong, such as the right to sell 
semen; but these weak and strong property rights are neither so numerous nor so central as 
to establish that persons ‘own’ themselves.

 Conclusion
In the remainder of this book, we will see that, in recent years, there has been a shiJ  from 
a paternalistic model of medical decision-making, based upon the idea that ‘doctor knows 
best’, towards an autonomy model, which assumes that a competent adult patient should 
have an almost absolute right to refuse medical treatment. It would, however, be a mistake 

41 A " eory of Property (CUP: Cambridge, 1990).
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to regard patient autonomy as the overriding value in all medical decision-making. 7 e right 
to autonomy is a negative right to prevent unwanted intervention, and patients do not have 
the right to demand access to medical treatment when resources are unavailable; or when 
treatment would be against the doctors’ clinical judgement; or when Parliament has decided 
that the treatment in question is ethically unacceptable and should be legally proscribed 
(examples currently include human reproductive cloning and female circumcision).

7 e problem for the law is that there will be very few cases when there is agreement over 
the legitimacy of controversial medical practices. 7 ere will never be any consensus over 
whether euthanasia should be legalized, for example, or whether it is legitimate to experi-
ment on embryos. In this chapter, we have focused mainly upon how we might go about 
discussing these questions. We could, for example, look at the consequences of regulating 
in one way or another. So, in relation to euthanasia, we could ask whether legalization 
would, on balance, make life better or worse for sick and vulnerable patients. We could also 
think about what principles might be at stake, and how the tension between autonomy and 
non-male6 cence should be resolved. It might be important to think about what arguments 
grounded in human dignity or respect for the sanctity of human life mean in this context, and 
whether there is a slippery slope that either could, or could not, be contained through regu-
lation. None of these considerations can tell us what to do, however, and undoubtedly most 
of us will also bring our own values and experiences to bear on these questions. In relation 
to euthanasia, for example, someone with strong religious convictions will be inI uenced by 
their faith, and someone who has seen a relative die a protracted and painful death may L nd 
that that experience shapes their judgement. Our ‘gut instincts’ will inevitably oJ en provide 
the starting point for our reasoning process, but it is important to remember that, on their 
own, there is no reason why anyone else should L nd them persuasive.
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