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INTRODUCTION

MORAL REASONING
IN THE MEDICAL CONTEXT

BONNIE STEINBOCK / JOHN D. ARRAS / ALEX JOHN LONDON

BIOETHICS: NATURE AND SCOPE

Dr. Deborah Brody was not looking forward to Jim
Lasken’s next visit. Mr. Lasken, a Forty-year-old
former postal carriet, devoted husband, and father
of two teenagers, was at a critical juncture in his
treatment for amyotrophic lateral sclerosis, a pro-
gressive and ultimately fatal degenerative disease
of the nervous system, known to most people as
Lou Gehrig’s disease. Dr. Brody had been seeing
Mr. Lasken for the past ten years, during which
time his condition had been steadily deteriorating.
Mr. Lasken was now in very bad shape. In the past
three years he had lost the ability to walk, work,
dress himself, and sit up without supports. He was
now incontinent, and could speak only a few short
words at a time, and only with agonizing difficulty.
Mr. Lasken’s psychological state had tracked his
physical decline. Although he had kept up a brave
front as many of his faculties declined over the first
years of his illness, Mr. Lasken was becoming more
and more despondent as his condition worsened.

Editors’ note: Although this article represents a complete
reworking and expansion of the introduction from previ-
ous editions of this book, the authers gratefully acknowl-
edge the enduring contributions of Robert Hunt, coeditor
of the first edition, to these pages.

Dr. Brody suspected that Mr. Lasken was in a deep
depression, but, given his life prospects, she could
not really blame him.

Dr. Brody dreaded Mr. Lasken’s next visit not
simply because he was seriously ill and getting pro-
gressively worse, but because Mr. Lasken had been
asking her to help him “end it.” As he and his wife,
Jane, had explained, his life had become unbear-
able. He could no longer enjoy his former hobbies,
he could no longer communicate with anyone with-
out enduring monumental frustration and fatigue,
he knew he was a tremendous burden to his family,
and was well aware that things were just going to
get worse. It had become clear, in fact, that Mr.
Lasken would soon have to be hooked up to a me-
chanical ventilator to do his breathing for him, or
else he would drown in his own secretions.

This was apparently the last straw. Mr. Lasken
was now adamant: He saw no point in either going
on the respirator or dying a slow, wasting death
without it. He wanted to die now, and he wanted
Dr. Brody to help him. “Give me a shot,” he implored,
“it's all you can do for me now. My life is over.”

Dr. Brody now had a serious problem. Should
she help her patient commit suicide? Indeed, since
Mr. Lasken could no longer actively do anything to
take his own life, the doctor would have to do it
herself, engaging in what is called “active euthan-
asia.” She knew that it was against the law in her
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state either to assist someone in a suicide or directly
to kill another person, but could such an act be eth-
ically permitted if the patient were sufficiently des-
perate and helpless? Supposing that someore might
be justified in performing euthanasia, was this the
sort of thing that a doctor could or should do? As a
physician, she empathized with her patient’s pain,
isolation, and desperation, and would have done
just about anything to alleviate his terrible suffer-
ing. “Abig part of my job is to combat suffering, not
just death,” she thought. “If my patient’s mental
and physical suffering can only be ended by death,
and if his life is no longer of any use to him, why
should I not help him?” On the other hand, she re-
called the Hippocratic oath, a version of which she
took upon graduation from medical school, which
condemned giving patients “deadly drugs.” The
message, transmitted from one generation of doc-
tors to the next, was that physicians are supposed to
be healers, not killers.

Dr. Brody’s dilemma is also society’s problem.
More and more individuals are claiming that just as
they have a right to control what happens to their
own bodies during life, so they have a right to control
the timing and manner of their deaths. Celebrated
cases, like that of Dr. Kevorkian in Michigan, focus
public attention on the question of whether the laws
that currently constrain Dr. Brody should be changed.
Given appropriate circumstances, checks, and bal-
ances, should doctors be given legal permission to
prescribe deadly drugs for their suicidal patients?
Should they be allowed to kill outright? What are the
social implications of allowing individuals such a
right to die? Should these practices become wide-
spread, what would be the likelihood of abuse and
the “slippery slope” toward killing those who are
mentally infirm, elderly, and poor?

Problems of this sort lie at the heart of contem-
porary bicethics, the field introduced by this an-
thology. Like its parent disciplines, moral
philosophy and religious ethics, bioethics is a study
of moral conduct, of right and wrong. As such, it is
inescapably normative. As opposed to some histori-
cal or social scientific approaches to moral conduct
that emphasize description of the way the world is,
or causal conjectures about why it is the way it is,
bioethics inquires about the rightness or wrongness
of various actions, character traits, and social
policies. Thus, instead of fixing on such issues as

the history of physicians’ participation in their
patients’ suicides, or the way in which their attitudes
are shaped by age, gender, specialty, and so on,
“bioethicists” typically ask whether assisted suicide
or euthanasia can be morally justified, whether
either practice would be good social policy, and
whether these practices are compatible with the
character traits of a good physician. (This is not to
say, however, that good normative Teasoning can or
should take place without careful attention to
empirical details, which often prove crucial to the
careful resolution of practical moral problems.)

In addition to these straightforward normative
concerns, bioethicists are also increasingly inter-
ested in what philosophers call “metaethical”
themes. That is, they are concerned not just with
the question, say, of whether assisted suicide is
morally justified, but also with broader and more
abstract questions bearing on the nature of moral
justification and the kind of thinking that supports
it. As we shall see near the end of this article, some
bioethicists might claim, for example, that the justi-
fiability of physician-assisted suicide must be
sought in the articulation and application of vari-
ous moral theories or principles, while others
might claim that justification must proceed the
other way around, beginning with concrete and
unmistakable instances of good and bad behavior,
and then gradually developing principles that cap-
ture and distill our most fundamental moral re-
sponses to cases. It is a question, in other words, of
whether ethical thought should proceed from the
“top down” or from the “bottom up.”

SOURCES OF BIOETHICAL
PROBLEMS AND CONCERNS

Since its birth in the early 1970s, the contemporary
bioethics movement has grown from a mere blip on
the radar of public consciousness to a major acade-
mic- and service-oriented profession with its own
research centers, journals, conferences, and degree
programs. Not a week goes by, it seems, without
some controversial biomedical case or issue making
its way into the nation’s headlines and talk shows:
“Gene for Homosexuality Discovered!” “Parents
Insist on Treatment for Baby Without a Brain!”
“Patients Subjected to Radiation Experiments
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Without Their Consent!” “Dr. Kevorkian Strikes
Again!” Why are we beset in this present age with
so many fundamental and fascinating questions?

Technological Innovation

Obviously, much of the ferment in contemporary
biomedical ethics is due to the unrelenting pace of
technological advance. The story is by now familiar:
Clever physicians, researchers, and technicians dis-
cover newer and better ways to do things, such as
sustaining the lives of terminally ill patients, diag-
nosing fetal abnormalities in utero, and facilitating
conception for infertile couples. Before we know it,
however, these new techniques and services begin
to take on lives of their own, expanding well be-
yond the problems and patients for whom they
were originally intended.

Cardiopulmonary resuscitation, for example,
originally intended for otherwise healthy victims of
drowning or electrocution, has gradually and un-
ceremoniously become a violent and final “rite of
passage” for many aged, moribund patients in our
nation’s hospitals. The administration of artificial
nutrition and hydration, originally intended as a
temporary bridge to the restoration of patients’ di-
gestive functioning, now is routinely delivered to
thousands of patients who have irretrievably lost all
higher brain functions.

Prenatal diagnosis, originally intended for fe-
tuses at high risk of a metabolic or genetic disorder,
is now routinely offered to, and sought by, many
women in their late twenties or early thirties who
are at no special health risk. The availability of this
technology has thus expanded choice, while simul-
tanecusly imposing new pressures on many
women by altering their definition of an “accept-
able risk” during pregnancy.

Finally, in vitro fertilization (IVF), originally
developed to aid infertile married couples, is now
offered to single women, to adult daughters volun-
teering to serve as surrogate mothers for their own
mothers’ children (i.e., to be the mothers of their
own siblings), and to postmenopausal women in
their late forties and fifties. In conjunction with the
newly developed techniques of embryo freezing
and “embryo splitting,” a kind of cloning, IVF
might soon make it possible for a woman grown

from a split embryo to give birth to her own previ-
ously frozen identical twin.

Needless to say, problems such as these, as they
spawn new possibilities for remaking ourselves, our
families, and our society, call into question the ade-
quacy of our traditional ways of thinking. In some
instances, it is clear that scientific and technological
developments have brought about a change in val-
ues and moral beliefs. As Emmanuel Mesthene has
remarked, “By adding new options . . . technology
can lead to changes in values in the same way that
the appearance of new dishes on the heretofore stan-
dard menu of one’s favorite restaurant can lead to
changes in one’s tastes and choices of food.”* Often,
what science and technology make possible soon be-
comes permissible and, eventually, normal and ex-
pected. For example, when the use of anesthesia
during childbirth was introduced around 150 years
ago, it was condemned as morally wrong. Women
were “supposed” to suffer through labor: it was “un-
natural” if they did not. But what could be done was
done, and eventually those beliefs were revised.

In the more recent past, we have noted a change
in attitude toward heart transplants; at first, many
people had moral reservations about this proce-
dure, not because it was new and risky, but because
the heart was associated with the soul or personal-
ity. Today, although heart transplants continue to
raise social policy problems, this particular moral
reservation has completely vanished.

Most readers may feel comfortable about the at-
titudinal changes just mentioned, but in other areas
the influence of technology on values and morals
has had more controversial results. For example,
developments in medical knowledge and tech-
niques have played a major role in reshaping cul-
tural and legal attitudes toward contraception and
abortion, and more recent developments—for ex-
ample, the “abortion pill,” RU 486, and long-acting
contraceptives such as Norplant—promise to erode
traditional moral qualms even further. Yet not every-
one believes that these developments constitute an
unalloyed good; some regard them as a profound
insult to their conception of the sanctity of life,

1. Emmanuel Mesthene, “The Role of Technology in Soci-
ety,” in Technology and Man’s Fulure, edited by A. Teich
(New York: S5t. Martin's Press, 1972}, 137,
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while others suspect that they will be coercively tar-
geted at vulnerable minority groups. And what
about the near future? Already there is widespread
concern regarding the ethical implications of tech-
nigues and procedures that are still in their devel-
opmental stages. Will developments in genetic
knowledge made possible by the human genome
project and advances in reproductive technologies
help usher in a “brave new world”? Is there, per-
haps, some knowledge that we ought not try to
seek? Or are our reservations about such matters as
in vitro fertilization for women old enough to be
grandmothers as time-bound and unwarranted as
those of the people who opposed anesthesia and
heart transplants?

As Nicholas Rescher has pointed out, the phe-
nomenon of value change is a complex one, and
technological developments may lead to “value re-
standardization.”? The value of good health may
not have changed position in our hierarchy of val-
ues, but as a result of technology the standard of
what constitutes good health may have been re-
vised considerably upward. As technology in-
creases the possibilities in life, as values diversify
and expectations rise, abnormalities—and common
conditions—that were once taken for granted come
to be viewed as pathological conditions requiring
treatment and/or prevention. It is, after all, a com-
paratively recent assumption that medical relief can
and should be sought for such conditions as acne,
obesity, short stature, crooked teeth, small breasts,
and the failure to achieve orgasm.

In addition to curing disease, medicine is now in-
creasingly capable of optimizing more or less normal
conditions that nevertheless can be improved upon.
Drugs like Prozac, for example, promise a future in
which individuals might not merely manage clinical
depression better, but also alter their personalities in
significantly positive ways. Having problems with
self-esteern? Having trouble mustering the courage to
ask for that promotion? “Cosmetic psychopharmacol-
ogy” may be able to provide just what you need.?

2. Nicholas Rescher, “What Is Value Change? A Frame-
work for Research,” in Values and the Future, edited by K.
Baier and N. Rescher (New York: Free Press, 1969).

3. Peter Kramer, Listening to Prozac (New York: Viking
Press, 1993).

Related to all these issues is, of course, the re-
standardization of what constitutes adequate health
care. Today we expect not only to be cured of ills
that were previously incurable, but also to be pre-
vented from experiencing a variety of infirmities
and misfortunes that were once the common lot of
humankind. And we fee] wronged if these expecta-
tions go unfulfilled. Driven by the pressure of con-
sumer demand, treatments that many might regard
today as “friils,” such as in vitro fertilization and
cosmetic personality-altering drugs, may well be re-
garded tomorrow as essential ingredients in the
“pursuit of happiness.”

The impact of technology on our value systems
is also seen in the fact that the development of new
knowledge and techniques may blur, rather than
sharpen, the very concepts that are central to our
norms and values. The advent of organ transplanta-
tion and critical-care technologies, for example, has
forced physicians and society at large to rethink the
very meanings of life and death. The traditional
“definition” of life as the presence of respiration
and heartbeat has been replaced in every U.S. state
over the past twenty years by the notion of whole-
brain death, yet few people, even today, can iden-
tify a noncontroversial philosophical rationale for
the new law’s insistence that the entire brain, both
“higher” and “lower,” must have ceased function-
ing irreversibly for a patient to be dead. As a result,
the moral and legal status of patients with no
higher brain functions, those in persistent vegeta-
tive states, poses an ongoing challenge to the cur-
rent approach to brain death, Jf a patient has
permanently lost the capacity for any kind of
thought, feeling, and human interaction—if, to put
it somewhat crudely, “no one is home”—why not
consider him or her to be dead? (Issues such as this
also raise methodological questions: e.g., Is the def-
inition of death primarily a matter of discovery,
death being some kind of brute fact with contours
that merely need better tracing, or is it, rather,
something that the citizens of a political community
must invent for themselves?)

The definition of death is perhaps the most
salient conceptual puzzle served up by the new
medicine, but it is by no means the only one. Simi-
lar issues are posed by the advent of new reproduc-
tive technologies (Is a woman who donates an egg
to another woman the “mother” of the child born?
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Is she a mother in any sense that matters?), the
human genome project (Is the otherwise healthy
twenty-year-old carrier of a gene associated with
the development of coronary artery disease in later
iife “diseased” in some sense?), and, of course,
abortion (Is the fetus a “person” or full-fledged hu-
man being deserving of our respect and protection,
is it merely a clump of cells, or is it perhaps some-
thing in-between?).

Finally, technology drives the bioethical agenda
by virtue of its phenomenal success in addressing
medical needs and desires. Hundreds of years ago,
when medicine could offer little more than bleed-
ing, blistering, and purging—when the leech repre-
sented the cutting edge of biotechnology—there
weren’t many “tragic choices” to be made. With the
advent of technological success, however, has come
the need to pay for increasingly expensive curative,
diagnostic, and palliative procedures, access to
which is increasingly perceived as a matter of right.
But as costs skyrocket and as the demand for access
spreads, the inevitability of limits and priority-
setting gradually comes into focus. Assuming that
meeting every conceivable health care need would
either break the bank or devour funds earmarked
for other important societal needs—such as food,
shelter, education, transportation, and the arts—the
question of the explicit rationing of health care ac-
quires real seriousness and urgency. Can we afford
to pay for a patient’s third organ transplant, for his
or her experimental bone marrow transplant for ad-
vanced cancer, or for the short but otherwise nor-
mal child’s synthetic growth hormone injections?
Can we afford these things when millions of people
lack basic health insurance and decent preventive
and primary care? Conceived in their broadest
framework, these questions ask how our health care
system might be reformed to provide universal
access to a good package of “basic” services, with-
out either bankrupting society or destroying the
doctor—patient relationship.

Other Sources of Bioethical Problems

Although the urgency and frequency of bicethical
controversies owe much to the magnitude and pace
of technological change, there are other factors at
work driving the recent explosion of bioethical
issues. Some long-standing moral problems in

medicine, such as the limits of confidentiality, truth-
telling, and euthanasia, have more to do with the
ethics of human relationships—with what we owe
to one another and may (or may not) do to one an-
other—than with the advent of new technologies.
More important than technology in reshaping the
physician—patient relationship are such widespread
social phenomena as the increasing demand, mod-
eled on the civil rights movement, for patients’
rights to information and health care; the growing
distrust of professional privilege; women’s critiques
of male dominance within medicine; and the assim-
ilation of medicine to our consumerist and entre-
preneurial culture.

Even here, however, it remains true that ad-
vances in biology and medicine have often given a
characteristically modern spin to some of these tra-
ditional problems. Truth-telling, for example, is per-
haps now more important and more difficult an
obligation than ever before, due in large measure to
the vast proliferation of possible treatments and di-
agnostic interventions available to physicians and
their patients. Likewise, our traditional norms gov-
erning the confidentiality of medical information
are sorely tested when new genetic tests reveal seri-
ous abnormalities not only in patients coming for
diagnosis and/or treatment, but also, of necessity,
in some of their family members as well.

Still, many highly controversial practices require
surprisingly little technological assistance in threat-
ening our fundamental values and established cus-
toms. Artificial insemination with donated sperm,
for example, allows infertile married couples to
have children, but it also enables single women and
lesbian partners to give birth without the presence
of a male spouse; in addition, it makes possible the
practice of so-called surrogate motherhood, in
which, for example, a woman agrees to be insemi-
nated with the sperm of the husband of a childless
marriage. For some, these developments signal seri-
ous threats to the welfare of children and to the in-
stitution of marriage, the very bedrock of our
society; for others, they merely represent the next
logical step in the growth of reproductive rights for
all individuals, whether they be married or single,
straight or gay, fertile or infertile. Ironically, at the
heart of this impassioned debate about rights, mar-
riage, and society lies the most ordinary of techno-
logical means: the humble turkey baster.
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CHALLENGES TO ETHICAL THEORY

The issues raised in the preceding section pose chal-
lenging factual, conceptual, and moral problems.
People often have strong feelings about some of
these issues (for example, abortion and euthanasia).
On some issues, many of us do not know what to
think (for example, IVF for older women, or using
children born without a higher brain as sources of
transplantable organs). The assumption in philo-
sophical bioethics is that careful analysis can help
us at least make progress on some of these issues, if
not resolve all of them. However, some are skeptical
about this assumption. They believe, for a variety of
reasons, that ethical disputes are, in principle, unre-
solvable by rational means.

Moral Nihilism

Princeton philosopher Gilbert Harman defines
“moral nihilism” as “the doctrine that there are no
moral facts, no moral truths, and no moral knowl-
edge.”* Extreme nihilists think that nothing is right
or wrong; that morality, like religion, is an illusion
that should be abandoned. This implies that tortur-
ing, raping, and killing a young child is not
wrong—something few people could accept. More
moderate nihilists do not recommend abandoning
morality, but, rather, offer a theory about the mean-
ing of moral terms that explains why there are no
moral facts, truths, or knowledge.

Ethics and Feelings

The theory of moral language that is offered by
moderate moral nihilists is known as “emotivism.”
Emotivists believe that moral utterances do not ex-
press facts, or tell us anything about how the world
is. Rather, they express our feelings. Therefore, such
statements are not—indeed, cannot be—true or
false, any more than “Go, Yankees!” is true or false.
The statement “Abortion is wrong” does not say
anything about abortion, but rather expresses some-
one’s negative feelings about abortion.

4. Gilbert Harman, The Nature of Morality: An Introduction
to Ethics (New York: Oxford University Press, 1977), 11.

How plausible is this thesis about moral lan-
guage? Undoubtedly, moral claims often do express
feelings, but it is debatable that that is all they do.
Consider Dr. Brody’s quandary. She might ask her-
self, “I wonder if euthanasia is wrong.” In an emo-
tivist analysis, this can only mean, “I wonder if I
have negative feelings about euthanasia.” Is this Dr.
Brody’s question? It seems rather that she wonders
what she thinks about euthanasia. Should she be
motivated by her empathy for her patient and her
desire to alleviate his suffering? Or should she act
according to that part of the Hippocratic oath that
requires doctors to be healers, not killers? What
would be the larger implications for society if doc-
tors were to engage in terminating their patients’
lives? Dr. Brody's internal debate is of a kind famil-
iar to most of us. In other words, when we face a
moral dilemma, instead of trying to resolve our
puzzlement by an introspective attempt at ascer-
taining which of our feelings is really the strongest,
we tend to look “outward” at various external or
objective aspects and implications of the alterna-
tives in order to determine which is right.

We do not deny a relationship between feelings
and ethical decisions, for moral issues often, if not
always, provoke deep emotional responses. But to
assign feelings ultimate authority in these matters
is, we think, to put the cart before the horse. Qur
feelings may provoke us to moral inquiry, but the
inquiry does not terminate there.

Ethics and Culture

Another form of moderate moral nihilism denies
the possibility of moral truth independent of a partic-
ular culture. This view, known as “ethical rela-
tivism,” says that morality is relative to the society
one lives in and the way one was brought up. The
rightness or wrongness of an action or practice can-
not be determined apart from the cultural or social
context in which it occurs.

Support for ethical relativism comes from three
sources. First, it stemns from an observation that dif-
ferent cultures have different moral beliefs and prac-
tices. However, simply noting moral differences in
various cultures does not establish ethical rela-
tivism. Ethical relativism goes beyond noting that
cultures differ in their moral beliefs and practices;
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it maintains that when there are moral differences,
no one is right (or wrong). According to relativism,
right and wrong are always relative to, and deter-
mined by, culture.

A reason for thinking that morality is always rel-
ative to culture is that there does not seem to be any
way to prove that an ethical belief or practice is
right (or wrong). Infanticide, for exampie, is treated
as murder in our culture, but is accepted or toler-
ated in others. Who's to say who's right? The inabil-
ity to prove an ethical belief is contrasted with the
ability to prove factual claims. If we come across
people who think that Earth is flat, we can (in prin-
ciple) show them that it is round. Note that the dif-
ference between ethics and science is not that ethics
has a monopoly on disagreement. There are plenty
of heated disagreements among scientists. How-
ever, scientists agree (in principle) about what kinds
of evidence would settle a dispute. There is no such
agreement in ethics. In other words, we do not have
a decision procedure for resolving ethical disputes.
This is the second source of support for ethical
relativism.

The previous two reasons offered in support of
relativism make observations about the world, and
then offer a theory about the nature of reality that
is consistent with these observations. We might
characterize these as intellectual reasons for relativism.
The third reason for relativism is quite different.
It offers a moral reason for adopting relativism:
namely, that relativism promotes tolerance toward
people who hold moral beliefs different from one’s
own. This apparently was the motivation of
nineteenth-century anthropologists who wished to
prevent Western imperialists from imposing their
culture on indigenous peoples.

Assume that we accept the plausible claim that
different cultures do in fact differ in their moral be-
liefs. (Even this statement can be questioned, but let
us accept it for the sake of argument.) What about
the second support for relativism, that there is no
decision procedure in ethics? This claim seems most
plausible when we think of controversial issues,
such as abortion or euthanasia, about which intelli-
gent people of good will can disagree, Suppose,
however, we think instead of a practice that virtu-
ally everyone thinks is wrong: for example, slavery.
In the eighteenth and nineteenth centuries, slavery
was often justified on the grounds that the Africans

were inherently inferior to their European masters,
incapable of learning or governing themselves. This
is a “factual” claim, and it is clearly false. Indeed,
had the slaves really been incapable of learning,
laws prohibiting the teaching of reading to slaves
would have been pointless—there were no laws
outlawing the teaching of reading to cows, for ex-
ample. These and other justifications of slavery are
clearly false and self-serving.

Slavery can also be criticized as inconsistent with
other fundamental values, such as the equality of all
men (or as we would say today, all human beings),
as proclaimed in the Declaration of Independence.
It seems likely that the discrepancy between the
value of equality and the practice of slavery was a
motivation for the abolition of slavery, along with
its recognition as cruel, exploitative, and unjust.
These terms also have considerable factual content,
so that it is not “just a matter of opinion” whether a
practice is cruel, exploitative, or unjust.

A further point against relativism (parallel to the
argument we presented against emotivism) is that
it gives an inaccurate account of the meaning of
certain moral claims, notably those of moral re-
formers. According to relativism, right and wrong
are always relative to culture. What a culture (or
the majority of a culture) thinks is right is right—
for them. However, a moral reformer challenges
the conventional beliefs of his or her own culture,
For example, Martin Luther King, Jr., said that seg-
regation was wrong. According to relativism, this
can only mean that segregation is considered
wrong by his culture, which was obviously false in
the American South in the 1950s. Of course King
was not claiming that his culture regarded segrega-
tion as wrong. He was making the very different
claim that segregation was wrong. (Indeed, if his
culture already believed that segregation was
wrong, he would not have had to demonstrate and
g0 to jail for his beliefs!) Relativism simply cannot
make sense of the claims of moral reformers. Since
we do understand the claims of moral reformers,
and at least sometimes are influenced by them, it
seems that relativism cannot be true.

Despite these considerations, ethical relativism
holds sway with many people, perhaps because the
alternative seems terribly arrogant. One often hears
the following sort of argument: “How can anyone
say that another person’s values are wrong? Who
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are you to tell me that you're right and I'm wrong?
What makes you an authority? Everyone has a right
to an opinion.” However, we must be careful here.
To say that everyone has a right to an opinion is not
to say that every opinion is right. One can certainly
agree that people have a right to their moral views
without being a relativist. Indeed, if we think that
everyone has the right to an opinion, we are nof rel-
ativists. For “everyone has the right to an opinion”
is itself a moral value. According to relativism, this
moral value (like any other) is only true for societies
that believe it. But not all cultures accept freedom of
thought as a basic value. What if a culture believes
in complete conformity of thought, and in brutal
suppression of nonconformity? What if they prac-
tice conversion by the sword? Can we say that they
are wrong to do this, that they ought to be tolerant?
Not if we are relativists. Tolerance, then, is not a
value that relativists can consistently promote, for
tolerance, like all other moral values, is only right in
cultures that think it right.

Finally, relativism not only prevents us from crit-
icizing the brutal and intolerant practices of others,
it also does not permit us to criticize our own past.
We cannot say that slavery or child labor or the op-
pression of women were mistakes, since this im-
plies an objective moral standard according to
which we can evaluate our past practices. There is
no moral progress, only moral change. This is an-
other reason for rejecting ethical relativism, at least
in its most extreme form.

At the same time, relativism has two things to
recommend it, which we believe can be incorpe-
rated into a nonrelativist approach. First, the rela-
tivist is right to point out that morality occurs in a
cultural context. Before presuming to judge another
culture’s practices and beliefs, we would do well to
try to understand them “from the inside.” We may
still decide ultimately that a practice is wrong, but
we are not entitled to make this judgment without
understanding the practice in context. Second, rela-
tivism encourages multiple perspectives on and so-
lutions to moral problems, Both of these insights are
present in “multiculturalism.” As we understand it,
multiculturalism is not an uncritical acceptance of
the values and practices of all other cultures. Rather,
it is the awareness that there are a range of different
ways to live, which offer different solutions to
the problems faced by human beings, combined

with a recognition that our own solutions—practices,
institutions, values, and moral rules—may not be
the best ones. Multiculturalism is a welcome correc-
tive to an unfortunate tendency of Western civiliza-
tion to assume superiority and to dismiss other
ways of life as inferior and backward.

One can, however, be a multiculturalist without
being a relativist. Indeed, it is only if one rejects rel-
ativism that one can meaningfully say such things
as, “Our culture’s attitude toward nature is domi-
neering, exploitative, and wasteful. We could learn
something from Native Americans.” Multicultural-
ism requires an open mind toward the customs and
beliefs of other cultures, but such open-mindedness
need not, and should not, be uncritical. It is entirely
consistent with a conception of morality as
amenable to rational considerations, and the con-
viction that there can be better or worse moral justi-
fications.3

MORAL THEORIES AND
PERSPECTIVES

How are we to assess moral reasons and argu-
ments? Intuitively, most of us can probably recog-
nize good—or especially bad—moral reasoning,
but in complicated situations we are often left
wondering whether a consideration is pertinent. Is
assisted suicide wrong because it helps someone to
kill himself or herself, and killing is wrong? Or is it
right because it helps someone do what he or she
reasonably wants to do, and thus promotes auto-
nomy? To answer questions of this sort, we need “a
framework within which agents can reflect on the
acceptability of actions and can evaluate moral
judgments and moral character.”® Such a frame-
work is known as an “ethical theory.”

5. Robert K. Fullinwider, “Ethnocentrism and Education
inJudgment,” Report from the Institute for Philosophy & Pub-
fic Policy 14 (1994): 6-11. See also Charles Taylor et al.,
Multiculturalism and “The Politics of Recognition” (Princeton,
NJ: Princeton University Press, 1992); and Amy Gutmann,
“The Challenge of Multiculturalism in Political Ethics,”
Philosophy and Public Affatrs 22, no. 3 (Summer 1993):
171-206.

6. Tom Beauchamp and James F. Childress, The Principies of
Biomedical Ethics, 4th ed. (New York: Oxford University
Press, 1994), 44.
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Traditionally, ethical theories tend to be reduc-
tionist; that is, they offer one idea as the key to
morality, and attempt to reduce everything to that
one idea. For example, classical utilitarians main-
tain that right actions are those that promote the
greatest happiness of the greatest number, while
Kantians tell us that right actions are those that can
be consistently willed universally. Each theory
claims to have discovered the single, overarching
standard of morality or right action. In a typical in-
troduction to ethical theory class, each theory is pre-
sented and subjected to devastating criticism. The
unfortunate result is that students frequently con-
clude that all of the theories are wrong-—or worse,
are pretentious nonsense.

In recent years, a number of philosophers have
come to doubt that any normative theory can plau-
sibly claim to be the correct theory. It may be that
moral reality is sufficiently complex that any one
theory gives only partial insight. Utilitarians are
certainly right that achieving human happiness
is an important goal of morality, but nonconsequ-
entialists are also right in insisting, first, that other
values such as justice and autonomy are also
important, and second, that these values cannot be
reduced to happiness. We conclude that it is a mis-
take to view the various theoretical alternatives as
mutually exclusive claims to moral truth. Instead,
we should view them as important but partial con-
tributions to a comprehensive, although necessarily
fragmented, moral vision.

Utilitarianism
Jeremy Bentham (1748-1832) and John Stuart Mill
(1806-1873) are generally credited with developing
the first detailed and systematic formulation of the
ethical theory known as “utilitarianism.” The heart
of utilitarianism is “the greatest happiness princi-
ple,” which, as Mill puts it, “holds that actions are
right in proportion as they tend to promote happi-
ness; wrong as they tend to produce the reverse of
happiness.”” The greatest happiness principle is
also known as the principle of utility. The utility of
an action is determined by its tendency to produce

7. John Stuart Mill, Litilitarianism (New York: Liberal Arts
Press, 1957), 10.

or promote happiness. Actions that result in happi-
ness have positive utility; those that create misery
have negative utility. Clearly, many actions can cre-
ate both conditions. An act that is pleasurable now
{not going to the dentist) can cause considerable
suffering later on; and often the happiness of some
persons (car thieves) is purchased at the expense of
unhappiness for others. The right action is the one
that, on balance, promotes the most happiness, or
the greatest amount of pleasure over pain.

The first thing to note about utilitarianism is that
it is a “consequentialist” theory. That is, it judges the
rightness and wrongness of an action by its conse-
quences, or what will happen if the action is or is not
performed. Second, utilitarianism’s theory of value
says that good consequences are those that produce
or promote happiness or pleasure, bad consequences
those that produce or promote the reverse. As we
will see, both consequentialism and utilitarianism’s
theory of value have lately come under attack.

There are several advantages to utilitarianism. It
provides us with a decision procedure for deciding
what to do: namely, whichever action produces,
on balance, the greatest net amount of happiness.
Moreover, happiness is alleged to be something
empirical, something both measurable and compa-
rable. In principle, therefore, utilitarianism provides
definite answers to the question of how we ought
to act.

Features of Utilitarianism As we indicated ear-
lier, utilitarianism is a form of consequentialism,
and thus it holds that the results of actions are the
only relevant feature in assessing actions. Consider-
ations of an agent’s intentions, feelings, or convic-
tions are seen as irrelevant to the question, “What
is the right thing to do?” Similarly, utilitarianism
regards the question of whether a given course
of action conforms to established social norms or
ethical codes as relevant only to the extent that such
conformity has a bearing on the production of hap-
piness or unhappiness. Departing from established
social codes typically has adverse consequences for
the rule-breaker, and these consequences must be
considered in deciding whether departing from the
norm is the right thing to do.

Another important feature of utilitarianism is its
impartiality. The utilitarian does not say, “The
goodness of an action is determined by the amount
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of happiness it produces for me.” Rather, the good is
determined by the overall net happiness achieved.
The utilitarian considers his or her own happiness,
but no more and no less than the happiness of oth-
ers. In weighing the effects of an action, utilitarian-
istn maintains that we must take into consideration
all of the parties concerned and that all parties shall
be given equal consideration. Thus, utilitarianism is
committed to the value of equality.

How far does this equality extend? In the nine-
teenth century, women were not considered the
equals of men. Women were largely under the con-
trol of their fathers before marriage, and their hus-
bands after. They could not vote, and their ability to
own property was greatly restricted. Mill rejected
such inequality. He supported equal rights for
women and opposed slavery. Indeed, Mill thought
that any creature capable of being happy or miser-
able—"all sentient creation so far as possible” —was
deserving of moral concern. Contemporary utilitar-
ians, like Peter Singer, have argued that nonhuman
animals should count equally with humans, and
that therefore painful experimentation on animals is
wrong,

Utilitarianism has been influential not only in ex-
panding our notior of “who counts” morally, but
also in focusing attention on long-term, as well as
short-term, results. Many decisions and actions per-
formed today have an impact on the future. Re-
moteness in time is not, in principle, a reason to
ignore a consequence, any more than is remoteness
in space (although, of course, our knowledge about
the future is less certain than our knowledge of the
present). This is particularly important when we
think of issues such as genetic engineering and gene
therapy, which may have a profound impact on the
genetic makeup of people in future generations.
Utilitarianism espouses a prudent moral doctrine
that requires us to think carefully about what we
should do, and to consider not only the immediate
effects of our actions, but also their long-term
consequences.

To summarize the advantages of utilitarianism,
first, it reduces vagueness by providing a single
criterion of right action: namely, the promotion of
human happiness. Moreover, happiness, whether
understood as pleasure or as preference satisfaction,
is something that can be empirically measured.
Utilitarianism thus provides an objective standard

for judging whether an action is right or wrong, and
a method for resolving moral disputes. Finally, and
more importantly, the principle of utility is derived
from the very point of morality, which is to improve
the lot of human beings living together. Morality
does not relate to the satisfaction of some abstract or
arbitrary code; rather, it relates to the improvement
of the human condition, which means alleviating
suffering and increasing happiness.

That the point of morality is to promote human
welfare may seem boringly obvious, but it was re-
garded as quite radical in the nineteenth century,
and not only because of its egalitarian implications.
In addition, the focus on human happiness seemed
to conflict with Christian teachings; for example,
those teachings espousing the value of suffering.
As we noted earlier, anesthesia during childbirth
was condemned in the nineteenth century as un-
natural and contrary to biblical teachings (“In sor-
row shalt thou bring forth children”). Even today
the suffering of terminally ill patients is valued by
some Catholic theologians, who regard the oppor-
tunity to identify with and participate in Christ’s
suffering on the cross as a positive good. Utilitari-
ans are likely to have little patience with such
views. Ultilitarianism regards suffering and sacri-
fice as having moral value only if they promote
overall happiness. Suffering and sacrifice have no
intrinsic moral worth.

Objections to Utilitarianism Utilitarianism has
been subjected to numerous objections, four of
which we will consider here. One objection is to
utilitarianism’s theory of value: namely, the claim
that happiness is the greatest good, the ultimate
end. Critics have maintained that this theory
leaves out many other “goods,” such as health,
friendship, creativity, intellectual attainment, and
so forth. Mill agreed that these things are all valu-
able, but argued that they are valuable because
they contribute to a happy life, one as rich as pos-
sible in enjoyment and as free as possible from
pain. However, it remains questionable whether
all values are commensurable; that is, whether all
values can be reduced to happiness, however hap-
piness is interpreted. And even if it were possible
to reduce the plurality of values to a single value,
happiness, is it possible to compare and weigh the
happiness of one person against that of another?
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What if an action will make one person intensely
happy but leave several people somewhat de-
pressed? Exactly how are we to arrive at the right
utilitarian solution? Moreover, some people feel
things more intensely than others. Should we pay
attention to the strength of desires? On the one
hand, it seems that we should, since the intensity
of an individual’s happiness or unhappiness af-
fects the total amount, and utilitarianism tells us
to maximize happiness. On the other hand, this
gives an advantage to the passionate over the
phlegmatic that seems to violate Bentham’s dic-
tum that everyone counts for one, nobody for
more than one.

A second objection to utilitarianism is that it
requires us to calculate the probable consequences
of every action, and this task is impossible. The
sheer calculations alone would prevent anyone
from doing anything. In response, it should be
noted that both Bentham and Mill thought of util-
itarianism primarily as a guide to legislative pol-
icy, rather than as a guide to individual behavior.
No one thinks it unreasonable to ask for impact
studies on the likely consequences of legislation.
These are sometimes called “cost-benefit” analyses,
and they are the direct descendants of classical
utilitarianism,

Being utilitarians in our private lives does not
mean that we must calculate all the consequetnices of
every act, which would be impossible. Instead, we
can rely on what Mill calls secondary principles,
like “Don’t lie,” and “Don’t harm others.” We know
from centuries of experience that adherence to these
secondary principles promotes the greatest happi-
ness for all, while departure from themn causes inse-
curity and misery.

A more recent criticism of utilitarianism (or
consequentialism generally) concerns the theory of
responsibility it implies. For nonconsequentialists,
It can be very significant whether an outcome
occurs because of something I did, whereas for
consequentialists all that matters ultimately is what
happens. This has led some consequentialists to
reject a time-honored distinction in medicine, the
distinction between killing and “letting die.” Many
doctors believe that it is permissible for them to
stop treatment when death is desirable; for exam-
ple, in the case of a terminally ill patient in a great
deal of pain who wants to die. However, they think

it would be wrong (as well as illegal) actively to kill
a patient in that same situation. Utilitarians, by
contrast, are likely to regard killing and letting die
as morally equivalent, since the outcome—a desir-
able death—is achieved in both cases (see Part 3,
Section 6).

A final major criticism of utilitarianism is that it
is inadequate as a moral theory because it conflicts
with some of our most basic moral intuitions.

Suppose we could greatly increase human happiness
and diminish misery by occasionally, and perhaps
secretly, abducting derelicts from city streets for use in
fatal but urgent medical experiments. If utilitarian con-
siderations were decisive, this practice might well be
justifiable, even desirable. Yet it is surely wrong. Such a
case suggests that we cannot always explain good and
bad simply in terms of increasing or decreasing overall
happiness.

A utilitarian might respond by denying the
premise that we could in fact promote the greatest
happiness by abducting derelicts for medical
experiments. He or she might argue that this fails to
take into consideration all the negative side effects
of such a policy: the impossibility of keeping it se-
cret, the terror of the derelicts not yet abducted, the
risk of mistake and abuse, the psychological effect
on the doctors performing the experiments, etc. It is
precisely because of such long-range negative con-
sequences that policies like informed consent are ra-
tional from a utilitarian viewpoint. Still, it seems
possible that, in special circumstances, the good ef-
fects could outweigh the bad. Some utilitarians will
acknowledge that in such circumstances it would be
right to use derelicts in fatal medical experiments
(while reminding us that such circumstances are ex-
tremely unlikely to obtain, and it is even less likely
that we can be sure that they do). However, they
maintain that the fact that this practice would con-
flict with many people’s deeply held moral convic-
tions is not a worthwhile criticism of utilitarianism.
Many utilitarians are quite skeptical of “deeply held
moral convictions,” which they regard as often no
more than frrational superstitions.

8. Christina and Fred Sommers, eds., Vice and Virtue in
Everyday Life: Introductory Read ings in Ethics, 2nd ed. (San
Diego, CA: Harcourt Brace Jovanovich, 1989), 80.
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Others, attracted by the virtues of utilitarianism,
are nevertheless disturbed by the possibility of con-
flicts with justice and other basic moral practices,
such as telling the truth and keeping promises.
Rule-utilitarianism may be seen as one attempt to
counter this objection.

Rule-Utilitarianism versus
Act-Utilitarianism

Mill left unresolved the question whether the great-
est happiness principle is to be applied to specific
acts or to general kinds of acts. It has been suggested
that if we apply the principle to kinds of acts, we can
avoid some of the criticisms of utilitarianism. The
version of utilitarianism that is primarily concerned
with the consequences of specific acts has become
known as “act-utilitarianism,” while the version pri-
marily concerned with the consequences of general
policies is called “rule-utilitarianism.”

Act-utilitarianism tells us to apply the principle
of utility directly to the particular act in question.
Suppose a doctor is faced with the question
whether it would be morally right to help a termi-
nally ill patient to die. An act-utilitarian would seek
to determine which alternative in this particular
case would maximize happiness and /or minimize
suffering. Relevant considerations would include
the possibility of recovery, whether the patient re-
ally wanted to die or was in a depression that might
be alleviated, the impact on the patient’s family, the
impact on the doctor, and so forth.

By contrast, rule-utilitarianism uses the princi-
ple of utility not to decide which acts to perform or
avoid, but rather to formulate and justify moral
rules. The correct moral rules are those that pro-
mote the greatest happiness of the greatest number.
Faced with a decision about how to act, rule-
utilitarianism tells us that we are not to appeal
directly to the principle of utility. Rather, we are
to consider whether this action falls under a rule
that is justified by the principle of utility. Rule-
utilitarianism would direct Dr. Brody to ask
whether a general rule permitting assisted suicide
would maximize happiness. Here, an important
consideration would be whether such a practice
would start us down a “slippery slope” and
threaten the lives of terminally ill patients who do

not really want to die, but who, for various reasons,
are either afraid of being a burden to their families,
or have families that want to get rid of them. Thus,
a rule-utilitarian might argue that while helping
this patient die might maximize happiness (or
minimize misery), it would nevertheless be wrong,
because the consequences of a general policy of
assisting suicide would be disastrous.

The difference between act- and rule-utilitarianism
is not that only the latter appeals to moral rules.
Both act- and rule-utilitarians use rules to guide
their behavior. Rather, the difference lies in the way
each group regards moral rules. For the act-utilitarian,
rules are summaries of past experience. They're what
we might call “rules of thumb”: handy guides to the
future based on past experience. Since it's often
difficuit to know what will maximize happiness in a
particular situation, and since people are likely to
be prejudiced by their own self-interest in their
calculations, rules help us decide what to do.

Rules are regarded differently by rule-utilitarians.
Rules are not just devices to help us figure out what
will maximize happiness in a particular case. The
rules themselves are justified on the grounds that
having these particular rules maximizes happiness.
But once we decide what the best rules are (that is,
which ones are most likely to maximize happiness
over the long run), then those are the rules we should
follow, even if following them in a particular situa-
tion doesn’t maximize happiness.

Thus, the rule-utilitarian can apparently avoid the
sorts of situations that make act-utilitarianism unsat-
isfactory to many. In brief, the rule-utilitarian agrees
with the act-utilitarian that the value of just practices
resides in their tendency to promote happiness; but
he will not agree that it is permissible to perform an
unjust act in order to maximize happiness.

Is Rule-Utilitarianism an Improvement over Act-
Utilitarianism? Act-utilitarians make this criticism
of rule-utilitarianism: It makes no sense for a utili-
tarian to insist that a rule that will have less than
optimal consequences should be followed simply
because the rule maximizes happiness in general.
J. 1. C. Smart gives the following example. A good
rule of thumb in a chess game is that you shouldn’t
sacrifice your queen for a pawn. But if, in a particu-
lar game of chess, you could checkmate your oppo-
nent by sacrificing your queen for a pawn, it would
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be absurd to stick dogmatically to the “Never sacri-
fice your queen for a pawn” rule. Smart thinks rule-
utilitarianism is guilty of the same absurdity. Just as
checkmating your opponent is the whole point of
chess, so maximizing happiness is the whole point
of utilitarian morality. It would not be rational from
the standpoint of utility to refuse to break a moral
rule when by doing so you could maximize welfare.
For this reason, Smart calls rule-utilitarianism
“superstitious rule worship.”®

A related objection to rule-utilitarianism is that it
collapses into act-utilitarianism. For whenever an
act-utilitarian would say it was right to break a moral
tule, it seems that the rule-utilitarian would gener-
ally agree, but instead say that the rule should be
modified. Suppose, for example, that the only way to
save someone’s life is by telling a lie. An act-utilitar-
ian would say that it was right to lie in such circum-
stances. But what would a rule-utilitarian say? That
it is wrong to lie, knowing that the result will be an
avoidable death? Surely not. A rule-utilitarian
would say that the original rule, “Don‘t lie,” is too
crude. A better rule would be, “Don't lie, except to
save a life.” Moreover, it is likely that there is more
than one exception to the “Don’t lie” rule. That is,
the rule most likely to maximize happiness probably
allows for several situations in which lying is
morally right. But now it seems that whatever
would lead the act-utilitarian to break the rule
would lead the rule-utilitarian to modify the rule.
Thus, the two versions give exactly the same advice;
they are “extensionally equivalent,” so rule-utilitari-
anism cannot be an improvement over act-utilitari-
anism., On the other hand, if the rule-utilitarian
holds fast to the original rule, even when modifying
it would have better results, he or she deviates from
utilitarianism and is guilty of Smart's charge of
“rule-worship.”

In response, a rule-utilitarian might say that the
criticism of extensional equivalence reflects a naive
view of the operation of social rules and policies,
While the considerations that lead an act-utilitarian
to break a rule in a particular case can perhaps
be articulated, it is much less easy to formulate a

9.]. ]. C. Smart, “Extreme and Restricted Utilitarianism,”
in Theories of Ethics, edited by Philippa Foot (Oxford:
Oxford University Press, 1967), 177.

general policy that covers all the relevant excep-
tions. Consider the case study with which we be-
gan. A rule-utilitarian would not only consider
whether it would be right for Dr. Brody to help Mr.
Lasken kill himself, but also whether doctors gener-
ally ought to be able to make decisions of this kind.
For it is clear that this is not a one-of-a-kind situa-
tion; there are lots of Jim Laskens and Deborah
Brodys. Should doctors make such decisions on a
case-by-case basis? That approach has the advan-
tage of allowing the individual doctor to decide
whether the patient’s pain outweighs the general
rule against killing. The disadvantage of that ap-
proach, however, is that most people, including
doctors, are not perfect happiness optimizers. There
are bound to be mistakes. Some patients who are
not terminaily ill will be killed, as will some who
could have been helped with psychiatric treatment
or better pain medicine. Some doctors may be un-
duly influenced by relatives who want the patient’s
life to be over when the patient does not. More dis-
turbing, in times of cost-cutting, might there not be
a tendency to regard the terminally ill as “expend-
able” and not worth spending money on, even if a
sick individual does not want to die? The problem
is not so much that we cannot say when assisted
suicide would and would not be justified (though
this too is difficult to specify in advance); rather, it is
that the practice of this policy on a large scale may
result in many unnecessary and undesirable deaths.
The question, then, is whether the need for such a
policy is outweighed by the risk of mistake and
abuse. These rule-utilitarian considerations do not
seem to be captured by an act-utilitarian approach,
which looks only at the consequences of a specific
act. Therefore, rule-utilitarianism does not collapse
into act-utilitarianism.

Nevertheless, rule-utilitarianism acknowledges
that it is, in principle, possible that a practice we or-
dinarily think of as completely immoral (such as
slavery) might, in unusual circumstances, promote
the greatest happiness and would therefore be
right. Moreover, the factor that determines whether
a practice maximizes happiness (for example,
whether the number of people made miserable was
sufficiently small) seems morally irrelevant. How
can it be right to ride roughshod over the rights of a
few people simply to make the majority happy? It is
considerations of this kind that lead some people to
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reject utilitarianism altogether and opt for some-
thing completely different.

Kantian Ethics

Utilitarian ethics has a strong appeal. The utilifarian
says, “Surely consequences are terribly important.
Whenever we act, we are trying to bring about cer-
tain states of affairs and avoid others. It is right to
bring about happiness, and wrong to create misery.
How can there be any other criterion of right and
wrong? What makes lying and cheating wrong, if
not that they cause misery?”

At the same time, it seems that there are some
things we must not do, even if doing them would
accomplish great good. What if we could maximize
happiness by deliberately hurting innocent people
or by violating their rights? Surely this would be
wrong. It seems to matter not just what happens, but
how it comes about.

Kantian ethics, so titled from its most illustrious
exponent Immanuel Kant (1724-1804), captures this
intuitive conviction. Whereas Mill said that the
right act is the one with the best consequences, Kant
argued that consequences can never make an action
right or wrong. An action that brings about the
greatest amount of happiness might still be wrong.
Good consequences can never make a wrong action
right, and one must never act wrongly in order to
bring about good consequences. In other words, the
ends do not justify the means.

In addition to rejecting consequentialism, Kant
also rejects the view that pain is intrinsically bad
and pleasure intrinsicaily good. According to Kant,
the badness of pain depends on whether it is de-
served. It is morally right that the wicked should
suffer and morally wrong that they should prosper.
Kant rejects the utilitarian view that the pleasure
experienced by a sadist is an intrinsic good, albeit
one which can be outweighed by the suffering of
his victim. The sadist’s pleasure has absolutely no
moral worth. Indeed, pain and pleasure, which play
so prominent a role in utilitarian ethics, have a rela-
tively minor role in Kantian ethics. As we saw ear-
lier, Mill and Bentham extended moral concern to
all sentient beings. By contrast, Kant considers our
capacity to experience pleasure and pain as fairly
insignificant morally. Of far greater importance is

our rationality: our ability to think, to plan our
lives, to be motivated by abstract considerations,
This is allegedly what separates us from the rest of
creation, giving human beings a central and special
moral status. As animals, we are subject to the laws
of nature, physical and psychological. However, un-
like other animals, human beings are rational be-
ings, or persons.

For Kant, rational beings have a special moral
standing because of their ability to act on the basis
of reason and to conform their behavior to the
moral law. Kant argues that many of the common
ends that people pursue, such as health, wealth, ed-
ucation, and the like, are valuable only because of
their place in the prajects of rational beings. In con-
trast, the value of persons does not depend on the
way they fit into the projects of other rational be-
ings. Persons have intrinsic worth and must be
treated as ends in themselves and not merely as a
means to some other end. Because the source of this
dignity lies in rational nature, Kant also argues that
morality requires that all persons must be treated
equally.

To contrast the value of persons as ends in them-
selves with the value of the ends that depend on the
projects of persons, Kant says that rational beings
possess dignity, as opposed to a use-value. Con-
sider the way that Kant differs from the consequen-
tialist over the question of whether it would be
morally right to prevent the deaths of {ive innocent
people, each of whom needs an organ transplant,
by killing another innocent person and distributing
his or her vital organs. According to utilitarianism,
this would be right, since it results in a net gain of
four lives. Of course, this reasoning fails to take into
consideration the side effects we mentioned earlier
in the theoretical use of derelicts in urgent medical
experiments. For a utilitarian, the moral question
turns on whether the negative side effects outweigh
the benefit of saving four lives. On a Kantian ap-
proach, however, to kill an innocent person for his
or her organs is a paradigm case of treating a person
as a mere means, and could never be justified. The
fact that the killing is done from altruistic motives,
or that it would result in a net saving of lives, does
not change the fact that it would be murder, which
is intrinsically wrong. Kant did not claim that we
should ignore the consequences of actions; that
would be absurd. Other things being equal, we
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should of course try to bring about good conse-
quences, if we can do so without doing anything
morally wrong. We should consider the conse-
quences of a proposed action only after determining
that the action is morally permissible.

How then are we to identify morally permissible
and impermissible actions? Most people already
have a pretty good idea of the kinds of actions that
are wrong. We learn to distinguish right from
wrong from our parents, teachers, and playmates.
We know that lying, breaking promises, cheating,
stealing, and hurting others are wrong—and if
someone does not know these things by the time he
or she is seven or eight, a course in moral philoso-
phy is unlikely to be of help. What a moral theory
can do is provide an explanation of why these things
are wrong. What makes them wrong? As we've
seen, the utilitarian explanation is that the actions
we normally regard as wrong—lying, cheating,
stealing, killing—promote unhappiness. The trou-
ble with this explanation is that it seems possible, in
a particular case, that no one gets hurt by an act of
lying or cheating, or that the negative consequences
of such an act are outweighed by the positive. Sup-
pose I can get away with cheating without anyone
finding out; would that make it morally acceptable?
Kant would say of course not, it's still cheating. The
important thing is not the consequences of the act,
but the kind of act it is. An action could bring about
the best nonmoral consequences—for instance, save
the most number of lives, make the most people
happy—and still be morally wrong because it is un-
just or dishonest.

Another reason Kant rejects consequentialism is
that what happens is often not within our control
and so is not something for which we can be
praised, blamed, or held at all responsible. A physi-
clan may administer a drug that kills a patient due
to unknown and unforeseeable side effects. Though
the outcome is disastrous, surely the physician does
not act immorally. Kant holds that if you act rightly,
you are not responsible for any bad effects that oc-
cur. (Utilitarians distinguish between rightness and
moral blameworthiness. They say that what the
physician did was wrong, though it was not his
fault and he should not be blamed.)

According to Kant, the fact that an action is
likely to promote happiness or human welfare has
nothing to do with whether anyone has a moral

duty to do it. Duty must be entirely independent of
consequences, for if it were otherwise, moral imper-
atives could only be “hypothetical.” That is, they
would tell us only, “If you want to achieve x, then
do y.” If someone does not want to achieve ¥, or
does not care if x occurs, then he or she has no rea-
son to do y. Morality, Kant held, is clearly nof like
this. Morality tells us, “Do y, whatever you may
happen to want or feel.” In other words, morality
yields “categorical,” rather than mere hypothetical,
imperatives.

Imperatives (commands) can be either hypothet-
ical or categorical, depending on the implicit princi-
ple contained within them. For example, “Treat
people with respect” is a hypothetical imperative if
the rationale for respecting others is to gain their
friendship. Interpreted as a hypothetical impera-
tive, this maxim tells us to treat others with respect
if we want their friendship. However, some people
do not care about gaining others’ friendship. If
“Treat others with respect” were only a hypothetical
imperative, it would not apply to those who are in-
different to others. Since morality is clearly not con-
ditional in this way, however, Kant argued that
morality cannot consist of hypothetical imperatives.
Instead, morality consists of categorical impera-
tives: commands that are valid for rational agents as
such, independent of the feelings and desires they
happen to have. Moreover, because morality con-
sists of these categorical imperatives devoid of em-
pirical content, it can have necessity; it can tell us
what we must do, what we are obligated to do, what
it is our duty to do.

To find out whether a proposed action is consis-
tent with duty, and morally permissible, the right
question to ask, Kant says, is not “What are the
likely consequences of doing (or not doing) this ac-
tion?” but rather, “Can I, as a rational agent, consis-
tently will that everyone in a similar situation should act
this way?” If we convert this question into an imper-
ative, we get “Act always on that maxim (or princi-
ple) that you can consistently will as a principle of
action for everyone similarly situated.” Kant calls
this rule the “categorical imperative,” and it is the
foundation of his ethical system. If the proposed ac-
tion is one that would be wrong if done generally,
then the particular action is wrong, too—even if it
would not, in the case at hand, have harmful conse-
quences. What matters is that the maxims of these
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actions cannot be consistently universalized. While
it may seem entirely abstract and formal, universal-
ization is, in part, a mechanism for ensuring equal
respect for persons. It achieves this by not allowing
us to make exceptions of curselves, but requires us
always to act only on principles that we could con-
sistently will that everyone follow.

Kant thought that consistency and universality
are clearly part of our concept of morality and duty.
In trying to explain why we ought to do certain
things (like voting) or refrain from doing others (like
cheating), we are liable to ask, “What would happen
if everyone acted that way?” But note that we do not
regard it as a rebuttal if it is pointed out that not
everyone will act that way. Universalization requires
us to abstract from the actual circumstances and to
refrain from making exceptions of ourselves. This
test of right action is considered so important that
many moral philosophers hold that a person “has a
morality” only if that person is willing to universal-
ize his or her moral judgments.’®

Universalization is only one aspect of Kantian
ethics. Equally important is Kant’s insistence that
persons must always be treated as “ends in them-
selves” and never merely as means. This means that
in our dealings with others, we are to realize that
they have their own goals, aims, and projects. We
are never to treat other people as if they do not mat-
ter or count, or as if they exist simply to fuifill our
purposes. This Kantian idea is reflected in the insis-
tence that patients and research subjects must give
informed consent before they can be treated or used
in experiments. We also show respect for persons by
telling them the truth, even when such knowledge
might be painful, and by allowing them to make
their own moral choices, even when we think they
will choose unwisely. Thus, Kantian ethics has been
a strong force against the medical paternalism that
held sway until fairly recently.

If a proposed action fails either the universaliza-
tion test or the respect for persons test, then it is
contrary to duty and must not be done. Kantian

ethics can help us determine what we must not do;
but how are we to decide what we should do? For

10. See, for example, William Frankena, Ethics, 2nd ed.
(Englewood Cliffs, NJ: Prentice Hall, 1972), 113-114.

often in deciding what to do, we are faced with a
range of alternatives, none of which conflict with
duty and all of which are morally permissible.
Kantian ethics does not provide a decision proce-
dure for deciding which out of all morally permissi-
ble acts is the right act. It thus gives the individual a
great deal more latitude than does utilitarianism,
which commands us to choose the act that has the
best consequences. At the same time, Kantian ethics
gives proportionately less guidance. This can be
viewed as a deficiency, but it can also be viewed as
an advantage, in that it allows for more individual
autonomy.

How would a Kantian resolve Dr. Brody's
dilemma? May Dr. Brody end the life of a suffering
and seriously ill patient who requests such help? To
answer this question, we need to ask whether it is
morally permissible for Mr. Lasken to engineer his
own death. For no one can have a duty to help an-
other person do something that is morally wrong.
Thus, we first have to consider the question of the
morality of suicide. Kant himself thought that
suicide violated the categorical imperative. His
argument is as follows: Suicides kill themselves to
spare themselves the pain of living. However, the
desire to avoid pain is intrinsic to self-preservation.
Committing suicide is thus acting from both self-
preservation and self-destruction at the same time,
and so is self-contradictory. Kant's argument here
seems extremely murky. It is far from clear why it is
self-contradictory to prefer death to life under hor-
rible conditions.

Does suicide violate the requirement of respect
for persons? Persons are worthy of respect, accord-
ing to Kant, because they are ends in themselves.
This rather obscure formulation alludes to the fact
that persons are not mere things which are simply
subject to natural laws, but rather rational agents
with their own goals and ends. Moreover, rational
natures are capable of assessing their own goals and
desires, of deciding whether they want to pursue a
certain goal or have a particular desire. (Philoso-
phers call these wants about wants “second-order
desires.”) This ability to assess our desires and
goals, and to act on those assessments, makes us
autonomous. Autonomy, for Kant, is not simply a
matter of the ability to make choices {(as it is often
portrayed in the medical context). Autonomy is the
ability to formulate and follow laws that we would
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be willing to have everyone follow, that is, universal
laws. It is because human beings are autonomous
that they have dignity and are worthy of respect.

Would acceding to Mr. Lasken’s request to be
killed violate the principle of respect for humanity,
and thus be contrary to duty? Certainly, pressuring
Mr. Lasken to die, or taking advantage of his
vulnerable situation, would be ruled out by Kant-
ian ethics. As Onora O'Neill puts it, “We use others
as mere means if what we do reflects some maxim fo
which they could not in principle consent.”!! Decep-
tion, coercion, and exploitation are all wrong be-
cause they treat others as mere means. We are
assuming, however, that Mr. Lasken genuinely
wants to die and is not being deceived, coerced, or
exploited. Does helping him die fail to respect his
humanity? A possible Kantian objection might be
that in choosing to die in order to avoid pain, the
prospective suicide treats himself as merely a sen-
tient being, no more than an animal. In creating a
maxim that derives solely from his animal nature,
he fails to respect his own humanity or rational na-
ture. However, Mr. Lasken might respond that he
wants to end his life, and to get Dr. Brody’s help in
doing so, not simply to avoid pain, but also to
avoid the certain deterioration of his mental pow-
ers, the subsequent loss of rationality, and the grad-
ual erosion of his own sense of dignity and
meaning. This reasoning should have considerable
weight from a Kantian perspective. Kant’s absolute
opposition to rational suicide seems more a prod-
uct of the conventional morality of his time than a
requirement of the categorical imperative in either
of its formulations.

It appears that a Kantian, even if not the histori-
cal Kant, could in principle support assisted suicide
and voluntary euthanasia as promoting autonomy
and self-determination. On the other hand, it is pos-
sible that a policy of voluntary euthanasia would
lead to the devaluing of human life, and ultimately
the nonvoluntary killing of the weak, the vulnera-
ble, and the poor. If so, this would violate the values
of autonomy and respect for persons, which would

11. Onora O'Neill, “The Moral Perplexities of Famine and
World Hunger,” in Matters of Life and Death: New Introduc-
tory Essays in Moral Philosophy, 2nd ed., edited by Tom
Regan (New York: Random House, 1986}, 322.

lead Kantians to oppose euthanasia. (Remember
that Kantians do not ignore consequences; they sim-
ply do not regard consequences themselves as de-
terminative of right and wrong.)

Thus, we may expect to find Kantians—as well
as utilitarians—on both sides of the euthanasia is-
sue, depending on their factual predictions and
their conceptions of basic moral concepts, such as
autonomy and personhood. This conclusion will be
discouraging for anyone who expects ethical theo-
ries to provide handy-dandy formulas for resolving
moral issues. But ethical theories are not meant to
provide formulas; instead, they provide frame-
works for trying to reach workable solutions to
complex and difficult questions.

Social Contract Theory

Any ethical theory must answer two fundamental
questions. The first is about the content of our
moral obligations: What are we required to do? The
second is about our motivation for acting: Why are
we required to do it? The social contract approach
to ethics gives related answers to these questions.
Qur obligations are determined by the agreements
we have made, and we cught to fulfill our obliga-
tions because we have agreed to them."?

There are two basic forms of contemporary so-
cial contract theory. Philosopher Will Kymlicka ex-
plains their difference this way:

One approach stresses a natural equality of physical
power, which makes it mutually advantageous for
people to accept conventions that recognize and pro-
tect each other’s interests and possessions. The other
approach stresses a natural equality of moral status,
which makes each person’s interests a matter of com-
mon or impartial concern. This impartial concern is ex-
pressed in agreements that recognize each person’s
interests and moral status.'

Kymlicka calls proponents of the mutual advantage
theory “Hobbesian contractarians,” and proponents
of the impartial theory “Kantian contractarians,”

12, Will Kymlicka, “The Social Contract Tradition,” in
A Companion fo Ethics, edited by Peter Singer (Oxford:
Basil Blackwell, 1993), 186.

13. Ibid., 188.
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because Hobbes and Kant inspired and foreshad-
owed these two forms of contract theory.

Hobbesian Contractarianism Hobbesian contrac-
tarianism is a form of moral nihilism in its rejection
of objective (or real) moral values. There is nothing
inherently right or wrong about the goals one
chooses to pursue, or the means one uses to pursue
these goals. However, unless there are restrictions
on the goals people pursue and the means by
which they pursue them, the world is a threaten-
ing, dangerous place. Everyone is better off re-
stricting his or her own liberty to injure others, so
long as the others do likewise. Harming others is
not inherently wrong in this view, but it is to our
mutual advantage to accept conventions that de-
fine such harm as wrong.!*

Hobbesian contractarianism replicates a good
deal of ordinary morality, but not all of it. For one
thing, it is clear that there is no mutual advantage in
bargaining with those who are too weak to pose a
threat of retaliation. Thus, Hobbesian contractarian-
ism leaves out defenseless human beings, such as
babies and those who are disabled.’® This departure
from everyday morality is no argument against
Hobbesian contractarianism since, as Kymlicka
points out, the theory denies that we have any nat-
ural duties to others; it is, as we said, a form of
moral nihilism. Hobbesian contractarianism may be
the best we can do in a world without natural du-
ties or objective values.'

How would a Hobbesian contractarian approach
the problem of doctor-assisted suicide? The ques-
tion is whether it is to everyone’s mutual advantage
to allow doctors to kill (or help die) their terminally
ill patients who request such help. On the one hand,
it would appear irrational to rule out an option that
a great many people apparently wish to have at the
end of life. On the other hand, when we become ter-
minally ill, we do not want doctors killing us for
cost-control, to convenience our relatives, and so
on. Thus, the Hobbesian contractarian analysis
looks a great deal like a rule-utilitarian analysis.

14. Ibid., 189.

15. David Gauthier, Morals by Agreement (Oxford: Oxford
University Press, 1986), 286.

16. Kymlicka, “The Social Contract Tradition,” 191 (see
note 12),

Kantian Contractarianism The best-known expo-
nent of Kantian contractarianism is John Rawls.
According to Rawls, people matter not because they
can harm or benefit others (as in the Hobbesian
view), but because they are ends in themselves (as
Kant held). Everyone is entitled to equal considera-
tion, and this basic notion of equality gives rise to a
natural duty to promote a just society. A just society
is one based on fair principles. However, the social
contract approach creates a problem in attempting
to derive fair principles. The problem is that, in a
bargaining situation, the strong have a clear advan-
tage over the weak, which is intuitively unfair
Rawls’s solution to the problem of natural inequal-
ity is a hypothetical social contract whereby a soci-
ety chooses its basic social principles from the
standpoint of “the original position.”

In the original position, all parties are under a
“veil of ignorance.” That is, while they know that
they are human and have basic human needs, they
are deprived of all knowledge of their special char-
acteristics. No one knows if he or she is rich or
poor, black or white, male or female, or politically
liberal or conservative. This ignorance prevents
people from tailoring social principles to their cwn
advantage.

In the original position, each contractor is moti-
vated by self-interest; that is, each is trying to do the
best for himself or herself. But since no one knows
what his or her position in society eventually will
be, this self-interest amounts to acting impartially.
To promote my own good, I must put myself in the
shoes of every member of society and see what pro-
motes his or her good, since I may end up being any
one of these members.'” It would be contrary to my
own self-interest to choose a society that permitted
slavery, since I might be a slave. Of course, it might
turn out that I get to be a master, in which case I
would be better off living in a slave-owning society.
However, one cannot know one’s place in advance.
Rawls thinks that it would be irrational to opt for a
slave-owning society, since being a slave in a slave-
owning society is much worse than living as a free
person in a society that prohibits slavery. Similarly,
individuals in the original position could not
choose a caste system, since they might turn out to

17. Ibid,, 192
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be untouchables; they could not choose a male-
dominated society, since they might turn out to be
women. The very arrangements we intuitively re-
ject as unfair turn out to be irrational from the per-
spective of the original position.

Rawls goes on to argue that rational people in
the original position would choose two basic princi-
ples to guide and determine the institutions of their
society. The first principle is a principle of liberty. It
maintains that everyone is to have as much liberty
as possible, consonant with everyone else’s having
the same amount of liberty. This principle would be
chosen from the standpoint of the original position
because it would be irrational to choose a principle
that gives some people more liberty than others. Af-
ter all, you might end up being one of the people
with less liberty.

The second principle is a principle of equality. It
has two parts. The first part is a principle of distrib-
ution, often referred to as the “difference principle.”
It says that all goods should be equally distributed,
except where an unequal distribution makes every-
one, especially the worst off, better off. Why would
choosers in the original position opt for equal dis-
tribution? Because if you don’t know your position
in society, it would be irrational to choose a distrib-
ution in which some have enormous wealth and
others are impoverished. True, you might be Don-
ald Trump, but it's better to forgo the chance for
great wealth than to risk being impoverished. At
the same time, it would be irrational to insist on ab-
solute equal distribution if an unequal distribution
would make everyone better off. (For example, it is
in the best interests of the worst off to have an ade-
quate supply of well-trained brain surgeons who
are paid much more than the average person, if this
inequality is the hecessary incentive for them to set
aside so many years for training.)

The second part of the principle of equality is a
principle of equality of opportunity. Everyone is to
have equal opportunity in achieving the various
offices and roles in society; they are all to be open to
everyone. Rawls’s principle of fair equality of
opportunity has been used by Norman Daniels as
the basis for a universal right to health care.’® The

18. See Norman Daniels, Just Health Care (Cambridge:
Cambridge University Press, 1985),

basic idea is that sickness and disability prevent us
from functioning normally and deprive us of the
opportunity to compete on an equal basis with oth-
ers for the goods in society. While we can strive to
keep ourselves healthy through vatious means (e, &
abstaining from smoking, following a low-fat diet,
exercising regularly), for the most part, we have no
control over becoming sick or disabled. Those who
are sick or disabled are therefore at a considerable
and unfair disadvantage. Those who do not get the
medical attention that can restore “normal species-
functioning” are thus doubly disadvantaged, first
by “nature’s Iottery,” and second by social arrange-
ments that give some, but not others, access to
health care. If equal opportunity is to be a reality,
Wwe must guarantee universal access to health care.
Moreover, the concept of “normal species-function-
ing” is a guide for what kinds of treatment should
be provided. Vaccination and eyeglasses are obvi-
ous candidates, while cosmetic surgery is not.

Rawls requires that his principle of liberty take
precedence over his principle of equality. He states
that the claims of liberty must be satisfied before so-
cial and economic inequalities can be contemplated,
and that departures from the principle of equal Iib-
erty cannot be justified or made good by greater so-
cial and economic advantages.’ The elements of the
principle of equality are similarly ordered: Rawls
sees that genuinely fair equality of opportunity (as
opposed to merely formal access) must be guaran-
teed before we can address ourselves to social or
economic inequalities.

If we compare Rawls’s vision of “justice as fair-
ness” with utilitarianism, we see some striking dif-
ferences. The most dramatic difference concerns the
respective theories of the “good” and the “right,”
and the way these important moral concepts are re-
lated. Utilitarian theories define the good indepen-
dently of the right: First the good is defined as
happiness, then the right is defined as that which
maximizes happiness. Because justice is defined as
a function of utility, it cannot limit the claims of util-
ity. By contrast, Rawls sees the concepts of right and
justice as preceding the concept of the good.? He

19. john Rawls, A Theory of Justice (Cambridge, MA:
Harvard University Press, 1971), 61.

20. hid,, 31.
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states that for desires to have any value or to play
any role in ethical calculations, they must accord
with the principles of justice.

Rawls’s theory of justice has been criticized as
embodying problematic notions of rationality—in
particular, a fundamental aversion to risk. Why as-
sume that a rational person behind the veil of igno-
rance would opt for the equality of the difference
principle? A gambler might be willing to take a rel-
atively small risk of being impoverished for the
chance of becoming very wealthy. Is this obviously
irrational? A related criticism is that the contract
does no real work. As we have seen, and as Rawls
acknowledges, there can be different interpretations
of the original position. A risk-aversive interpreta-
tion, which yields the difference principle, is not the
only possible one. According to Rawls, we decide
which interpretation of the original position is most
suitable by determining which interpretation yields
principles that match our convictions of justice. But,
as Kymlicka points out, “if each theory of justice has
its own account of the contracting situation, then
we have to decide beforehand which theory of justice
we accept, in order to know which description of
the original position is suitable.”?! If this is so, then
the contract cannot be used to establish the correct
theory of justice. Nevertheless, contracting from an
original position has some useful purposes. The veil
of ignorance is a vivid expression of the moral re-
quirement of our commitment to others, and of
putting ourselves in their shoes. It dramatizes the
claim that we would accept a certain principle,
however it affected us. As Kymlicka says, “In these
and other ways, the contract device illuminates the
basic ideas of morality as impartiality, even if it can-
not help defend those ideas.”*

50 how would a Kantian contractarian, or Rawl-
sian, approach Dr. Brody's dilemma? The principle
of liberty requires that each individual have the
maximum liberty possible, consistent with equal
liberty for others. That requirement seems to argue
in favor of allowing people to choose the time and
manner of their death at the end of their life, in
order to avoid great suffering, as well as financial
loss for their families. At the same time, Rawls is

21. Kymlicka, “The Social Contract Tradition,” 193 (see
note 12).

22 Ibid.

concerned to protect the weak and vulnerable who
cannot bargain on their own behalf. That would
militate against a policy that could have a discrimi-
natory impact on elderly, disabled, and poor peo-
ple. Thus, a Rawlsian would be likely to approve of
a policy of doctor-assisted suicide if it promoted the
value of individual autonomy, but not if it violated
equal respect for persons. {Rawls’s own view on
physician-assisted suicide is given in “The Philoso-
phers’ Brief” in Part 3, Section 6.)

RELIGIOUS ETHICS

We noted previously that religious ethics is one of the
parent disciplines of bicethics. We are not suggesting
that “religious ethics” is an ethical theory in the same
sense as utilitarianism and Kantian ethics; religious
beliefs do not, in general, imply any one particular
ethical orientation. Some Christians take a utilitarian
approach, while others have views closer to Kantian-
ism. Although there are certainly ethical directives
inherent in religious belief {e.g., “Do unto others as
you would be done by”), each of these directives can
be compatible with very different ethical theories.

Some religious traditions have been more influen-
tial than others in bioethics; for example, Roman
Catholic moral thought. One reason for this influ-
ence is that the Roman Catholic Church is charac-
terized by considerable unanimity. There is, on a
number of issues, an official Church doctrine—this
is not generally true of Protestantism, which has a
great many denominations, or Judaism, which is di-
vided into Orthodox, Conservative, Reform, and
Reconstructionist. Another reason for the more
powerful influence of Roman Catholicism is that it
includes a well-developed, written body of thought
on medical-moral issues, which has had consider-
able influence on prevailing attitudes (even among
many non-Catholics), as well as on legal doctrine
regarding a wide range of biomedical ethical issues.
Lastiy, the Catholic tradition includes an alternative
ethical theory—known as natural law ethics—that
provides principles for interpreting the general eth-
ical directives of the Christian faith.

Natural Law Theories

Natural law theorists offer an account of the human
good and ethical duty that contrasts sharply with
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the views of both utilitarianism and Kantianism on
these issues. Utilitarianism defines the good in
terms of happiness or the satisfaction of desire,
while Kant repudiated all ethical theories based in
any way upon desire or inclination. In contrast to
utilitariarusm, natural law ethicists insist that the
human goeod cannot be reduced to a mere function
of what people happen to desire. In this view,
things are not good because we desire them; rather,
we desire them, or should desire them, because
they are good.

But natural law ethics is also opposed to Kant-
ian ethics in that it is based on a conception of
human nature. Kant insists that the categorical
imperative must be empty of all empirical content;
otherwise it could not have the necessity character-
istic of the moral law, But what else, if not a concern
for human welfare, can ethics possibly be founded
upon, and how can it have any motivational force?
Why, asks the natural law theorist, should we de-
sire to be moral in the first place and follow the dic-
tates of morality, unless such behavior holds out
some prospect of promoting human well-being and
happiness?

Natural law theorists thus agree with utilitarians
that ethics must be grounded in a concern for the
human good. But they agree with Kantians that the
good cannot be defined simply in terms of what
people “happen” to want. Instead, there is a good
for human beings that, based on their nature, is ob-
Jectively desirable.

Catholic theologians conceive of natural law as
the law inscribed by God into the nature of things—
as a species of divine law. According to this concep-
tion, the Creator endows all things with certain
potentialities or tendencies that serve to define their
natural end; the fulfillment of a thing’s natural ten-
dencies constitutes the specific “good” of that thing.
The natural potential of an acorn is to become an oak.
But what is the natural potential of human beings?
Like Kant, the natural law theorist focuses on what
makes human beings distinctive, what separates us
from the rest of the natural world—namely, the abil-
ity to reason. Through our ability to reason, we can
participate actively in God’s plan. However, natural
law ethics is distinct from Kantian ethics in that nat-
ural law ethicists do not attempt to empty their theo-
ries of all empirical content. On the contrary, our
moral obligations are derived from a conception of

the good life for human beings, For example, the
Catholic Church opposes both abortion and birth
control because these are inconsistent with a concep-
tion of sexuality as expressed within monogamous
marriage only, and primarily oriented toward its nat-
ural end or purpose, procreation.

The most general moral precept of the natural
law is “do good and avoid evil.” Evil must always
be avoided, even if avoiding evil will bring about
great harm. As St. Paul put it, “Do not evil that good
may come.” The commission of an evil deed, such
as the murder of an innocent person, can never
be condoned, even if it is intended to advance the
noblest of ends.

The Doctrine of the Double Effect

The doctrine of the double effect (DDE) was formu-
lated in response to the recognition that an act may
have both a good and a bad effect. Are we to shun
such an action because of its bad effect? For exam-
ple, administering morphine to a dying cancer pa-
tient may be necessary to ezse his or her pain, but it
may also depress respiration and hasten death.
Must a doctor refrain from using the most effective
pain medication because it might also kill the pa-
tient? Would this count as “doing evil {causing
death) that good (relieving pain) may come”?
According to Catholic doctrine, the permissibil-
ity of the action depends largely on whether the bad
effect is intended, or merely foreseen and permitted
to happen. In addition, it must also be the case that

1. The act itself is not intrinsically wrong.

2. The good effect is produced directly by the action
and not by the bad effect,

3. The good effect is sufficiently desirable to com-
pensate for allowing the bad effect. 2

Applying these conditions, the use of pain-re-
lieving drugs that may also shorten life can be justi-
fied. The physician’s purpese is not to kill, but
rather to ease pain, although he or she foresees that
death is a possible, or even likely, result. Giving
drugs for pain relief is not intrinsically wrong;
indeed, it is a central function of the physician. The

23. "Double Effect,” New Catholic Encyclopedia.
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good effect—the relief of pain—is produced directly
by the administering of the drug, and not by the
bad effect: namely, the patient’s death. And lastly,
when a patient is both terminally ill and suffering,
the desirability of relieving suffering compensates
for the shortening of his or her life. Thus, the DDE
can be a useful tool for justifying an action that has
a bad effect.

Double-effect reasoning has sometimes been in-
correctly and speciously used. Someone who
shoots a person at point-blank range cannot use the
DDE to mitigate his or her responsibility, saying, “1
didn’t mean to kill him, only to get him out of the
way.” One is guilty of killing a person even if death
is not desired in itself, but only as a means to
achieve an end. A Michigan jury used such spe-
cious reasoning in their acquittal of Dr. Jack
Kevorkian, who was accused of violating the
state’s assisted-suicide law when he helped a ter-
minally ilf man die by carbon monoxide poisoning.
The law made an exception for physicians who ad-
minister pain-relieving drugs that may cause
death. The jury accepted Kevorkian’s argument
that he did not intend to cause the man’s death, but
only to relieve his suffering. This reasoning, how-
ever, is a perversion of the DDE. Carbon monoxide,
unlike morphine, is never offered as a means of
pain relief. It has no medical use at all. It causes
death, and death causes cessation of pain, but this
is bringing about the good effect by means of the
bad effect, which violates the second condition of
the DDE. Thus, the DDE cannot be used to justify
Dr. Kevorkian's act or to sustain his claim that he
did not intend to cause the man’s death. After the
acquittal, law professor Yale Kamisar characterized
the jury’s decision as “confused.” However, it
seems likely that the decision was less the result of
confusion about the appropriate application of
double-effect reasoning, and more the result of
their belief that Dr. Kevorkian was right in doing
what he did and should not be punished.

Critics of the DDE argue that the principle is
confusing and difficult to apply. It is not always
easy to know whether a result is intended or merely
foreseen, or whether it is brought about (impermis-
sibly) by means of the bad effect or (permissibly) by
the morally neutral action. The concepts of “means”
and “intention” need to be made clearer before the
DDE can give clear guidance.

Some theorists doubt that the DDE has moral
significance even if it can be clearly and correctly
applied. They note that the whole point of the doc-
trine is to avoid the counterintuitive implications of
an absolutist ethic that insists that some acts (like
directly causing the death of an innocent person)
are absolutely wrong, regardless of reason or con-
text. However, why should we assimilate garden-
variety murder with causing the death of a
terminally ill patient who wants to die? The solu-
tion, these critics say, is to recognize that causing
death is not always wrong. If death is desirable,
why should it make any difference how death is
brought about—whether indirectly, by pain relief,
or directly, by carbon monoxide?

Ordinary versus Extraordinary Treatment

Another influential distinction devised by Catholic
medical ethicists is the distinction between “ordi-
nary” and “extraordinary” treatment. Ordinary
treatment is considered obligatory, while there is no
obligation to provide extraordinary treatment. How
are these two types of treatment to be best defined?

This question is complicated because there are
various different grounds that have been used to
distinguish ordinary and extraordinary treatments.
For example, “ordinary” treatment may be viewed
as routine or standard care, while “extraordinary”
treatment is considered unusual. This distinction
has the advantage of providing an empirical defini-
tion, based on current medical practice. However, it
is not clear that this basis has moral significance. If
a treatment is helpful to a patient, what difference
does it make that it is unusual, or even unique? For
this reason, some people prefer to think of the dis-
tinction between ordinary and extraordinary treat-
ment as being a distinction between “beneficial”
and “nonbeneficial” treatment.

Understood this way, the ordinary-extraordi-
nary distinction is context dependent. Treatment
such as a respirator may be ordinary in one context
(e.g., to sustain a patient through a severe bout with
a respiratory disease), but extraordinary in another
{e.g., to sustain the life of a severely brain-damaged
patient in a persistent vegetative state [PVS]). This
makes the normative assumption that a PVS indi-
vidual is not benefited by continued existence with
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no hope of recovery to consciousness. Someone
who regards biological life itself as valuable will not
agree that the use of a respirator to sustain the life of
a PVS patient is “nonbeneficial,” and so will not
classify the treatment as extraordinary. However,
this reasoning raises serious doubts about the use-
fulness of the distinction. If our moral views deter-
mine whether a treatment is to be classified as
ordinary or extraordinary, the distinction itself can-
not provide moral guidance.

Despite this difficulty, doctors and laypeople
alike often use terms like “extraordinary” and
“heroic” to characterize treatment they regard as in-
appropriate. Rather than regarding these classifica-
tions as morally significant in themselves, it is
important to understand the moral presuppositions
lying behind them. It is these presuppositions—not
the shorthand labels that stand for them—that need
discussion and debate (see “In the Matter of Claire C.
Conroy,” Part 3, Section 4).

“RIGHTS-BASED” APPROACHES

The idea that, simply by virtue of being human,
people can have rights regardless of the legal sys-
tem under which they live, has ancient roots. The
Stoic philosophers recognized the possibility that
actual human laws might be unjust. They con-
trasted conventional laws with an unvarying nat-
ural law to which everyone had access through
individual conscience and by which actual laws
could be judged.* Later, the spread of the Roman
Empire provided a system of law that applied to all
people, whatever their tribe, race, or nationality.
Christianity also incorporated the idea of natural
law as the paramount standard by which all social
institutions and laws should be judged.

However, neither the ancient Greeks, nor the Ro-
mans, nor the medieval Christians made the transi-
tion to natural rights. The notion of natural rights
had its heyday in the seventeenth century, with
writers like Grotius, Pufendorf, and Locke. Rights
also played a crucial role in the American and
French revolutions in the late eighteenth century.

24. Brenda Almond, “Rights,” in A Companion te Ethics,
edited by Peter Singer (Oxford: Basil Blackwell, 1993), 259.

However, states Brenda Almond, “In the nineteenth
and early twentieth centuries, . . . appeal to rights
was eclipsed by movements such as utilitarianism
and Marxism, which could not, or would not, ac-
commodate them.”%

Appeal to natural rights revived in the aftermath
of World War II, during the Nuremberg trials. Some
theorists argued that since the actions of the ac-
cused were not contrary to German law (indeed,
were required by it), the trials had no legal basis,
but were merely a cynical attempt by the victors to
punish the losers. Others maintained that the trials
were a return to principles of legality and justice in
the aftermath of Nazi barbarism, and that these
principles have their foundation in both interna-
tional and natural law.

Natural or human rights unquestionably occupy
an important role in contemporary international
moral and political debate. Apartheid, the death
penalty, and female genital mutilation, to take just a
few examples, have all been condemned as viola-
tions of human rights. Discussions of abortion, eu-
thanasia, access to health care, the treatment of
animals and the environment, and our obligations
to future generations are typically framed in terms
of conflicting moral rights.

Some see “rights talk” as unnecessary and vague.
Bentham regarded the notion of moral—as opposed
to legal—rights as “nonsense,” and the notion of
natural rights as “nonsense on stilts.”? According to
Bentham and other legal positivists, legal rights can
be explained as claims that will be upheld by the
power of the state. Legal rights can be identified
because they stem from legislative acts or judicial
decisions. So-called moral rights have no such legit-
imation, and it is partly for this reason that posi-
tivists regard them as empty rhetoric. According to
utilitarianism, to say that someone has a moral right
to something is only a shorthand way of saying that
he or she ought to have it, and ought to be protected
in his or her possession of it. There is, then, a role for

25. Ibid.

26. From Anarchical Fallacies: Being an Examination of the
Declaration of Rights Issued During the French Revolution.
Cited in Ronald Dworkin, Tuking Rights Seriously (Cam-
bridge, MA: Harvard University Press, 1977), 184.
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moral rights in utilitarianism, but it is completely
derivative from the principle of utility. To some
extent, rights can serve as barriers against the appli-
cation of overall utility. For example, utilitarians
might, on grounds of utility, take property rights very
seriously. They will agree that individuals should
not be deprived of their property, unless this is
essential to the general welfare, and even then there
should be compensation. In other words, while
utilitarians reject the Lockean idea of a “natural right
to property,” they are likely to agree that there are
good utilitarian reasons to create something very
like our existing system of property rights.

Rights-based critics of utilitarianism maintain
that its conception of rights gives insufficient pro-
tection to individuals, whose happiness may be
sacrificed for the benefit of the many. In Taking
Rights Seriously, Ronald Dworkin offers a penetrat-
ing critique of the positivist analysis of law, as well
as the utilitarian morality intimately linked to it.
Rather than seeing rights as a device to achieve net
utility, Dworkin sees rights as “trumps,” as claims
that supersede other kinds of claims. Similarly,
Robert Nozick conceives of rights as “side con-
straints,” which place limits on the things we may
do to achieve goals.

In Anarchy, State, and Utopia, Nozick presents a
libertarian view that is fundamentally opposed to
utilitarianism.?’ He thus joins Kant, Rawls, and
Dworkin in this opposition, holding that an action
that is unfair or that violates someone’s rights can-
not be right, even if it does achieve the greatest net
happiness. Happiness might be maximized by
forcing people to volunteer their time to work in
hospitals, or by making them donate blood or
spare kidneys, but they have no obligation to do so
according to Nozick; indeed, they have a right not
to do so.

Nozick is equally opposed to Rawls’s contractar-
ianism. The central question of distributive justice
is, “How should the goods of society be distrib-
uted?” According to Nozick, this question miscon-
ceives the issue because it implies that the goods
of society-—money, property, services—are there

27. Robert Nozick, Anarchy, State, and Utopia (New York:

Basic Books, 1974).

simply to be distributed, like manna fallen from the
heavens. Instead, these goods already belong to
people who have invested their Iabor in them, been
given them, or traded something for them. Taking
goods away from those who are entitled to them vi-
olates their rights, and so0 is fundamentally unfair.

Another important feature of libertarianism is
the distinction between negative and positive
rights. Libertarians maintain that the only rights are
negative rights: rights to be left alone, rights not to
be interfered with. They reject positive rights—
rights to be helped—because recognition of such
rights would infringe on the freedom of individuals
to spend their time and money as they choose. An
example of a positive right is a right to an educa-
tion. Libertarians oppose taxation generally on the
grounds that it deprives individuals of their legiti-
mate property; thus, they oppose taxation for the
creation and support of public schools. However,
they recognize the need for an army to defend a
country from foreign enemies, for a police force
to protect citizens against aggression and attack,
and for a legal system to uphold contractual agree-
ments. Taxation to support these purposes is regarded
as legitimate.

Libertarians reject the idea of a right to health
care, since health care is regarded as a positive
right—a right to be given certain treatment. How-
ever, it is not clear why they assume this distinction
to have such moral significance. If it is legitimate to
tax people for a police force that will protect their
lives, why isn’t it equally legitimate to tax people to
provide them with health care, which is also often
necessary for survival?

Perhaps the biggest objection to libertarianism is
that it works to the disadvantage of those who,
through no fault of their own, are born into poverty.
Poverty limits people’s life chances. The poor typi-
cally get substandard health care, inferior schools,
and inadequate housing. These disadvantages
make it unlikely that they will have an equal oppor-
tunity to obtain the goods of society: jobs, money,
and material goods. Rawls attempts to compensate
for life’s initial unfairness, but libertarianism rein-
forces it.

In a rights-based approach, the fundamental
question in our opening case study would be
whether Mr. Lasken has a right to end his life, and
to ask his doctor for help in doing so. Those who
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oppose voluntary euthanasia and physician-assisted
suicide maintain that Lasken has no such right. They
see a distinction between the established right to
refuse medical treatment and an affirmative right
to seek help in dying. However, this interpretation
was disputed for the first time by a federal judge
on May 3, 1994, when Judge Barbara F. Rothstein
found Washington State’s assisted-suicide law
unconstitutional. Rothstein held that the law places
an undue burden on the Fourteenth Amendment
interests of terminally ill, mentally competent
patients. Moreover, she found that the law “uncon-
stitutionally distinguishes between two similarly
situated groups,” namely, those on life support
and those not on life support. Washington permits
terminally ill patients to hasten their deaths by
allowing removal of life-support systems, yet bars
physicians from giving medication that would
bring about the same results. Rothstein wrote that
from “a constitutional perspective, the court does
not believe that a distinction can be drawn between
refusing life-sustaining medical treatment, and
physician-assisted suicide by an uncoerced, men-
tally competent, terminally ill adult.”2?

- Rights play an inxportant role in moral discourse.
Without the notion of individual rights, it would be
difficult—if not impossible—to express our convic-
tions about informed consent, protections for re-
search subjects, and other such issues. However, this
should not lead us to conclude that the application
of individual rights is always appropriate, or that
such rights are the only relevant factors,

The area of treatment refusal presents an obvi-
ously inappropriate instance of invoking the right
to self-determination. Suppose that a patient enters
an emergency room screaming from the pain of se-
vere burns. The attending physicians conclude that,
although her burns are serious, she will recover if
given immediate and sustained treatment. Sud-
denly the patient, on the verge of shock, rebuffs the
efforts of the medical staff on the grounds that she
has a right to “die with dignity.” Clearly, in this sort
of case it would be wrong for the medical staff to
honor the claimed right to refuse treatment. Not
only is the woman mistaken in her belief that she is

28. National Law Journal (May 16, 1994): Aé.

about to die, regardless of treatment, but her capac-
ity for self-determination has itself been substan-
tially impaired or temporarily eclipsed by her
recent trauma. To honor her refusal would be tanta-
mount to treating this incompetent person as
though she were competent, with morally disas-
trous results.

The previous example demonstrates limits to the
scope of the right of self-determination, namely,
that it should be restricted to competent individu-
als. Conflicts between individual rights and the
welfare of other persons—including, on occasion,
the welfare of the entire community—constitute an-
other set of problematic issues of libertarianism. For
example, some libertarians argue that people
should have the right to do whatever they please, so
long as they do not violate anyone’s rights. On a
small-scale, interpersonal level, this principle is ex-
tremely problematic. Imagine a jilted lover who de-
cides on impulse to marry another woman, not
because he loves her, but merely to spite the woman
who rejected him. We might all agree that this man
has a right to marry whomever he chooses, but is
“having a right” the same as “doing the right
thing”? Obviously not, since the decision to marry
out of spite will predictably inflict great suffering
upon his unsuspecting bride.

On & broader social scale, libertarians often as-
sert that individual freedom should include the
right to shoot heroin, smoke crack cocaine, and take
any other accurately labeled drug, so long as an in-
dividual freely chooses to do so. If our liberty is to
mean anything, so the argument goes, it must en-
compass the right to take risks. To allow the gov-
ernment to decide what we may or may not put
into our own bodies is to give up control over them.
It is anatogous to slavery.?

The trouble with a libertarian approach to the
drug problem is that it ignores social consequences
and focuses only on individual rights. Drugs have
destroyed many inner-city neighborhoods. Some of
the related problems—such as crime due to illegal
trafficking—might be solved by legalization, but

29. Walter Block, “Drug Prohibition: A Legal and Eco-
nomic Analysis,” in Drugs, Morality, and the Law, edited by
Steven Luper-Foy and Curtis Brown (New York: Garland),
199-216.
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not all of them would. Drug addiction has con-
tributed to a skyrocketing rate of child abuse and
neglect, because addicts—especially crack addicts—
make notoricusly poor parents. In addition, drug
abuse by preghant women is connected with dra-
matic increases in infant mortality, congenital
syphilis, and HIV-positive infants. Serious students
of the drug problem realize that hard questions re-
main even after the right of the individual to go to
the devil has been invoked. What, for example, is
the causal connection, if any, between unemploy-
ment, poverty, and ghetto conditions on the one
hand, and hard drug addiction on the other? Would
not an important consideration be if widespread
use of drugs could be shown to reinforce racism
and poverty? When unthinkingly waved as a
trump, the right to self-determination can mask in-
justice and justify inequity.

We also need to ask what the effect of legaliza-
tion on access and consumption would be. Some
say that it would have little effect, since it is already
0 easy to obtain drugs in certain areas. At the same
time, it should be remembered that three times as
many Americans abuse alcohol as use illegal drugs,
largely because of availability. From a public health
perspective, if the end result of legalization is
higher addiction rates, this is a serious argument
against it. Astonishingly, this consideration has no
bearing at all on a libertarian view. For the libertar-
ian, the level of addiction in society is irrelevant; the
only thing that matters is whether the individual
has made a free and voluntary decision to use
drugs. Once again, the individual’s freedom is
everything, and the impact on society is ignored.*

Rights are important, for they protect individuals
from—as Mill called it—"the tyranny of the major-
ity.” Nevertheless, an overemphasis on rights can
sometimes exacerbate conflict. For example, to jus-
tify criminal punishment of women who use drugs
during pregnancy, conservatives appeal to fetal
rights. At the other extreme, some feminists and civil
libertarians insist that a woman has a right to control
her own body during pregnancy, regardless of the
harm she causes to her future child. A recognition
that mother and fetus are a unit, whose interests are

30. Bonnie Steinbock, “Drug Prohibition: A Public-Health
Perspective,” in Drugs, Morality, and the Law, 233-234,

generally promoted together, might be preferable to
a rigid rights-based approach.

COMMUNITARIAN ETHICS

For all their differences, Hobbes, Mill, Kant, Rawls,
Gauthier, and Nozick share the belief, bequeathed
to us by the Enlightenment philosophers of the
eighteenth century, that people should find moral
rules in the application of reason to practical con-
duct. For this tradition, which we shall call “liberal
individualism,” ethical truth must be sought not in
the vagaries of history, tradition, and religious faith,
but rather in the universal tenets of rationality.
Whether ethical norms are conceived in terms of en-
lightened self-interest, maximized utility, or the
recognition of autonomy and human rights, they
are viewed by this tradition as objective and univer-
sal, applicable to all times and places.

Another important theoretical strand connecting
these theorists is their commitment to the individ-
ual as the unique focal point of moral concern. In
utilitarianism, the collective preferences of each in-
dividual determine right and wrong. Everyone is to
count as one, and nobody for more than one. How-
ever, the interest of the community as a whole may
conflict with any particular individual’s interest.
Thus, a perennial problem for utilitarianism is the
conflict between individual rights and the welfare
of society as a whole. By contrast, “rights-based”
Kantian and contractarian moral theory, as well as
Norzick’s brand of libertarianism, are committed to
the notion that the rights and dignity of the individ-
ual should never (or rarely) be sacrificed to the in-
terests of the larger society. Indeed, the whole point
of social organization, of the “social contract,” ac-
cording to this tradition is the advancement of the
individual’s interests, rights, and happiness.

An important corollary of this view is the claim
that, since different individuals will naturally have
different values and conflicting visions of the good
life, a truly liberal society will not—indeed cannot
justifiably—adopt any particular conception of the
good life to the exclusion or diminution of others.”!

31. Ronald Dworkin, “Liberalism,” in A Matter of Principle
(Cambridge, MA: Harvard University Press, 1985), 181-204.
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issues, such as rationing and reform {(see Part 2,
Section 2). According to Callahan, the combination
of our desire to provide universal access to care,
the burgeoning cost of high-tech medicine, and the
sharp rise in the elderly population force some very
hard choices that may decide who will live. Instead
of starting, in standard liberal fashion, with indi-
vidual wants, needs, interests, and rights, Callahan
urges us to begin by asking what kind of society we
wish to have—or as one of his book titles puts if,
“What kind of life?”3 To get at this big question,
Callahan must confront some other very difficult
and controversial questions, such as, What ought
to be the goals and virtues of elderly persons?
Should they seek individual happiness, or devote
themselves to the education and welfare of future
generations? And what ought to be the goals of
medicine at various stages of the life cycle? Should
medicine seek, at great expense, to forestall death
for the very old with the latest high-tech devices, or
should it merely try to provide dignified terminal
care? Clearly, all this talk about geals and virtues
necessarily implicates us in a quest for common
meanings and values. Rather than ruling such
questions off-limits due to the strictures of liberal
neutrality, Callahan claims simply that we must
address them as a community if we are to act
responsibly. Failure to do so, thus allowing each
person to chart his or her own course, could well
vindicate individual freedom of elderly persons at
the expense of the young.

How might a communitarian interpret our case
of physician-assisted suicide? This is a difficult
question to answer in light of the remarkable diver-
sity among communitarian thinkers. For communi-
tarians such as Alasdair MacIntyre, the emphasis
upon history, traditional practices, and virtues leads
to the wholesale abandonment of liberal individual-
ism and the embrace of a rather “conservative”
political agenda. More moderate communitarians,

34. Daniel Callahan, What Kind of Life? (New York: Simon
and Schuster, 1990). See also his Setting Limits (New York:
Simon and Schuster, 1987). For a recent attempt to develop
a com| ive communitarian theory of bioethics, focusing
specifically on end-of-life and access to health care issues,
see Ezekiel Emanuel, The Ends of Human Life: Medical Ethics
in a Liberal Polity (Cambridge, MA: Harvard University
Press, 1991).

on the other hand, some of whom are politicaily
quite “progressive,” stress the importance of social
meanings and communal values while attempting
to preserve a more modest role for the language of
individual rights.

Some communitarians, then, might approach the
case of Dr. Brody and Mr. Lasken by stressing the
customary and time-honored prohibition of assisted
suicide and euthanasia in all Western sccieties.
They might argue that, in spite of individuals’
strong claims to liberty in this area, the claims of
society are stronger. The needs of many suicidal
patients might well be met in ways other than by
killing them, and society will be a better place if it
acknowledges the sanctity and inviolability of hu-
man life. A similar argument might be mounted by
physicians who could point to their own traditional
professional commitments and values: “We heal;
we don't kill. That’'s who we are as doctors; that's
how we have always been.”

An alternative communitarian reading of the
case might reach the same conclusion, but for very
different reasons. One could argue, for example,
that even though individuals have a powerful claim
of self-determination in this matter, the social costs
of allowing a right of assisted suicide in a society
distinguished by widespread poverty, lack of access
to health care, and discrimination against vulnerable
minority groups would be prohibitive. While the
first communitarian response to our case has a
distinctly conservative political flavor, the second
might issue from a highly progressive, even Marx-
ist, critique of existing social relationships.

An overall evaluation of communitarianism is
an exceedingly complicated matter, due to the dis-
parate character of the theorists and theories
lumped under its banner. For the purposes of this
brief introduction, however, we venture the follow-
ing conclusions and recommendations. (1) We agree
with the claim that all ethical principles, rules, and
virtues grow out of concrete historical traditions
and derive their meaning and weight from those
traditions. Thus, although our moral principles
might extend very far indeed in both space and
time, they are not the products of disembodied
“reason.” (2) The emphasis upon the communal
dimension of our moral lives should be viewed as a
welcome corrective to the largely asocial invocation
of individual rights. We should worry a lot more
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about the “ecology of rights,”* the kind of society,
neighborhood, and family life within which rights
are developed and claimed.

On the negative side, (3) the more hardcore
communitarians” wholesale rejection of liberal
rights in favor of traditional practices and virtues
is especially problematic. Curbing the socially destruc-
tive invocation of property rights is one thing, but
limiting the freedom of individuals, in the name of
communal values, to read pornography, obtain
contraceptives, have abortions, or engage in homo-
sexual relationships is, to us, a more disturbing
prospect.® Finally, (4) it must be noted that an
emphasis upon community, neighborhood, family,
and traditional values will always express a prefer-
ence for some particular conception of family, neigh-
borhood, and community. For minority groups and
women struggling to assert their own, quite varied,
conceptions of individual and cultural identity, the
communitarian impulse must learn to appreciate
and respect such differences within our increas-
ingly cosmopolitan societies.?”

FEMINIST ETHICS

Just as communitarianism started as a critique of
certain assumptions in liberal theory, so too the idea
of a feminist ethic stems, in part, from a critique of
traditional ethical theories as representing the expe-
riences of men, not women. Feminist approaches to
morality seek to correct this underlying bias.
Feminism is not a monolithic theory; thus, there
is no one definition of “feminist ethics.” Rather,
feminism incorporates a variety of social and po-
litical beliefs, and there are even differing concep-
tions of feminism itself. All varieties of feminism
are characterized by a concern for the welfare of all
womern, and a belief that women have historically
been—and continue to be—oppressed by patriar-
chal societies. As Alison Jaggar writes, “Feminist

35. Mary Ann Glendon, Rights Talk, 136-144 (see note 33).

36. See Amy Gutmann, “Communitarian Critics of Liber-
alism,” Philosophy and Public Affsirs 14 (1985): 308-322.

37. See Iris Marion Young, Justice and the Politics of Differ-
ence (Princeton, NJ: Princeton University Press, 1990); and
Marilyn Friedman, “Feminism and Modern Friendship:
Dislocating the Community,” Ethics 99 (1989): 275290,

approaches to ethics are distinguished by their ex-
plicit comitment to rethinking ethics with a view
to correcting whatever forms of male bias it may
contain.”* They all seek to unmask and challenge
the oppression, discrimination, and exclusion that
women have faced. Feminist approaches to ethics
are political, in the sense that they are keenly aware
of imbalances of power between women and men,
rich and poor, healthy and disabled, white people
and people of color, and first world and third
world peoples.

Feminist approaches to ethics are also marked
by attention to the so-called private sphere, includ-
ing reflection on intimate relations, such as affec-
tion and sexuality, which were ignored by modern
moral theory until quite recently. Finally, feminist
ethics, rather than seeing women as less fully de-
veloped versions of men, insists on taking the
moral experience of all women seriously. Modern
feminists also warn against the tendency to make
generalizations about “women” based on the expe-
rience of the relatively small group of middle-class
white women. Many feminists today emphasize
that sexual oppression is only one form of oppres-
sion, and that all forms—whether based on gender,
class, race, or disability—must be acknowledged
and fought.

Some issues, such as abortion and reproductive
technology, are traditionally conceived as “women’s
issues,” and many feminists have written on these
topics. However, feminist approaches to bioethics
are not limited to this sphere; feminist thought has
influenced thinking about the health professional—
patient relationship, informed consent, experimental
trials, disability, access to health care, and other
issues.®

One issue that divides feminists is whether
virtue is “gendered”; that is, whether there are

38. Alison M. Jaggar, “Feminist Ethics: Some Issues for the
Nineties,” in Contemporary Moral Problems, 4th ed., edited
by James E, White (St. Paul, MN: West, 1994), 61.

39. See Susan Wolf, ed., Feminism and Bioethics: Beyond Re-
production (New York: Oxford University Press, 1995);
Helen B. Holmes and Laura Purdy, eds., Feminist Perspec-
lives in Medical Ethics (Bloomington: Indiana University
Press, 1992); and Susan Sherwin, No Longer Patient
(Philadelphia: Temple University Press, 1992).




30 Introduction | Moral Reasoning in the Medical Conlex!

virtues that are specifically female and male. Many
feminists reject this approach, as the idea of “femi-
nine virtues”—including selflessness, devotion to
family needs, and submissiveness to men—has long
been linked with the oppression of women. Never-
theless, many nineteenth-century women, includ-
ing many who were concerned with women's
emancipation, believed not only that there were
specifically female virtues, but also that women
were morally superior to men and that society
could be transformed through the influence of
women. Today, some feminists regard many of the
evils of society—war, violence, racism, the destruc-
tion of the environment—as the resuit of specifi-
cally male faults, such as aggression.* They believe
that the “feminine” virtues of kindness, generosity,
helpfulness, and sympathy can serve as a corrective
to these evils.

A related issue on which feminists divide is the
meaning of sexual equality. Are men and women
treated equally when they are treated the same? Jag-
gar states that “By the end of the 1960s, most femi-
nists in the United States had come to believe that
the legal system should be sex-blind, that it should
not differentiate in any way between women and
men.”#! However, this version of equality does not
always promote women's interests. A notorious ex-
ample is “no-fault” divorce settlements that divide
family property equally between husband and wife.
Here, equal distribution leaves many women much
worse off financially, because women—who often
shoulder most of the family responsibilities, such as
housework and caring for children—typically have
much lower job qualifications and less work experi-
ence than men. Divorce settlements that do not take
social realities into account are egregiously unfair,
and moreover reinforce sexual inequality. At the
same time, the alternative way of seeking equality,
by providing women with special legal protection,
appears to promote sexual stereotypes.

Feminists continue to debate the correct interpre-
tation of equality, even while some feminists reject
the entire concept of equality as part of an “ethic of
justice” that is characteristically masculine, relying

40. Mary Daly, Gyn/Ecology: The Metaethics of Radical Femi-
nism (Boston: Beacon Press, 1978).

41. Jaggar, “Feminist Ethics,” 63 (see note 38).

on rules and abstracting from particular, concrete
situations, instead of responding to immediately
perceived needs.* Such feminists suggest an alter-
native “ethic of care,”* stressing connectedness, the
importance of human relationships, empathy, and
an acknowledgment of dependency. It shares with
virtue ethics the conviction that undue emphasis on
moral rules obscures the crucial role of moral in-
sight, virtue, and character in determining how to
deal with ethical issues.

Some feminists have claimed that the ethic of
caring fails to give enough attention to moral prin-
ciples. Virginia Held reminds us that “an absence of
principles can be an invitation to capriciousness.”*
Moreover, issues such as economic justice “cry out
for relevant principles. Although caring may be
needed to motivate us to act on such principles, the
principles are not dispensable.”* Without such
principles, the claims of those unrelated to us, or
different from us, may go unheeded. Furthermore,
it is not clear that an ethic of care would ensure the
rights of women to equality and fair treatment.#

The emphasis on the importance of emotions is
seen by many (and not just feminists) as a welcome
balance to the sort of moral theory that completely
ignores feeling. At the same time, taking emotion as
a guide can often degenerate into a “do what feels
good” kind of subjective relativism.*” The problem
of relativism remains a difficult one for feminism.
On the one hand, many feminists join with postmode-
rnists and communitarians in rejecting the Enlight-
enment notion of a universal morality, valid for all
people at all times and places. This notion ignores
the particularity most feminists regard as essential

42 Ibid., 64.

43. Carol Gilligan, Ir a Different Voice: Psychological Theory
and Women's Development (Cambridge, MA: Harvard
University Press, 1982); Nell Noddings, Caring: A Feminine
Approach fo Ethics and Moral Education (Berkeley: University
of California Press, 1984).

44. Virginia Held, “Feminism and Moral Theory” in
Contemporary Moral Problems, 4th ed., edited by James E.
White (5t. Paul, MN: West, 1994), 75.

45, Tbid.

46. Thid., 76. See also Joan Tronto, Moral Boundaries: A
Political Argument for an Ethic of Care {(New York: Rout-
ledge, 1993).

47, Jaggar, “ Feminist Ethics,” 68 (see note 38).
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and too long ignored by Western ethics. On the other
hand, feminists are understandably concerned that
their critique of the oppression of women not be dis-
missed as a single point of view.4

The problem of relativism for feminists is
poignantly posed by the practice of clitoridectomy, or
female “circumcision.” This practice, common among
certain groups in Africa, involves the excision of the
dlitoris. Sometimes the vulva is sewn up as well. The
clitoris is removed to reduce sexual pleasure and re-
move temptation to sexual activity; the lips of the
vulva are sewn up to ensure that the young woman
will rernain a virgin until her marriage. The dreumci-
sion is usually done when a girl reaches puberty,
although it is also often performed on very young
children. It is performed without anesthesia, using
unsterilized razor blades, while the girl is held down
by older women. It frequently causes life-threatening
blood loss and infection. It can lead to painful inter-
course, infertility, and difficult childbirth.

Ironically, the frigidity or infertility caused by the mu-
tilation leads many husbands to shun their brides . . . .
Doctors throughout Africa recognize the harmful
effects of female circumcision but feel powerless to
stop a practice so entrenched in custom and tradition.
Many organizations are campaigning against it, and
the new African Charter on the Rights of Children
includes items condemning circumcision. Governments
in Sudan and elsewhere have passed laws against it,
but they are seldom enforced.®

Despite this opposition, many Africans continue to
regard female circumcision as an important cultural
and religious ritual.

The practice of female circumcision poses a
dilemma for feminists. On the one hand, ferinism is
committed to multiculturalism, that is, to the view
that no culture has a monopoly on the right way to
live, and that the voices of all people must be heard.
On the other hand, feminists must reject a practice
they regard as patently contrary to the interests of
women. Not only is clitoridectomy painful and dan-
gerous, but its justification stems from suppositions
antithetical to feminist thought: that women are male

48. Ibid., 67.

49. Time (Fall 1990), 39. Cited in Joel Feinberg, Freedom and
Fulfillment: Philosophical Essays (Princeton, NJ: Princeton
University Press, 1992), 199.

property, that female virginity must be preserved,
that women ought not to have sexual feelings, that
adultery is a male prerogative, and so forth. Is there a
way out of the dilemma, a way to remain faithful to
feminist ideals without rejecting multiculturalism?

We think that there is a way out. As suggested
earlier, we need to develop an interpretation of mul-
ticulturalism that does not imply relativism. Keep-
ing an open mind about the practices of other
cultures, and attempting to understand them “from
within,” does not commit us to unqualified accep-
tance of these practices, particularly when they con-
flict with our deepest values and principles. For
feminists, a core value is the conviction that women
are full human persons, entitled to equality and jus-
tice. Clitoridectomy is not compatible with the
recognition of women as free and equal members of
society; indeed, it contributes to women’s oppres-
sion, and is thus opposed by many African women
and men. Western feminists can support these
Africans in this struggle, and not be guilty of arro-
gance, stugness, or cultural imperialism.

VIRTUE ETHICS

In light of the problems facing consequentialist and
deontological moral theories, the last fifty years or
so have witnessed a growing interest in what is
called “virtue ethics.” Virtue ethics does not repre-
sent a single distinctive moral theory. Rather, it is a
label for a family of moral theories that are specially
concerned with or that give special priority to the
role of the virtues in the moral life, In fact, one of
the main challenges facing theories of this kind is to
differentiate themselves from the moral theories we
have already discussed. After all, a utilitarian like
Mill will value the moral virtues on the grounds
that they motivate those who possess them to reli-
ably perform actions that maximize the overall
good. Contractarians like Hobbes will value them
because of the way they contribute to our ability to
cooperate with one another and to form a stable
community.* In fact, virtue plays a central role in

50. For an analysis of the role of moral virtues in Hobbes's
moral philosophy and a contrast of this view with those of
Plato and Aristotle, see Alex John London, “Virtue and
Consequences: Hobbes on the Value of the Moral Virtues,”
Social Theory and Practice (Spring 1998).
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Kant's moral philosophy. For Kant, the good will is
the only thing unconditionally good, and virtue is
what makes the good will good. Virtue is the
strength of the will’s commitment to performing ac-
tions from the motive of duty, and it is, therefore,
the condition for the goodness of anything the will
does. To begin with, then, it will be useful to mark a
very general contrast between the role the virtues
play in these moral theories and the more central
place they occupy in virtue ethics.

According to an act-consequentialist moral the-
ory, the right action is the one that produces the best
consequences. In order to be practically useful, such
theories must provide us with a meaningful ac-
count of the relevant consequences and how they
are to be calculated or measured. Similarly, accord-
ing to a deontological moral theory, the right action
is the one specified by a particular rule of some sort.
In order to be of any practical benefit, such theories
must supply us with the appropriate set of rules or
with some procedure or criteria by which we can
generate the relevant rules. In contrast, the right ac-
tion in a virtue-theoretic account is the one that the
virtuous person would perform. In order to be prac-
tically useful, this sort of theory must tell us who
the virtuous people are and it must give us an ac-
count of the nature and number of whatever virtues
it recognizes.®® Unlike consequentialist or rule-
based theories, then, virtue ethics begins with an ac-
count of the moral virtues and then links the
possession of these traits to the ability to reliably
perform certain kinds of actions and, importantly,
to an inability to perform certain others. As a result,
moral theories in this family may differ in the kinds
of things they count as virtues and vices, the number
of virtues and vices they recognize, their reasons
why the virtues are valuable, and the relationship of
the virtues to right actions.

Contemporary virtue ethicists tend to see them-
selves as carrying on or working within a tradition
of moral philosophy that begins with Aristotle.
According to Aristotle, the priorities reflected in the

51. This way of contrasting virtue ethics with consequen-
tialist and deontological moral theories is explained at
length by Rosalind Hursthouse in “Normative Virtue
Ethics,” in How Should One Live One’s Life? edited by Roger
Crisp (New York: Oxford University Press, 1996), 19-36.

choices we make in our lives reveal our conception
of the good life, or human flourishing—what Aris-
totle calls “eudaimonia.” We may disagree about the
nature of the good life, but we can all agree that it is
around some conception of happiness or doing well
that we structure our various activities and give a
distinctive shape to our lives. As a result, a central
question for Aristotle is, What is the best life for a
person to lead?

For Aristotle, a candidate for this highest good
must not be something that others bestow upon us.
Rather, it must be proper to its possessor and not
easily taken away (1095b26-27).% Because honor or
fame fail both of these tests, the life dedicated to
their pursuit is ruled out as a candidate for the good
life. Similarly, any candidate for the highest good
must be a final good in the sense that we choose
other things for the sake of it, but we don’t choose it
for the sake of anything else (1097a30). As a result,
the life of money making is ruled out. In addition,
the candidate must be self-sufficient in the sense
that the presence of it alone makes life desirable and
worth living (1097b ff). In Aristotle’s view, the
virtues of temperance, courage, justice, wisdom,
and practical reason represent the excellent states of
our emotional and intellectual faculties. Because
each of these traits represents the proper develop-
ment of some human faculty, they are valuable for
themselves (1097b2-5, 1144al-7). But Aristotle be-
lieves that the virtues are also valuable for the activ-
ities that they produce and that happiness, or the
highest human good, is a life of activity that con-
sists in the exercise of such well-developed emo-
tional and intellectual faculties under the guidance
of our distinctly human capacity for rationality.

To cultivate the virtues, however, one must first
perform actions that are noble and good. N oble
and just actions have a kind of symmetry or bal-
ance about them—they are a mean between unac-
ceptable extremes—and the only way to cultivate
character states that share this symmetry is to
repeatedly perform virtuous actions. To understand

52. These numbers refer ko the page and line numbers of
Bekker’s edition of Aristotle’s works. They are the stan-
dard method of citing particular passages in the works of
Aristotle and can be found in the margins of the text of
most translations.
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what is right, noble, and just, however, one must
have received a proper upbringing. One must have
cultivated good habits, such as consideration for
others, truthfulness, and self-control, because one
becomes just and temperate by first doing just and
temperate things. But virtue isn’t simply a matter
of practice or mere habit. Rather, it is only by act-
ing in certain ways that we can come to under-
stand what is noble and just and why this is so.
Those who lack appropriate role models or guardians
to instruct them will be unable to appreciate these
things. Furthermore, Aristotle thinks that right,
noble, and just actions are of such a diverse nature
that they cannot be adequately captured by a set of
rules or decision procedures. As a result, one cannot
rely solely on some external theory or decision prin-
ciple to determine which actions one ought to per-
form. To reliably perform the right action, one must
cultivate the virtues for oneself and rely on one’s ex-
perience and ability to appreciate and judge such
things for oneself.

This does not mean that one will not be able to
explain why something was the right thing to do
given a particular situation. To the contrary, the vir-
tuous person will be able to bring out the salient
features of a situation and to say why some action is
morally acceptable. This ability to appreciate the
facts of a situation and to justify acting in one way
rather than another, however, is quite different from
the ability to give a general and practically useful
account of the features that are morally important
to situations in general and of what makes an action
right and noble such that nonvirtuous people could
use this account as a guide to action. For Aristotle,
the only reliable way to understand what must be
done, and to ensure that one is sufficiently willing
to act on this understanding, is to become a just per-
son oneself.

In this reading of Aristotle, the virtues play a
central role in his ethical theory for several reasons,
First, because they represent the excellent states of
important human emotional and intellectual capac-
ities, they are valuable in their own right. Second,
the virtues play an important role in human flour-
ishing, since the exercise of these well-developed
states of our faculties is what Aristotle regards as
ﬁappiness, or eudaimonia. Third, the virtues play an
Important epistemological role in the good life—
namely, without the virtues, one will not fully un-

derstand what makes an action noble and just, or be
able to appreciate the morally relevant factors of
complicated situations. Fourth, the moral virtues
provide the motivation for consistently performing
the right actions since the person who possesses
them will not only understand what makes them
noble and just, but will also take pleasure in acting
well and will do so for its own sake and not for the
sake of some external consideration. Those who
lack the proper upbringing will regard such actions
as painful, to be done only to avoid punishment or
to gain some advantage, such as obtaining money,
power, or friends.

Some contemporary versions of virtue ethics
differ from Aristotle on one or more of these points.
For example, Aristotle says that the right action is
the one that the virtuous person would perform be-
cause the virtuous person “judges each thing
rightly” and “things appear to him as they truly
are,” so that what sets the virtuous person apart
from others is that “he sees the truth in each thing,
being himself the norm and measure of the noble
and the pleasant” (1113a26-35 cf. 1176a12-19). We
can use the virtuous person as a standard or mea-
sure of what is right because she understands why
some action is right and just and can be counted on
to reliably perform such actions. The virtuous per-
son is thus an epistemological guide to determin-
ing which actions are right. But the rightness of
those actions is not a product of the fact that they
are the actions virtuous people would perform,
although some contemporary virtue theorists
embrace this view.

According to these theorists, the virtues are of
primary importance to the moral life because they
are the primary locus of moral value. As such, the
virtuous are the norm and measure of what is right
and good precisely because actions derive whatever
moral value they possess from their relationship to
the virtues. If an action is one that the virtuous
person would perform, then this makes the action
right and just,*® The value of the action is therefore
determined by the judgment of the virtuous person.
One major problem for a view of this sort lies in

53. A version of this view can be found in Rosalind Hurst-
house, “Virtue Theory and Abortion,” Philosophy & Public
Affairs 20 (1991): 223-246.
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explaining the grounds on which virtuous agents
make their initial judgment. On what grounds do
they decide whether an action is the right one? Cer-
tainly it cannot be simply because it is the action
they did in fact choose. This would make their judg-
ment seem arbitrary and capricious. But if it is be-
cause it is the action they should choose, then we
want to know what it is about the action that makes
it worthy of choice. In: either case it looks like sucha
theory will either turn out to be arbitrary and un-
helpful or it will have to advert to some explanation
of the value of an action that reaches beyond its re-
lation to the judgment of the virtuous themselves.

Similarly, many contemporary virtue ethicists
differ from Aristotle in rejecting the view that the
virtues are excellent states of our cognitive and
affective faculties. For example, Alasdair MacIn-
tyre argues that the virtues should not be thought
of as timeless, human excellences. Rather, they are
acquired human qualities that allow us to achieve
goods internal to those cultural roles and practices
that can be shaped into a coherent vision of the
good life within a particular community.> As
such, cultural traditions, community membership,
and role obligations play a crucial part in deter-
mining which kinds of human qualities are
virtues and what kinds of activities count as virtu-
ous activities.

In Maclntyre’s view, Dr. Brody has to ask herself
whether assisting in suicide is consistent with the
goods that are internal to the practice of medicine
in late twentieth-century America and the obliga-
tions that she has taken on in her role as physician.
On the one hand, Dr. Brody is committed to ame-
liorating pain and suffering, but she is also aware
that doctors have traditionally conceived of them-
selves as the agents of health, not death. She also
knows that there may be considerable conse-
quences to a choice to assist Mr. Lasken'’s suicide,
and she has to weigh these consequences against
her own well-being and self-interest. Is it fair that
Mr. Lasken cannot receive help in ending his suf-
fering until his condition degenerates to the point
that his life is being sustained by machines, the
support of which it might then be permissible to

54. Alasdair Maclntyre, Affer Virtue, 2nd ed. (Notre Dame,
IN: University of Notre Dame Press, 1984), 191.

withdraw? Is it acceptable for her to lie or dissem-
ble in order to help Mr. Lasken and avoid going to
jail, or to comfort or assuage him if she decides not
to come to his aid?

These are difficult questions, and the fact that
virtue ethics does not provide us with easy answers
to them is not peculiar to this ethical theory. Even
50, critics are generally nonplussed by the advice to
do whatever the virtuous persen would do, espe-
cially in situations where compassion, fidelity,
courage, prudence, and self-interest seem to be at
odds with one another. What critics demand is
some way of ranking the virtues and their hold on
us so that people like Dr. Brody will know how to
negotiate such conflicts. In the eyes of critics, with-
out such a ranking, virtue ethics will never entirely
substitute for a more principled approach.

Yet the fact that the virtue ethicist relies on the
good judgment of the virtuous person to negotiate
such apparent conflicts should not detract from the
fact that the consequentialist and the deontologist
face very similar problems. The consequentialist
must provide Dr. Brody with an account of the rele-
vant consequences and with a procedure by which
to weigh or measure them without running afoul of
our deepest intuitions about this case. Similarly, the
deontologist must produce a set of rules or decision
procedures flexible enough to accommaodate the nu-
ances of the situation. So it appears that with each
of these theories as well, Dr. Brody is going to have
to exercise her deliberative skills to do what is right
for Mr. Lasken and for herself.

Nevertheless, the virtue-based approach to cases
like this does have certain advantages. For example,
it brings out a variety of prima facie concerns, each
of which makes a serious claim on us and demands
that we apply ourselves to finding a judicious way
to address each of them as best we can. It also
brings out the way in which a physician must be
committed to her patients and to her craft. The goal
and goods of medicine require physicians to take
chances for their patients—to have the courage to
attend to them even when this may conflict with
their own self-interest. Willingness to expose one-
self to risk, including disease and sickness, is part of
what it means to be a physician. As Arnold Relman
puts it, “the risk of contracting the patient’s disease
is one of the risks that is inherent in the profession
of medicine. Physicians who are not willing to







