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Preface

Most areas of intellectual pursuit, such as theology, philosophy,
history, and medicine, have been the object of study for centuries. As a
result, the subject matters and methodologies of these disciplines are
relatively clear, and students wishing to pursue careers in these fields
not only know what they will be studying when they seek their degrees,
but also what they will be doing once they graduate and begin practic-
ing their professions. Bioethics differs from these traditional areas of
study. For one thing, it is only about 35 years old. For another, it is, by
its very nature, interdisciplinary in character. That is to say, its practi-
tioners come from diverse backgrounds (e.g., history, philosophy, lit-
erature, theology, medicine) and it is primarily by virtue of the
communication between and among individuals from these back-
grounds that the discipline has flourished and come to be recognized as
a distinct field of study. Still, many students, and even some of those
who have graduate degrees in the specific disciplines that contribute to
bioethics, remain unclear just what “bioethics” means, what bioethi-
cists do, how one prepares for practice in the field, and the value of the
profession.

The Nature and Prospect of Bioethics: Interdisciplinary Perspec-
tives seeks to provide readers with critical information of this sort. In
order to accomplish this goal, the editors have carefully selected the
authors who are contributors to the volume. When choosing authors, the
editors used two criteria: (1) the author’s prominence in his or her par-
ticular field of study, e.g., philosophy or history and (2) the reputation of
the author as a bioethicist. All of the particular disciplines that are repre-
sented in the text have either contributed significantly to, or been closely
associated with, the literature of bioethics and the education and profes-
sional work of bioethicists. Specific questions addressed by the various
contributing authors include the following: How has the author’s disci-
pline contributed to the development of bioethics? What has been the
impact of bioethics on the health care delivery system in general and the
author’s field of study in particular? What are the most significant cur-
rent and future issues in the intersection between the author’s discipline



and bioethics? What issues or perspectives have been neglected? What is
the state of the art of interdisciplinary scholarship, education, and service
in bioethics? From the perspective of the author’s discipline, what are the
most significant strengths and weaknesses in the current state of bioeth-
ics? What basic knowledge and skills connected with the discipline
should be acquired to obtain competence in bioethics? What methods or
theoretical approaches related to the author’s discipline are most promis-
ing for the future development of bioethics?

   Taken as a whole, The Nature and Prospect of Bioethics: Interdis-
ciplinary Perspectives seeks to achieve four general goals: (1) To explore
the roots of bioethics in those disciplines that have principally informed its
subject matter, (2) to illustrate how bioethics’ present and future flourish-
ing depends on its being nourished by the insights and methods that derive
from those varied sources of scholarship, (3) to demonstrate the value of
bioethics as a profession, and (4) to indicate the directions in which future
scholarship in bioethics will most likely proceed.

   One incontestable fact about any multiauthored text is that its
value is almost exclusively dependent upon the ability, diligence, con-
scientiousness, and trustworthiness of its various contributing authors.
Recognizing this fact, we would like to express our thanks to the au-
thors whose works are included in this text. All have selflessly taken
time from their busy schedules to help in the production of a volume
that is intended primarily for use as an educational tool. This is a public
service for which the authors should be thanked, not only by the edi-
tors, but also by other members of their professions, practitioners of
bioethics, and the public at large.

Franklin G. Miller
 John C. Fletcher

 James M. Humber

vi Preface



vii

Contents

Preface .................................................................................................. v
List of Contributors ............................................................................. ix

1 The Owl and the Caduceus: Does Bioethics
Need Philosophy? .................................................................... 1

John D. Arras

2 Religion, Theology, and Bioethics ..........................................43
James F. Childress

3 Medicine and Bioethics ...........................................................69
Howard Brody

4 When Policy Analysis Is Carried Out in Public:
Some Lessons for Bioethics from NBAC’s
Experience ............................................................................. 87

Eric M. Meslin

5 Finding the Good Behind the Right:  A Dialogue
Between Nursing and Bioethics ........................................... 113

Patricia Benner

6 Medical Ethics: Literature, Literary Studies, and
the Question of Interdisciplinarity....................................... 141

Kathryn Montgomery

7 History and Bioethics ............................................................179
M. L. Tina Stevens

Index .................................................................................................197





ix

Contributors

JOHN D. ARRAS (Philosophy):  Corcoran Department of Philosophy,
University of Virginia, Charlottesville, VA

PATRICIA BENNER (Nursing):  Department of Social and Behavioral
Sciences, School of Nursing, University of California, San
Francisco, CA

HOWARD BRODY (Medicine):  Department of Family Practice, Michigan
State University, Clinical Center, East Lansing, MI

JAMES F. CHILDRESS (Religion):  Institute for Practical Ethics,
University of Virginia, Charlottesville, VA

JOHN C. FLETCHER (Religious Ethics):  Emeritus Professor of
Biomedical Ethics, Division of Continuing Education,
University of Virginia, Charlottesville, VA

JAMES M. HUMBER (Philosophy):  Department of Philosophy, Georgia
State University, Atlanta, GA

ERIC M. MESLIN (Policy Analysis):  Indiana University Center for
Ethics, Indiana University School of Medicine, Indianapolis, IN

FRANKLIN G. MILLER (Philosophy):  National Institutes for Health,
Bethesda, MD

KATHRYN MONTGOMERY (Literature/Literary Studies):  Medical Ethics
and Humanities Program, The Feinberg School of Medicine,
Northwestern University, Chicago, IL

M. L. TINA STEVENS (History):  Department of History, San Francisco
State University, San Francisco, CA





Bioethics and Philosophy 1

1

From: The Nature and Prospect of Bioethics: Interdisciplinary Perspectives
Edited by: F. G. Miller, J. C. Fletcher, and J. M. Humber

© Humana Press Inc., Totowa, NJ

1

The Owl and the Caduceus
Does Bioethics Need Philosophy?

John D. Arras

What has been the contribution of philosophy to the emerg-
ing interdisciplinary field of bioethics? Although the news

might come as a shock to philosophers accustomed to their lowly
and marginal status within American intellectual life, a growing
chorus of skeptical casuists, feminists, social scientists, and
narrativists have come to the conclusion that philosophy’s role in
bioethics has been both dominant and disconcerting. We hear that
philosophy, especially in the guise of its Anglo-American ana-
lytic wing, has largely dominated the field for the past thirty years,
bequeathing to it a distinctive language, method, and agenda.
Although some of this criticism has the distinct appearance and
flavor of “sour grapes” (“Hey, what about us!”), the charge that
philosophy has played a dominant role in the formation of con-
temporary bioethics seems descriptively correct and well nigh
undeniable. Ever since the emergence of the mantra of “auto-
nomy, beneficence, and justice” from the primeval soup of rival
moral theologies in the 1970s, the language of bioethics has been
largely that of contemporary moral philosophy (1). We tend to
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frame problems in the language of conflicting duties, rights, vir-
tues, and moral principles. We wonder about the “moral status”
of embryos and the brain dead, and we debate the significance
and scope of the right to reproductive liberty against the back-
drop of the “harm principle.” We ponder the definition of genetic
health and disease, and invoke different theories of justice in con-
troversies over access to health care. Indeed, many of our debates
turn on such conceptual niceties as the boundaries of coercion,
competence, and personal identity.

All this seems like a distinctly philosophical enterprise. It is
no great wonder, then, that so many of the leading figures in the
field turn out to be card-carrying philosophers. Yet, despite the fact
that philosophy’s influence on the field has been pervasive, the
nature of the relationship between philosophy and bioethics
remains problematic. Skepticism about the value of philosophy
for bioethics has emerged on at least three distinct fronts. First, a
growing chorus of social scientists has conceded the dominant
role of analytic philosophy within bioethics while lamenting that
this influence has been largely baleful (2). Second, many practi-
tioners of bioethics make the case that they can go about their
usual business of applying principles or comparing cases without
having to invoke high-level philosophical theorizing. Finally,
some philosophers have contended in various ways that standard
brand analytical ethical theorizing is incapable of generating
answers to bioethical problems. In this chapter I intend to focus
on the latter two challenges—namely, the claims that bioethics
can and should be largely independent of philosophy, and that
philosophy is itself incapable of providing genuine help to bio-
ethics. En route, I will argue that some of the criticisms of
philosophy’s influence (or lack thereof) on bioethics turn out, on
closer inspection, merely to be criticisms of one particular theo-
retical approach to ethics, and not at all a refutation of the value
of philosophy itself. I accordingly contend that although philo-
sophical thinking is but one distinct strand within the rich inter-
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disciplinary tapestry of bioethics, it is a crucial and ineliminable
element of any bioethics that would claim to be truly reflective
and critical. In closing, I suggest some ways in which bioethics
may have influenced philosophy.

Varieties of Bioethics and Philosophical Work

Does bioethics need philosophy? Can philosophy guide decision
making in bioethics? At first glance, these might seem like very
straightforward, factual questions, but they are not. In the first
place, “bioethics” is not a monolithic entity or activity. There are
at least three different kinds of bioethical work, each of which
may well have a different relationship to philosophy:

1. There is clinical bioethics, which amounts to the deploy-
ment of bioethical concepts, values, and methods within
the domain of the hospital or clinic. The paradigmatic
activity of clinical bioethics is the ethics consult, in which
perplexed or worried physicians, nurses, social workers,
patients, or their family members call on an ethicist (among
others) for assistance in resolving an actual case. These case
discussions take place in real time and they are anything
but hypothetical. While those who discuss bioethics in an
academic context can afford to reach the end of the hour in
a state of perplexed indeterminacy, the clinical ethicist is
acutely aware that the bedside is not a seminar room and
that a decision must be reached. Although a competent
clinical ethicist has no doubt read a good deal of philoso-
phy during his or her academic training, and although his
or her approach to clinical problem solving might well ex-
hibit some dependency on the skills of philosophical analy-
sis, the vast bulk of the work in clinical consultation might
best be described as a kind of medical ethical dispute me-
diation. To be sure, the content of these discussions often
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revolves around philosophically charged subjects, such as
informed consent, competency, the right to refuse life-sus-
taining treatments, and so on, but the discussions them-
selves are rarely explicitly philosophical.

2. There is policy-oriented bioethics. In contrast to the clini-
cal ethicist, who is concerned with the fate of individual
patients, the bioethicist-cum-policy analyst is called on to
assist in the formulation of policies that will affect large
numbers of people. Such policy discussions can take place
at the level of individual hospitals or health systems,
where administrators, medical and nursing staff, and bio-
ethicists debate, for example, the merits of competing
policies on medical futility; or they can take place in the
more rarified atmosphere of various state and national
commissions charged with formulating policy on topics
such as cloning, access to health care, or assisted suicide.
Although such commissions operate at much higher lev-
els of generality than the clinical ethicist in the trenches,
both of these kinds of bioethical activity tend to be
intensely practical and result-oriented. The clinical ethi-
cist will usually be wary of invoking philosophical theory
because his or her interlocutors usually have neither the
time nor the inclination to discuss matters on this level,
whereas the bioethicist on the national commission will
soon realize the impossibility of forging a consensus with
his or her peers on the basis of philosophical theory.

3. Finally, at the other end of the practice–theory spectrum,
there is bioethics as an academic pursuit, a variant unhin-
dered by the resolutely practical constraints of the clinic
and commission. The academic is free to think as deeply
or to soar as high into the theoretical empyrean as he or
she wishes. Unlike the clinical ethicist, the academic is
unhindered by time constraints, medical custom, law, the
need to reach closure, and even (some might say) com-
mon sense. The seminar lasts all semester, and it might be
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just as well to leave one’s students even more confused at
the end than they were at the beginning. And unlike the
bioethicist-cum-policy analyst, the academic doesn’t have
to worry about finding a common language, or bending to
the necessities imposed by pluralism or sponsoring agen-
cies of government. It is within this academic domain that
the relationship between philosophy and bioethics will
tend to be most explicit and most welcome, although even
here bioethicists will need to be responsive to some of the
above constraints should they desire eventually to have
some influence on public policy.

A second factor that makes the present inquiry so complex
and daunting is the multiple meanings of the terms “philosophy”
and “ethical theory.” Many critics who have questioned the need
for philosophy within bioethics have tended to identify philoso-
phy with one of the standard brand ethical theories, such as utili-
tarianism or Kantianism. According to this conception, the field
of philosophy serves primarily as a repository of well-developed
ethical theories—i.e., sets of reasons and interconnected argu-
ments derived from a small number of fundamental principles,
explicitly and systematically articulated, with some degree of
abstractness and generality, that yield directions for ethical prac-
tice (3). The bioethicist’s job within this scenario is presumably
to select the “best” theory available and then to “apply” this
theory to the problems and facts at hand. However, this concep-
tion of philosophy’s contribution to practical ethics is deeply
problematic, especially for those involved in clinical and policy
work. This is not, however, the only kind of contribution that
philosophy can make to bioethics. As I observe in subsequent
sections, philosophers engage in various kinds of work that can
enrich bioethical inquiry, including:

• The logical criticism of arguments

• Conceptual analysis

• Developing theories of limited scope and application



6 Arras

• Applying metaphysical theories to issues in practical ethics

• Metaethical inquiries into methodology in bioethics

One way to proceed from here would be to attempt the labo-
rious task of aligning these various senses of bioethics on one
axis of a grid, lining up the various functions of philosophy on
the other axis, and then filling in all the resulting squares with
ruminations (just to pick a couple of squares at random) about
how conceptual analysis has enriched clinical bioethics, or how
metaethics might relate to policy-oriented bioethics. Because this
route promises to be mind-numbingly tedious, I begin, instead,
with a brief discussion of one highly valuable, yet completely
uncontroversial, contribution of philosophy to bioethics: i.e., the
critical analysis of arguments. I then take a closer look at the two
challenges mentioned above, to the relevance of philosophy for
bioethics—namely, the claimed independence of bioethics from
ethical theory, and the purported insufficiencies of philosophical
theory for concrete problem solving. Following my assessment
of these challenges, I explore some alternative conceptions of
(and expectations for) philosophical work within bioethics.

Bioethicists as Logical Traffic Cops

Although many people, including some philosophers, dispute the
ability of philosophy to generate plausible and useful positive
theories, no one doubts the ability of philosophers to spot fuzzy
thinking and demolish bad arguments. Weaned on the rigorous
study of logic from the beginning of their professional training,
philosophers are exceptionally good at spotting logical fallacies,
disambiguating the meaning of propositions, criticizing defini-
tions, mapping the logical structure of arguments, and pinpoint-
ing their missing premises and flawed inferences. This mode of
philosophy has generated some extremely important work in bio-
ethics. Although this kind of careful logical brush-clearing can
be found in just about any serious article picked randomly from
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a self-respecting bioethics journal, I highlight just one well-
known example here from the work of the President’s
Commission’s landmark study, Deciding to Forego Life-Sustain-
ing Treatment (4).

Published in 1983 when public discussion of these difficult
issues was just getting off the ground, the Commission’s report
targeted several important distinctions that had entered into com-
mon parlance in the news media, court decisions, and respected
periodicals. Although these distinctions (e.g., between withdraw-
ing and withholding medical treatments, ordinary vs extraordi-
nary treatments, and acting vs omitting) enjoyed wide currency
at that time, the Commission’s conceptual and ethical analysis of
them was devastating and definitive. In each case, the Commis-
sion showed convincingly, first, how the purported distinction
was conceptually murky. For example, the distinction between
actions and omissions was shown to be fatally unclear when de-
ployed in this connection. Is a decision to discontinue ventilator
therapy a “mere” omission, in which case it would supposedly be
morally permissible; or is it an action of sorts (one is physically
pulling the plug or flicking a switch), in which case it would pre-
sumably be morally illicit? According to the Commission’s analy-
sis, such decisions could quite easily fall under either description,
thus rendering such descriptions singularly unhelpful in moral
deliberation.

The Commission showed, secondly, that each of the pur-
ported distinctions tended to focus attention on irrelevant moral
considerations. Thus, in connection with its discussion of the
ordinary vs extraordinary treatment distinction, the Commission
argued convincingly that such distinctions tended to focus our
attention on the intrinsic characteristics of various treatment
modalities (e.g., asking whether a ventilator is “experimental” or
“high-tech”) at the expense of a more ethically meaningful
inquiry into the expected impact of the proposed treatment on the
individual patient’s condition. In some instances, the Commis-
sion helpfully pointed out that some of these distinctions (e.g.,
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between withholding and withdrawing treatments) could actually
result in harming patients by tempting physicians to forgo initial
trials of therapy that could eventually prove beneficial or even
life-saving.

Although the Commission’s valuable report on forgoing life-
sustaining treatments was the result of an extraordinary interdis-
ciplinary confluence of staff physicians, legal scholars, social
scientists, philosophers, and politically appointed commission-
ers, the debunking of these muddled and mischievous distinctions
was uniquely the handiwork of the staff philosopher, Dan Brock
of Brown University. The great virtue of this sort of work is that
it clears from our path a lot of unruly conceptual brush, so that we
can concentrate on more morally relevant matters. Its obvious
shortcoming lies in its negativity. Logic policing tells us which
distinctions and arguments we shouldn’t make, but it doesn’t tell
us what we should be thinking and doing.

Two Challenges to the Relevance of Philosophy

The Independence of Bioethics

As several observers of the bioethical scene have recently noted,
the methodological strife amongst the proponents of principlism,
casuistry, and narrative ethics seems to be giving way to a com-
mon recognition that each of these approaches contributes some-
thing of value to an emerging consensus on method within
practical ethics (5). Although individual commentators may em-
phasize one approach over the others, just about any bioethical
presentation will encompass: (1) an invocation of moral prin-
ciples and an attempt to specify, weigh, and balance them; (2)
analogical comparisons of the present case to other cases for the
purpose of ascertaining the strength of various principles in dif-
ferent factual contexts; and (3) richly detailed narratives of the
problem and the involved protagonists designed to highlight the
morally relevant matters at stake, including their relations to
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one another, their motivations and emotional responses, and the
meaning of various outcomes for each participant.

Conspicuously absent from this inventory of bioethical tools
is any reference to high-level philosophy or ethical theory in the
service of concrete problem solving. The practitioners of
principlism, casuistry, and narrative ethics all heartily endorse the
claim that these relatively low-level methodological techniques
suffice for the identification and resolution of most bioethical prob-
lems. There is simply no need, they argue, to invoke high-level
philosophical theory. Indeed, they assert that appeals to philosophi-
cal theory actually serve to hinder the search for solutions among
well-motivated ordinary people confronting difficult moral choices
in real life (6). Thus, the principlist asserts that we can make do
with various middle-level principles, such as autonomy, benefi-
cence, non-maleficence, and justice. Although we can, and do, dis-
agree vehemently at the ultimate level of theoretical justification,
the principlist asserts that these disagreements often wither away
at the middle level of principles and rules (e.g., “respect the auton-
omy of patients,” “honor patients’ right to confidentiality,” and “do
not subject patients to needless risk.”). While some partisans of
ethical theory might insist that the inevitable conflicts between
these middle-level principles and rules must ultimately be resolved
by appeals to a theory complete with its own priority rules,
principlists are usually content to work out such conflicts in medias
res with the aid of nothing more than a rich appreciation of context
and sound judgment. This kind of approach has actually left some
partisans of philosophical theory deeply dissatisfied with
principlism. According to these critics, principlism’s unwillingness
to organize its different mid-level norms by means of theoretically
derived priority rules results in its inability to resolve conflicts
among principles and, therefore, to guide action successfully.
These partisans of theory dismiss the norms of principlism as “mere
chapter headings” (7).

The advocates of casuistry in bioethics have likewise argued
for the self-sufficiency of reasoning by appeal to paradigm cases
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and analogy. While conceding the existence of some dispar-
ate uses for higher level moral philosophy, the partisans of
casuistry have claimed that bioethicists can, for the most
part, get along quite well without recourse to ethical theory
(8). They contend inter alia that reasoning by paradigm and
analogy is a powerful engine of thought happily geared, in
stark contrast with moral theory, toward the resolution of
practical disputes. They also contend that consensus can be
achieved in the midst of pluralism, as one proponent puts it,
through “incompletely theorized agreements” forged by ana-
logical thinking (9). Finally, they hold that an emphasis on
high-level theory will lead only to irresolution and moral
fragmentation (10).

For their part, the advocates of narrative contend that their
emphasis on the particulars of the patient’s story serves to illumi-
nate the morally salient facts of a case, including the life-trajec-
tory of the patient and her family, the web of relationships
enmeshing all the major characters (including the caregivers), and
whatever role-based duties that may apply deriving from the guid-
ing stories of a family, social group, or nation (11). Narrativists
as a group are decidedly more particularistic than either their
principlist or casuist brethren, and are usually content to under-
score the morally salient aspects of a case without explicitly
invoking principles or rules. They tend to regard the invocation
of moral theory as a distracting abstraction that obscures what’s
really going on in a case.

Thus, all three of these complementary methods proclaim
the independence of practical ethics from philosophical
theory. As resolutely practical methods of thought, they appeal
(both individually and in combination) to medical practitio-
ners and ordinary people caught up in the search for solutions
to common problems. Especially in the contexts of clinical and
policy-oriented bioethics, appeals to high-level philosophical
theory may well turn out to be both unnecessary and counter-
productive.
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The Limits of Philosophy for Practical Ethics

Momentarily bracketing claims just made for the indepen-
dence and sufficiency of principlism, casuistry, and narrative for
the resolution of bioethical disputes, let us turn to some recent
critiques regarding the adequacy of analytical moral philosophy
for this purpose. Interestingly, these critiques have come, not
from the quarter of knuckle-dragging, pragmatic physicians, but
rather from distinguished moral and political philosophers. Thus,
Will Kymlicka contends, on the basis of his own experience on a
Canadian reproductive ethics commission, that “moral philoso-
phy” is of decidedly little use in the discussion and resolution of
public policy issues (12). Although Kymlicka believes that such
commissions should definitely take morality seriously, he doubts
that they should take moral philosophy seriously.

Kymlicka distinguishes between two different philosophi-
cal agendas with regard to practical ethics: (1) a “modest”
approach, which amounts to logic and argument analysis; and (2)
a more “ambitious” view requiring the adoption and application
of a normative ethical theory. He gives the modest view short
shrift, noting that logical consistency, coherence, and conceptual
clarity aren’t enough. As he puts it, “arguments can be clear and
convincing yet be morally bankrupt” insofar as they ignore the
interests of those affected by them (13). Bioethics will require
more from philosophy than mere technical proficiency.

Kymlicka’s rejection of the ambitious view is more com-
plex, tracking each of the steps required to identify the leading
ethical theories, selecting the best one, and then applying it to a
practical problem. First, he offers a short list of ethical “posi-
tions,” including: utilitarianism, deontology, contractualism,
natural law, and the ethics of care. A problem of interpretation
immediately arises whereby we often have difficulty pigeonhol-
ing individual philosophers into one or the other of these theo-
retical niches. Second, there is the even more daunting problem
of vindicating a single ethical theory as the best for purposes of
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public policy. Kymlicka makes the obvious point here that, so
long as the membership of a public commission is even remotely
representative of the larger society from which it is drawn, it will
be impossible to achieve consensus on a single, correct ethical
theory. Philosophers have been disagreeing over the conflicting
truth claims of such all-encompassing, comprehensive theories
for centuries, and we have no reason to expect the members of a
public commission to succeed in achieving a consensus where
the allegedly best and brightest have failed. Even supposing, per
impossibile, that we could agree on the best theory, there would
then be the problem of how best to characterize that theory. Here
Kymlicka observes that philosophers pledging allegiance to the
same basic theory may still disagree about the best interpretation
of that theory, just as act utilitarians disagree with rule utilitar-
ians, or Thomistic partisans of natural law disagree with
Lockians. And finally, assuming (again per impossibile) that
everyone could agree on the best interpretation of the best theory,
the commissioners would face serious difficulties in applying
their favored theory to the particulars of concrete policy deci-
sions. Thus, utilitarians may, and do, disagree amongst them-
selves over the legal permissibility of surrogate parenting, and
Kantians disagree about the morality of assisted suicide and
euthanasia. Hence it is unrealistic, Kymlicka concludes, to expect
a public ethics commission to go about its business by adopting
and then applying an ethical theory.

Having dispensed with both the modest and ambitious views
of philosophy’s usefulness to practical ethics, Kymlicka advances
the proposal that public ethics commissions should eschew ethi-
cal theory in favor of the much more modest agenda of identify-
ing those people who will be most affected by a proposed policy,
and then attempting to promote (or at least not frustrate) their
legitimate interests. He adds that this emphasis on the interests of
the various stakeholders can and should be supplemented by some
equally modest mid-level principles that enjoy widespread pub-
lic recognition and support—e.g., the principles of autonomy,
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accountability, respect for human life, equality, careful
shepherding of resources, the noncommercialization of reproduc-
tion, and the protection of the vulnerable (14). Thus, instead of
emerging from the cave in search of the form of the Good, the
members of public ethics commissions should attempt to base their
policy recommendations on sensitive estimates of the affected
interests and on widely accepted values within a pluralistic soci-
ety. Kymlicka concludes with the observation that neither of these
more appropriate tasks requires the knowledge or skills of an ethi-
cal theorist. Indeed, he contends that philosophical sophistication
might make it more difficult for commissioners to exhibit the nec-
essary moral sensitivity to affected interests and public values.

How Independent is Practical Ethics
from Philosophy?

I begin my critical assessment of these two challenges to the use-
fulness of philosophy for bioethics with the “independence thesis”—
i.e., the claim of assorted principlists, casuists, and narrativists to
the effect that they have little, if any, need for higher level phi-
losophizing. In order to secure our bearings at the beginning of
this reply, it might be useful to list some particular examples of
common moral problems encountered by bioethicists in clinical,
policy-oriented, and academic settings. Doing so will perhaps
give us a bit more traction as we attempt to assess the usefulness
of philosophy for bioethics. The following is a list, off the top of
my head, of some typical (but by no means fully representative)
examples:

• Is Ms. Smith, an elderly and mildly demented woman,
capable of deciding whether to undergo a somewhat risky
medical procedure?

• Should caregivers accede to a family’s request to pull a
feeding tube from their permanently vegetative matriarch?
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• Is the withdrawal of life-sustaining nutrition and hydra-
tion the equivalent of murder?

• What should be the appropriate standard for diagnosing
death in New York?

• Is it morally permissible to destroy embryos in order to
secure stem cells for the development of future therapeu-
tics?

• Is there a right to health care?

• How should we determine priorities for allocating scarce
health care resources?

• Is cost-effectiveness analysis a just method of rationing
health care?

• Is society responsible not only for treating disease, but also
for enhancing various “normal” (i.e., nondiseased) traits,
such as short stature or low intelligence?

• Can someone be harmed by being born? Do parents act
wrongly by knowingly bringing children into existence with
serious disabilities?

• Are various modalities of assisted reproductive technolo-
gies “unnatural” and, if so, in what sense? Should this mat-
ter in policy deliberations?

• Is there a moral right to assisted suicide?

• Do placebo-controlled, randomized-controlled trials
imperil subjects’ rights?

• Do incentives coerce poor women to use birth control?

• Do researchers from wealthy nations exploit subjects in
poor countries?

• Do the citizens of developed countries have a duty to assist
those in developing countries to obtain food and health care?

Turning now to the independence thesis, the question is
whether and to what extent principlists, casuists, and narrativists
can avoid dependence on moral philosophy as they go about their
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bioethical business. This thesis, I believe, harbors a very large
core of good sense. It is undeniably true that those working in
bioethics, and especially in more clinically and policy-oriented
quarters, can get along quite well most of the time without invok-
ing higher level appeals to philosophical ethics and especially to
comprehensive ethical theories. Beginning with a thick narrative
description of the case and its cast of characters, and then moving
on to judgments based on mid-level moral principles and careful
case comparisons, the practical bioethicist can go a long way
without theory. Thus, the bioethicist can work his or her way
through the tube-feeding issue mentioned in the above list
with some careful analogical comparisons of the instant case
with clearly permissible and impermissible instances of with-
drawing life-sustaining treatments. If the present case more
closely resembles the permissible cases, then he or she may justi-
fiably conclude that withdrawal of tube feeding is morally justi-
fied in that instance.

This kind of practical moral reasoning has two major advan-
tages. First, it can meaningfully engage the participation of ordi-
nary folk (i.e., non-philosophers on ethics commissions, health
care professionals, patients, their families, etc.) who have neither
the time nor the inclination to develop an expertise in moral
theory. Second, it allows for a rational discussion of issues and
cases without requiring an appeal to a fully articulated and com-
prehensive moral theory (15). Because the raw materials of this
level of moral thinking—namely, mid-level principles, case com-
parison, and narrative description—also serve as the starting
points for higher level moral theory building, we can engage in
moral thinking on this level with the assurance that we are indeed
engaged in a rational (albeit not fully theorized) enterprise.
Indeed, we often feel more confident in our judgments arrived at
on this more concrete level than we do about the deliverances of
moral theory, and we sometimes reject theories that contradict
our most firmly held intuitions (or “considered judgments”) about
cases and mid-level generalizations (16).
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Having conceded this core of good sense to the indepen-
dence thesis, we return to our list of issues and notice immedi-
ately that some of these questions pose rather deep questions of
moral and political philosophy. For example, a state commission
contemplating a revised policy on the criteria of death will have
to ask and answer some difficult questions about the meaning of
death and the proper concept of death. A federal commission
charged with forging policy on stem-cell research will have to
confront the notoriously complex philosophical question about
the moral status of human embryos. An inquiry into the right to
health care would have to grapple at some length with the nature
of rights and how rights claims might be justified, as well as with
the substantive arguments relating to claims to health care. An
investigation into the moral acceptability of cost-effective analy-
sis would necessarily entail a philosophical assessment of the
moral theory of utilitarianism. And finally, a determination of the
responsibilities of parents for choosing to have a child who will
be born with serious deficits will require a prolonged detour into
the heart of Derek Parfit’s so-called “non-identity problem” (17).

All of these examples indicate that, as working bioethicists
go about their daily rounds, they will occasionally run into prob-
lems that require what Ronald Dworkin has called a “justifica-
tory ascent” (18). As practical people, bioethicists typically work,
like Dworkin’s lawyers and judges, from the “inside-out”; i.e.,
we begin with concrete problems that come with the territory of
doing ethics in a clinical setting or public policy council. We have
often encountered similar problems in the past, and can usually
solve the new problem by using arguments ready-to-hand and
extrapolating from our previous findings in related cases or policy
discussions. Although we often have to be painstakingly careful
in deciding what is the right thing to do, the scope of our inquiry
will usually be severely limited by time constraints, medical and
social custom, law, and the facts served up by the case at hand.
Occasionally, however, our quotidian methods prove insufficient,
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and we find ourselves drawn upward in a justificatory ascent
toward a more theoretical response.

Such an ascent may be motivated in several ways. For
example, we may encounter a problem that is so fundamentally
philosophical that it cannot be adequately confronted with anything
less than a full-scale theoretical argument. I would contend that the
problem of embryo and stem-cell research fits this description. Ef-
forts to avoid the philosophical puzzle of the embryo’s moral sta-
tus, or to pretend that one is not answering it, inevitably strike the
reader and the public as evasive and implausible (19).

Another impetus to justificatory ascent is provided by con-
flicting principles that threaten the coherence of our overall
approach to ethical problems. We might, for example, come to a
point where we are fairly confident that a certain interpretation
and specification of a particular moral principle provides us with
the best justification for a public policy. (Imagine, for example,
that we are members of a panel that is prepared to legitimize sur-
rogate parenting via the principles of autonomy and reproductive
liberty.) But if, as Dworkin suggests, we raise our eyes a bit from
the particular considerations that seem to us most on point in the
instant case, and look at neighboring areas of concern in either
law or bioethics, we may realize that a principle we have
downplayed in this case has weighed very heavily in other areas
of concern to us (20). (For example, our hypothetical reproduc-
tive ethics panel may have downplayed concerns about the
commodification of human life in endorsing a lenient policy on
surrogate parenthood, only to be reminded that the principle of
non-commodification has played a pivotal role in public policy in
the area of transplantation ethics.) Once we are confronted with
these kinds of conflict among principles (e.g., between respect
for reproductive freedom and non-commodification), we have to
raise our analysis to a higher level and ask why reproductive au-
tonomy should outweigh non-commodification in this instance,
but not in others. Posing and addressing such questions puts us



18 Arras

well on the way to developing, at least, a localized theory of
reproductive autonomy and its limits.

Finally, justificatory ascent can be forced on us “from
above.” For instance, we go about our usual practice, dealing with
cases in the routine way with the usual materials, when suddenly
the status quo is challenged by what Dworkin refers to as a “new
and potentially revolutionary attack from a higher level” (21).
Within the field of bioethics, a pertinent example of such a revo-
lutionary threat is provided by the feminist critique of our stan-
dard ways of doing business across a whole host of fronts,
including research ethics, the physician–patient relationship,
access to health care resources, targets for health-related devel-
opment efforts in foreign countries, and (obviously) reproductive
ethics (22). Often the point of such theoretically inspired feminist
criticism is that the well-trodden grooves of our habitual analogi-
cal thinking have led us in the wrong direction. Left to their own
devices, methods designed to hug the ground and deliver “incom-
pletely theorized agreements” may lack the theoretical resources
necessary to identify flawed lines of analogical thinking. We
become so inured to standard “middle level” ways of thinking and
doing that we fail to see the injustice embedded in them (23).

The goal of coherence in our moral views that animates
Dworkin’s story of justificatory ascent suggests an entirely dif-
ferent slant on the question of philosophy’s relationship to bio-
ethics. What Dworkin refers to as justificatory ascent—i.e.,
bringing the principles operative in one ethical or legal domain
into a harmonious relationship with sets of principles operative
in neighboring corners of our moral and legal universe—bears a
striking resemblance to what moral and bioethical theorists have
termed the search for “reflective equilibrium” (24). This term
refers to a dynamic process in which we advance reasons for a
certain principle or theoretical position, comparing them against
the provisionally “fixed points” of our most firmly held moral
intuitions. We then move in two directions, both amending our
principles and theories to fit our firmest intuitions, and judging
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our (less firm) intuitions from the vantage point of more confi-
dently held principles and theory. Although Rawls relied on this
method to identify and justify his two fundamental principles of
justice, many bioethicists have embraced reflective equilibrium
as a method for rendering coherent, and thereby justifying, all
manner of moral judgments bearing on cases, policies, principles,
and higher level theories (25,26).

Importantly, many of these methodologically oriented bio-
ethicists have claimed that reflective equilibrium, rather than
appeals to high-level ethical theory, is the most preferred method
for justifying moral judgments (27). Indeed, some go one step
farther, arguing that our best account of “theory” is precisely
nothing other than the full set of our most confidently held moral
intuitions, mid-level principles, and background theories (e.g., of
human nature, social structure, etc.) all in reflective equilibrium
with one another (28). Clearly, ordinary mortals working in the
fields of practical ethics cannot actually aspire to achieve such a
comprehensive ordering of our moral commitments on all these
different levels, but we can at least hope to achieve coherence in
more limited domains of inquiry.

Were we to accept this approach to moral justification and
to the very meaning of philosophical theory, it would cast our
present inquiry in an entirely new light. Instead of viewing prac-
tical ethics as an activity that is largely aloof from more theoreti-
cal concerns and defined by entirely different methods than those
of moral philosophy, this conception of “theory” as reflective
equilibrium yields the view that the methods of practical ethics
and moral philosophy are identical (29). In each of these we work
with the moral data at hand, struggling to align our intuitive con-
victions, principles, and background theoretical commitments
into some sort of coherent package. Thus, in this view, the gap
dividing practical ethics from moral philosophy has been bridged
by a common method of moral reasoning and moral justification.
The clinical ethicist working in a neonatal intensive care nursery,
the policy-oriented bioethicist working for a state or national
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commission, and the moral philosopher in his or her study are all
operating, according to this understanding of justification, with
the same basic method of moral reasoning. True, each works in a
different domain and with greater or lesser degrees of abstrac-
tion, which will affect the region or scope of moral experience
within which they will seek to discern coherence. However, all
are engaged in a common enterprise of moral philosophizing.

If we accept this picture of moral justification as residing in
reflective equilibrium, then practical ethics will be saturated with
theory rather than being independent from it. Once we under-
stand moral philosophizing to be the quest for greater justifica-
tory coherence among our disparate moral commitments, then
“theorizing” will be tantamount to heeding the call of justifica-
tory ascent. We would theorize whenever we “lifted up our eyes”
to confront manifestly philosophical problems (e.g., the moral
status of embryos), to acknowledge a lack of coherence in differ-
ent regions of our moral experience, or to respond to a revolu-
tionary attack from a higher level (e.g., feminism). This is not to
refute the thesis, as previously understood, about the indepen-
dence of practical ethics from moral philosophy. That thesis un-
derstood justification in moral philosophy to be an essentially
deductivist enterprise, in which one would first identify the “cor-
rect” moral theory (i.e., utilitarianism, Kantianism, etc.), and
then deduce proper conclusions from it regarding states of
affairs. If we understand moral philosophy in this traditional
way, then the independence thesis remains largely true. If, how-
ever, we understand moral philosophy to be the quest for reflec-
tive equilibrium, then a radically different picture emerges of the
relationship between practical ethics and moral philosophy, one
in which they are unified by a common method.

How Limited is Moral Philosophy?

Will Kymlicka and others claim that moral philosophy cannot
fruitfully inform the practical judgments of public ethics com-
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missions. A similar skepticism might apply for analogous rea-
sons to any bioethicist intent on influencing public policy. I
respond to this second major challenge to the relevance of phi-
losophy to practical ethics with yet another concession. Insofar
as these critics of moral philosophy understand it to be equivalent
to traditional deductivist uses of moral theory (e.g., “What would
Kant say about assisted suicide?”), they are to a large extent on
the mark (30). They are correct in claiming that there is no usable
consensus as to the “best” theory, and that each theory is itself a
battleground of rival interpretations capable of issuing incompat-
ible moral solutions to the same problems. We might add that
ethical theory so understood tends to be perniciously reduction-
ist, paving over the rich diversity of moral experience to make
the world safe for one or two carefully chosen principles. Expect-
ing a public ethics commission to adopt such a theory would not
only be an exercise in futility (because consensus will never be
achieved), but would also be profoundly anti-democratic. Even
assuming (per impossibile) that a consensus at the level of tradi-
tional theory (e.g., in favor of utilitarianism) could somehow be
rigged up among society’s elites, those citizens whose reason-
able moral views remained at odds with this putative consensus
would have a right to complain that their government had
imposed a vision of the good upon them.

Does the essential rightness of the attack on the relevance of
ethical theory also demonstrate the impotence or irrelevance of
moral philosophy generally for practical ethics? I argue that it
does not. Beginning with Kymlicka’s proposed evasion of moral
philosophy in favor of an interest-based analysis of moral con-
cerns, recall that Kymlicka intends to take “morality” seriously
while avoiding “moral philosophy” (at least for purposes of pub-
lic ethics commissions). Taking morality seriously amounts to
assessing the projected impacts of various policy proposals
involving new technologies upon the interests of all concerned.
This enterprise crucially relies, not on high-level philosophical
skills, but rather on the ability to empathize with other people, to
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walk around in their shoes in order to experience how their lives
might be bettered or blighted by the new technology.

Although I agree with Kymlicka that attentiveness to the
interests of involved stakeholders is a crucial task of any public
ethics commission, I do not believe that it is sufficient to yield
sound ethical advice. The first problem with this position is that it
simply ignores the testimony of our list of standard issues in bio-
ethics. Many of the problems mentioned in this list cannot (or so
I would argue) be rendered more tractable by being re-described
exclusively in the language of interests. One might be able to
effect such a re-description for the question involving the right to
health care, because rights are often explained and justified in
terms of interests. However, Kymlicka will be less able to deal
exclusively in these terms with, for example, the question of
embryo research, wrongful disability, the putative coerciveness
of birth-control incentives, and establishing criteria for death.

To develop just one of these counter examples briefly: how
might one attempt to answer the question about allegedly “wrong-
ful disability” exclusively in the language of interests? The prob-
lem here is that, ex hypothesi, certain children have no other
choice but to be born with certain handicaps or not at all. Assum-
ing that their lives are not so grim as to be deemed “wrongful”—
i.e., assuming they would not be “better off” never having been
born—we must conclude that it is in their interest to be alive. If
asked, they might respond, “Yes, I’ve had a hard life with all
these disabilities, countless surgeries, and constant discomfort,
but still I’m glad to be here.” The question, however, is whether it
is morally responsible for parents to knowingly bring children
into the world in such a harmed condition. Even if such children
have not been “harmed,” in the sense that being born did not make
them worse off than they otherwise would have been, and even if
we cannot therefore label them as “victims,” it still might make
good moral sense to conclude that parents do wrong or act irre-
sponsibly by knowingly giving birth to them under such circum-
stances (31). In a case such as this, it may well be that a moral
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analysis carried out exclusively in terms of interests would reach
precisely the wrong result.

Another problem with Kymlicka’s “moral theory-free”
method of attentiveness to interests is its silence on important
questions relating to how such interests will be tallied up,
weighed, and compared. Take, for example, the item from our
list pertaining to setting priorities in the allocation of scarce health
care resources. Suppose we are members of a managed care
policy council charged with the task of determining whether high
cost, experimental, and last-chance therapies (e.g., bone-marrow
transplant for advanced breast cancer) should be covered by the
plan and, if so, which patients should be given priority to receive
them. An analysis focused exclusively on interests would most
likely not get us very far. Ex hypothesi, all of the possible candi-
dates for such a therapy are desperately ill; thus, all have a major
interest in receiving the treatment. What conclusions can be
drawn from this fact? Not many. In order to advance the policy
discussion, we will need to make choices freighted with theoreti-
cal implications. We might, for example, decide to maximize the
number of quality adjusted life years (QALYs), which would
most likely lead us to abandon last gasp bone-marrow transplants
and invest our plan’s money elsewhere. Or we might decide to
favor those who are worse off, despite the fact that we could fur-
ther more interests by investing in prenatal care or breast-cancer
screening. In any case, merely tallying up the interests of various
stakeholders will not provide us with a guide to action.

Finally, Kymlicka’s evasion of philosophy falls short
because it fails to acknowledge the fact that the policy world of
bioethics is already saturated with philosophical theory (or frag-
ments thereof), much of which is deficient. The only way to get
rid of this bad philosophy is to substitute better philosophy in its
place (32). Importantly, however, the philosophizing that we do
need not conform to the standard picture of moral philosophy as
standard brand ethical theory. As we have already seen in our
previous discussions of justificatory ascent and reflective equi-



24 Arras

librium, there are more ways of doing philosophical theory than
are usually contemplated by those who charge that philosophy
has little to offer policy-oriented bioethics. In my closing section,
I explore some other means of conducting moral philosophy and
how this might enrich bioethical inquiries.

Alternative Conceptions and Contributions
of Moral Philosophy

Assuming that the critics are right, and that standard brand ethi-
cal theories will not be of any significant help to bioethics (and
especially to those working in clinical ethics and policy domains),
what kind of philosophy can enrich bioethics? Annette Baier
draws a potentially helpful contrast between two different app-
roaches to moral theory construction (33). On the one hand, we
can build by means of a “mosaic” method—i.e., by assembling a
number of smaller scale projects, brick-by-brick as it were, until
we have something close to a product that is both coherent and
complete. Baier terms this the “weakest sense” of theory, finding
that most of the moral theorizing currently done by women fits
this “mosaic” mold. On the other hand, there are (what I’ve been
calling) the standard brand ethical theories, which Baier analo-
gizes to architectural vaults. Instead of building up a wall brick-
by-brick, this kind of traditional theorizing attempts to provide a
tightly systematic account of a large area of morality held together
by a pivotally placed keystone (e.g., the principle of utility or the
categorical imperative). In what follows, I ally myself with
Baier’s weaker, incrementalist conception of theory, which I be-
lieve, bears some significant resemblance to the method of reflec-
tive equilibrium.

Conceptual Analysis in the Service of Practical Ethics

Philosophers have made significant contributions to the field
of bioethics through the analysis of several crucially important,
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but highly problematic concepts. These analyses fittingly illus-
trate my claim that the field of bioethics has been littered with
fragments of extremely bad theory, and that better theory can
indeed clear our heads and direct our thought in more productive
directions. Here are just three examples:

Benjamin Freedman’s Analysis of “Equipoise”
in Clinical Research

This analysis bears on the issue of when it is ethically per-
missible to begin or terminate a clinical trial, which usually
compares a standard therapy with some innovative drug or pro-
cedure. It has long been acknowledged in the field of research
ethics that it is impermissible to begin such a trial unless all its
proposed arms are in a state of “equipoise” (i.e., unless research-
ers are convinced that no proposed arm is superior to any of the
others based on prior clinical or research experiences). This was
commonly interpreted to mean that if the physician–researcher
had any reason to prefer one regimen over another—based, for
example, on his or her personal experience, idiosyncratic inter-
pretation of the available data, etc.—then it would be unethical
for the clinician to enter his or her patients in a trial, even if
such a trial promised significant medical benefits to society. As
Benjamin Freedman recognized, this is bad philosophy. In a
classic paper that established a new paradigm for the research
ethics field, Freedman distinguished between the above version
of equipoise, which he termed “theoretical equipoise,” and
another version, “clinical equipoise,” that placed the scientific–
medical community at the center of attention (34). For Freed-
man, the key question wasn’t what individual physician–
researchers happen to think, but rather whether there is still an
honest disagreement within the relevant clinical community; a
disagreement that a well-designed clinical trial might resolve.
If Freedman’s proposed distinction ultimately proves success-
ful, it will allow physicians to enter their patients in clinical
trials with a clear conscience, and without having to resort to
unsatisfactory utilitarian justifications.
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This distinction between theoretical and clinical equipoise
has exerted significant influence, both at the local level of indi-
vidual institutional review boards (IRBs), and at the national level
in the reports of the National Bioethics Advisory Commission
(NBAC) (35). As with any paradigm-shifting piece of philoso-
phy, Freedman’s concept of clinical equipoise has occasioned a
spirited debate within the field of research ethics, and many crit-
ics have doubted its ability to resolve all the problems that Freed-
man had hoped it would. Still, there is no denying that his
distinctly philosophical–analytical contribution has enriched the
field tremendously (36).

Allen Buchanan and Dan Brock on the Concept
of Decision-Making Capacity

A crucially important and ubiquitous question in clinical
medicine is whether a particular patient should be considered an
autonomous decision maker, or whether decisions regarding the
patient’s treatment should be made by others on her behalf. Quite
often, busy clinicians solve this problem by calling in so-called
“liaison psychiatrists” to declare the patient either “competent”
or “incompetent.” Sometimes the mere fact that a patient declines
supposedly necessary treatment is sufficient to get that patient
declared incompetent; alternatively, psychiatrists often declare
patients “incompetent” merely on the basis of a brief mental sta-
tus examination. Again, this is bad philosophy, which Allen
Buchanan and Dan Brock have sought to remedy in their com-
plex but elegant examination of the concepts of “competence”
and “incompetence” (37). The high points of this conceptual
analysis include the observations that these terms are “decision-
relative” (i.e., they are geared to particular decisions rather than
to global capacities); that competency determinations, carried out
in a decision-relative manner, are “all or nothing” rather than be-
ing matters of degree (38); and that standards for decision-mak-
ing competence should be geared to the level of risk posed by a
particular decision. Again, one can agree or disagree with the
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various elements of this conceptual analysis, but I contend that it
has substantially raised the bar of discussion on this important
topic.

Bruce Miller on the Concept of “Autonomy”

A related conceptual morass has centered on the various uses
of the term “autonomy” in the context of patients’ decisions to
refuse life-saving treatments. In the early days of the contempo-
rary bioethics movement, some physicians, eager to show
newfound respect for patients’ autonomous wishes, were deeply
conflicted by cases in which patients were explicitly and force-
fully refusing treatments under conditions that engendered suspi-
cions regarding the soundness or rationality of those decisions.
Were physicians acting “paternalistically” (and therefore unethi-
cally) when they opposed an explicit decision of their patients?
Those who thought so were, according to Bruce Miller, advo-
cates of bad philosophy. Miller’s contribution to this debate was
to “unpack” the concept of “autonomy” into four distinct senses:
namely, autonomy as free (uncoerced) action; as authenticity; as
effective deliberation; and as moral reflection (39). By showing
that one could be autonomous in a weak sense (i.e., as acting
freely) while being non-autonomous in a stronger and more
important sense (e.g., failing to engage in effective deliberation),
Miller helped physicians and bioethicists to achieve a more com-
plex, nuanced, and morally adequate understanding of both
autonomy and paternalism (40).

Mid-Level Theory Building

Another genre of useful bioethical work involves theorizing
at the middle level. Perhaps the best and most successful example
of this genre is Norman Daniels’ theory of “just health care” (41)
Daniels builds his theory on the basis of two elements: an account
of what’s special about health care needs (an element requiring
some conceptual analysis), and a normative principle of equal
opportunity. In a nutshell, Daniels argues that health care is spe-
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cial because of its pivotal role in achieving equal opportunity,
and that this fact, together with a robust principle of equal oppor-
tunity (as opposed to merely formal opportunity), can yield a right
to health care. Although Daniels is clearly attempting to extend a
Rawlsian paradigm of justice to health care, he insists that one
need only embrace a robust principle of equal opportunity (of
whatever provenance) in order to be persuaded by this theory
(42). His argument thus has a distinctly hypothetical character: if
one agrees to a mid-level principle of equal opportunity, then
given the crucial importance of health care for opportunity, one
should accept the conclusion that the members of our society have
an entitlement (grounded in justice) to health care.

One advantage of Daniels’ kind of theorizing is that it does
not compel the reader to adopt a full-blown ethical–political phi-
losophy in order to accept his conclusions. Given the manifest
lack of consensus on these theoretical matters underscored by
critics such as Kymlicka, this is a good move. Even in the absence
of a foundational theory, Daniels’ account of just health care can
still make a significant contribution to public debates about access
to health care, just as long as his chosen mid-level principle
enjoys sufficiently widespread acceptance in the society at large.
Clearly not everyone will agree with Daniels’ principle of equal
opportunity—libertarians certainly won’t—so his kind of theo-
rizing is not designed to compel universal assent (43). But it
should be sufficient, or so I am inclined to argue, that such a
theory illuminates a wide swath of policy terrain while achiev-
ing widespread acceptance on the basis of widely shared moral
convictions.

What concrete results might we expect from a theory like
Daniels’? This question highlights the problematical relationship
between the deliverances of moral theory (even at the middle
level) and concrete decision making in clinical ethics or policy.
The common complaint has traditionally been that the conclu-
sions of theory are too abstract and remote from the details of
concrete moral life to connect in a compelling way to the exigen-
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cies and particularities of moral and political choice. Here every-
thing depends on the degree of specificity that we expect from a
moral theory. If we ask whether Daniels’ theory can justify the
establishment of institutions guaranteeing access to health ser-
vices as a matter of right within a larger set of institutions
designed to secure equality of opportunity, then I think the
answer is clearly yes. (Obviously, I accept his basic principle of
opportunity.) On the other hand, however, if we ask a more spe-
cific question about the availability of particular treatments or
diagnostics—e.g., does everyone have a moral right to expensive,
experimental, life-saving therapies?—then the answer is equally
clearly no. In other words, Daniels’ theory of just health care can
support the establishment of institutions charged with providing
free access to health care for those who need it, but it cannot tell
us anything helpful about which particular expensive treatments
should be made available within that institutional framework.

The conclusion that Daniels draws from this shortcoming of
his theory, rightly to my mind, is that at some point the results of
our moral and political theorizing will have to be supplemented
with appropriately structured democratic deliberations (44). A
good theory will take us part of the way—importantly, it will tell
us that we should not leave access to health care entirely to the
vagaries of the market—but it will not be able to tell us all we
need to know. Thus, in order to determine exactly how compet-
ing health care services should be prioritized, how much weight
should be given to assisting the worst off vs getting the most
“bang for the health care buck,” etc., we will have to rely on
democratic politics, and not philosophy. This is just one instance
of the more general truth that philosophical theory, whether stan-
dard brand or middle level, cannot reasonably be expected to gener-
ate algorithms for practical decision making. There is no substitute
for the old-fashioned virtues of discernment and prudence.

Daniels’ account of just health care is just one of a number
of important theories developed in the space between concrete
cases and full-blown traditional moral theories. Other examples
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include theories of harm (45), informed consent (46), confidenti-
ality and privacy (47), autonomy and paternalism (48), and com-
petence (49). Each of these theories is obviously of limited
scope—as Baier recommends, we are indeed working brick-by-
brick here—but each manages to illuminate crucial areas of moral
experience in medicine. Predictably, there is no uniquely authori-
tative theory governing any of these topics; competing theories
emphasizing different values vie for our attention. Like Daniels’
theory, these small-scale efforts in theory-building are often
developed on the basis of middle-level principles that theorists
hope will be widely acceptable within the medical profession and
the larger society (50). They do not depend on the soundness or
universal acceptance of any traditional ethical theory based on a
small set of abstract fundamental principles (i.e., Baier’s key-
stones), and are usually constructed at least in part from the bot-
tom-up, on the basis of careful case comparisons. Such theories
are, in my opinion, absolutely essential if we are to engage in
rational discussion and debate about the nature of any of these
moral phenomena (e.g., informed consent), the diverse values that
serve to justify principles, rules and virtues with regard to them,
as well as how conflicting values (e.g., between respect for
autonomy and the desire to protect the vulnerable) should be
mediated (51).

Metaphysics in the Service of Bioethics

Another kind of philosophical theorizing that might have
some import for bioethics is straightforwardly metaphysical. Just
as bioethics is saturated with (fragments of) moral theory, so it is
also saturated with metaphysical commitments and presupposi-
tions. Two familiar examples come to mind. First, our moral
debates over the permissibility of withholding various life-sus-
taining treatments may well be shaped by assumptions premised
on theories of causation. Baruch Brody has argued, for example,
that our moral judgments in this area should largely track our
metaphysical judgments about who causes what to happen (52).
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If it is morally wrong to cause someone’s death in certain circum-
stances, we will need a theory of causation to help us sort out
those instances in which human agents are responsible for deaths
from those in which death might be causally attributed to other
forces, such as the patient’s underlying disease.

A second example of metaphysics in the service of bioethics
comes from the theory of personal identity. Two potential appli-
cations come to mind. First, Michael Green and Dan Wikler have
proposed an ingenious philosophical argument in favor of a so-
called higher brain death criterion on the basis of their favored
theory of personal identity (53). The two leading candidates for
the best account of personal identity, they argue, are (1) the
“physical continuity view,” which contends that our identities
reside in the continuity of our self-same bodies over time, and (2)
the “psychological continuity view,” according to which our iden-
tity through time is established by the continuity of psychologi-
cal states, such as memory. As partisans of the psychological
continuity view, Wikler and Green regard the cerebral cortex as
the reservoir of all the thoughts, memories, and other psychologi-
cal states that provide the substrate for our identities as persons.
Accordingly, in this view, once the cerebral cortex is destroyed, a
person literally loses his or her identity as the person that he or
she used to be. An individual may continue to subsist as a living
human organism, but the person that he or she used to be is now
dead. The most appropriate criterion for death, they conclude, is
thus the destruction of the cerebral cortex or so-called “higher
brain death.”

The psychological continuity theory of personal identity has
also been marshaled in the service of a moral theory of advance
directives. According to John Robertson and Rebecca Dresser,
the validity of advance directives depends inter alia on the conti-
nuity of personal identity between different stages of a person’s
life (54). If the threads of memory holding our identities together
are stretched or broken by dementia, stroke, or a coma, then an
advance directive signed at time T1 may no longer apply at a later
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time T2 following a stroke. Indeed, the person at time T2 may well
be a different person than the person who signed the directive at
T1. Should this actually be the case, then following the advance
directive will amount to not honoring the wishes of a self-same
person, as the theory of advance directives would have it, but
rather to the imposition of one person’s wishes on another per-
son! Dresser and Robertson conclude that in cases where we can
no longer assume the continuity of personal identity, we should
make decisions according to what is considered to be in the
present patient’s contemporaneous interests, not according to
what the person would once have seen as being in his or her best
interests.

How useful are such intriguing metaphysical theories for
bioethics? Clearly, such theories of causation and personal iden-
tity can play a very large role indeed for academic bioethicists
intent upon identifying the (often faulty) metaphysical presuppo-
sitions of our “commonsense” views on the nature of death or the
validity of advance directives. It would, however, be extremely
problematic to deploy these extremely abstruse, metaphysical
debates in the service of clinical and policy-oriented bioethics.
Although the prospect of controversy haunts the project of mid-
level moral theory building in bioethics, that project at least
attempts to touch base with widely shared moral intuitions about
cases and principles. I doubt, however, that the same can be said
for academic metaphysical disputes over the nature of causation
and personal identity. Indeed, my hunch is that attempting to
enshrine controversial metaphysical views in public policy would
result in massive confusion and bad policy (55).

Metaethics and Bioethics

Another distinctly philosophical activity within bioethics
falls under the heading of “metaethics.” In contrast to those nor-
mative ethical theories that tell us in substantive terms what is
good, bad, and virtuous in the domains of action and policy,
metaethical inquiries have traditionally focused on both the mean-
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ing of various ethical terms—such as “good,” “bad,” “right,” and
“wrong”—and on the nature and methods of ethical inquiry itself.
Although a great deal of contemporary metaethics is of scant
interest to anyone with a practical bent, one variety of metaethical
dispute has fuelled some of the most interesting controversies
within bioethics during the past fifteen years. I refer here, of
course, to our ongoing controversies over moral methodology.
Despite the fact that a horde of methodological malcontents have
attacked principlism for allegedly being “too philosophical,” or
for placing too much emphasis on principles and rules, the fact is
that as long as these casuists, feminists, pragmatists, and
narrativists recommend alternative ways of “doing ethics,” they
are all engaging in metaethics! Leading casuists, for example,
argue that the real “locus of moral certainty” resides, not in mid-
level principles, but rather in our ground-level moral intuitions of
so-called paradigm cases (56). They are, in other words, making
claims about the nature of moral knowledge and whether it is
general or particular. Likewise, some partisans of narrative ethics
have claimed that the proper way to morally justify any proposed
action is to place it in the context of our role-related duties, which
in turn must be placed within the larger framework of the histori-
cal narrative of our families, cities, states, and nations (57). Thus,
although the actual telling of such stories does not bear much
resemblance to philosophical work, the claim that such stories
provide a better grounding for our moral judgments than the prin-
ciple of utility or categorical imperative is itself a distinctly philo-
sophical claim.

Although these methodological debates are primarily of
interest to specialists in the field rather than to your average mem-
bers of a hospital ethics committee or bioethics commission, they
do play an important role in shaping the nature of the field and of
our self-understanding as bioethicists. Thus, if we accept the
antiquated self-understanding of the field as a species of “applied
ethics,” we will see our job as involving the identification of the
best ethical theory, followed by the deduction of conclusions by
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subsuming “the facts” under that theory. If, to the contrary, we
embrace the rival account of justification known as reflective
equilibrium, then we will be much more sensitive to the ways in
which our judgments on the level of principle and theory can be
modified by our responses to the particularities of moral contexts.
If we accept the applied ethics model, then philosophers are likely
to see themselves, if not as philosopher kings, then at least as the
arbiters of what’s kosher and what isn’t in the field of bioethics.
However, if we accept the model of reflective equilibrium, then
philosophers are more likely to view themselves as the colleagues
of social scientists, historians, physicians, lawyers, and medical
humanists in a genuinely interdisciplinary enterprise (58). Our
methodological debates can thus have a profound impact on the
kind of research that gets done in bioethics, and on how we view
the nature of our collaboration with scholars from other disciplines.

Conclusion

Does bioethics need philosophy? As I have labored to illustrate
in this chapter, our response to this question depends on what
kind of bioethical activity we have in mind (e.g., clinical, policy-
oriented, or academic) and on how we understand the nature of
philosophical theory. I have focused on two challenges to the
proposition that bioethics needs philosophy: (1) the thesis that
practical ethics—understood as a confluence of principlism,
casuistry, and narrative—can and should remain independent of
moral philosophy; and (2) the claim that standard brand, analytic
philosophical ethical theory is incapable, beyond its narrow func-
tion of logical analysis, of guiding thought in practical contexts.

With regard to the first challenge, I have argued that bioeth-
ics is actually saturated with philosophical theory, and that a
proper understanding of the methods of practical ethics will
reveal all sorts of connections to higher level theorizing. With
regard to the second challenge, I have largely accepted the criti-
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cisms of standard ethical theory while nevertheless insisting on
the possibility and importance of other, less ambitious modes of
philosophical theorizing for bioethics, including conceptual
analysis, mid-level theory building, and metaethical reflection on
methods. The conclusion that I draw from this exercise is that
moral philosophy, shorn of its vaulting ambitions, can play a piv-
otal role in the construction of the interdisciplinary bioethical
mosaic.

Before closing, I would like to suggest that the relationship
between philosophy and bioethics is a two-way street. Not only
does philosophy contribute to bioethics, but bioethics and practi-
cal ethics generally also have much to contribute to moral phi-
losophy and ethical theory. This is especially true if one regards
the latter activities as manifestations of practical reason—i.e.,
reason directed at the proper ends and means of action. Unfortu-
nately, many who engage in normative ethical theory in the acad-
emy these days appear to have lost interest in the question of
whether their theorizing bears any relationship whatsoever to
actual human conduct. As a result, they never test their theories
against concrete moral experience, so the theories remain purely
abstract, academic (in the worst sense), and addressed to only a
small handful of other like-minded and equally detached theorists.

Should we come to view the process of ethical justification
as bearing more resemblance to the search for reflective equilib-
rium than to deductions from fundamental principles, the con-
structive role of practical ethics for philosophy comes
immediately into view. With this approach to method, the task of
justification involves the harmonization of all our moral commit-
ments, ranging from our considered judgments of particulars to
our theoretical constructions. Just as our more firmly held prin-
ciples can force changes in our previously held intuitions about
cases, so too our considered judgments about cases can force us
to alter or abandon previously held theoretical commitments.
Thus, from this methodological angle, the gap between practical
ethics and ethical theory is effectively abolished, and practical
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ethics becomes both the origin and ultimate terminus of ethical
theory.

Even if one wishes to remain agnostic on the merits of
reflective equilibrium, ethical theorizing remains incomplete
without moorings to practical moral experience. On the assump-
tion that ethical theory is supposed to concern itself ultimately
with the world of human action and social policy (i.e., assuming
that it is not an end in itself) theory will remain blind to its own
limits and shortcomings unless it draws from, and is tested
against, practical problems (59). Also, in the absence of serious
engagement in the practical world, theorists will likely remain
blind to pressing practical questions that can only be answered by
serious and sustained theoretical work (60). Neither result is salu-
tary for the enterprise of philosophical ethical theory. Thus, not
only does bioethics need philosophy, but philosophy needs prac-
tical ethics as well.
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Religion, Theology,
and Bioethics

James F. Childress

Myths of the Role of Religion
in the Origin of Bioethics

This chapter focuses on the roles and potential contributions
of religion, theology, and religious studies in their related

but distinctive ways to bioethics (1). Medical ethics often refers
to ethics for physicians, analogous to ethics for other health care
professionals, such as nurses. Over time, various professional
groups in health care have codified ethical standards to guide
practice. Many religious communities have also provided ethical
guidance for their members as caregivers and as patients. Indeed,
the lines have not always been clearly drawn between these
sources of guidance. For instance, the original Hippocratic oath
was probably articulated by a Pythagorean cult (2). Beyond eth-
ics for health care professionals (and, sometimes, for patients and
families), “bioethics” or “biomedical ethics” emerged in the late
1960s and early 1970s to address the moral perplexities engen-
dered by new medical technologies that could prolong life far
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beyond previous expectations; transplant organs from one person
to another; detect certain fetal problems in utero; offer new repro-
ductive possibilities, and the like. Bioethics generally examines
the ethics of acts and practices in the life sciences, medicine, and
health care. Despite a general distinction between medical ethics
and bioethics, the terms are frequently used interchangeably.
However the lines are drawn, the intellectual activity of bioethics
is not limited to professional bioethicists, whether theologians, or
philosophers, or others. It is multidisciplinary and multi-
professional.

Theologians and philosophers, along with various other pro-
fessionals, have contributed significantly to the development and
evolution of bioethics. Nevertheless, various stories of the ori-
gins of bioethics provide different interpretations of the role(s) of
religion and theology in its emergence and evolution. One myth
of origins highlights religion, as articulated particularly by sev-
eral founders of the field who were theologians, or at least reli-
giously oriented philosophers, scientists, and clinicians. For
example, regarding the respective contributions of philosophers
and theologians, Albert Jonsen observes that “Theologians were
the first to appear on the scene” (3).

This first myth of origins claims that theologians, or reli-
giously oriented philosophers and other religiously oriented pro-
fessionals, contributed to a “renaissance of medical ethics” and
to the creation of bioethics (4). Examples of this myth are numer-
ous. One of the founding figures in bioethics, Daniel Callahan, a
philosopher with religious interests, writes: “When I first became
interested in bioethics in the mid-1960s, the only resources were
theological or those drawn from within the traditions of medi-
cine, themselves heavily shaped by religion” (5). Key figures
included James Gustafson, Paul Ramsey, Richard McCormick,
S.J., Immanuel Jakobovits, and William May, among others.

Proponents of this first myth of origins usually note the sub-
sequent “secularization of bioethics” or “marginalization” of
religious and theological voices in bioethics. Several critics of
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contemporary bioethics lament this development. Drawing on
Daniel Callahan, two theological critics of the secularization of
bioethics trace the decline of religion’s and theology’s role in the
development of bioethics:

...after the “renaissance of medical ethics” came the
“enlightenment” of medical ethics. In the next decade,
interest in religious traditions moved from the center to the
margins of scholarly attention in medical ethics. The theo-
logians who continued to contribute to the field seldom
made an explicit appeal to their theological convictions or
to their religious traditions. (6)

The putative causal factors include the difficulty of doing bioeth-
ics in a pluralistic society, whether at the bedside or in the public
square, and as a consequence, the growing emphasis on prin-
ciples, rights, and procedures.

Recently, Carla M. Messikomer, Renee C. Fox, and Judith
P. Swazey have challenged the “‘religious-to-secular’ trajectory
of bioethics” as “not quite accurate” and also “over-simplified in
a number of ways” (7). Indeed, they seek to dispel the conven-
tional myth about the historical role of religion and theology in
the origin of bioethics, claiming that it exaggerates their role. To
be sure, they recognize religious contributions from theologians
and religious ethicists, as well as from other professionals includ-
ing philosophers, such as Hans Jonas, and clinicians. However,
they contend that religion’s shaping influence on the conceptual
framework of bioethics, its issues, its substance and form, and its
relationship to public-policy deliberations was “modest at best.”
Indeed, numerous religious ethicists and theologians were
“already conforming to what quickly became [the field’s] pre-
dominant, rational secular mode of thought.” The overall con-
ceptual framework was largely secular with an orientation toward
individual rights, in part because American bioethics emerged in
the era of the civil rights and anti-war movements, and because
of the felt need at the time to find consensus in the public square
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through principles and other measures. According to interpreters,
the field of bioethics has had a strong and persistent proclivity to
“screen out” religious questions, or “to ‘ethicize’ them by reduc-
ing them to the field’s circumscribed definition of ethics and
ethical.”

Messikomer and colleagues reach a different conclusion to
the standard myth, in part because they have a different concep-
tion of religion. Their conception does not focus on “religious
doctrine, practice, or membership in a particular faith commu-
nity.” It is not tradition based. Instead, it attends to “basic and
transcendent aspects of the human condition, and enduring prob-
lems of meaning to questions about human origins, identity, and
destiny; the “why’s” of pain and suffering, injustice and evil; the
mysteries of life and death; and the wonders and enigmas of hope
and endurance, compassion and caring, forgiveness and love.”
Furthermore, various “metathemes,” particularly concerning
human birth and mortality, personhood, and finitude, are “reli-
giously resonant, independently of how they are viewed by the
articulators and practitioners of bioethics.”

In short, these authors claim, apart from a few bioethicists,
that religion in the broad, formal sense has never really been very
significant in bioethics which, throughout its first three decades,
has “characteristically ‘ethicized’ and secularized, rationalized
and marginalized religion, and thereby restricted its influence on
the mode of reflection and discourse, and the purview of the
field.” Messikomer and colleagues wonder whether more recent
developments, such as the increasing attention to religion in medi-
cine, might augur some shifts in the patterned ways bioethics has
accommodated and domesticated religion.

This conception of religion is problematic, in part because
these “aspects,” “problems,” and “questions,” are construed as
religious, whatever interpretations, solutions, or answers are pro-
vided by those who address them. This ‘formal’ definition of
religion obviously encompasses a broader span of human activi-
ties than a substantive definition would—for instance, a substan-
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tive definition that focuses on sacred or transcendent powers.
However, somewhat paradoxically, in the story told by
Messikomer and colleagues, the broad, formal definition allows
them to exclude some positions that adherents deem to be reli-
gious, and that relate bioethics to sacred or transcendent beliefs,
norms, and rituals, as interpreted in particular traditions. More
importantly, it allows them to maintain that religion has played a
modest role throughout the history of bioethics because of bio-
ethics’ limited attention to certain problems and questions.

Although quite provocative, this story suffers from an inde-
fensibly broad, formal definition of religion that makes any and
all positions “religious,” even if they claim to be secular, because
of the problems or questions they address. It similarly excludes
positions that their adherents view as religious (8). Their argu-
ment would have been more persuasive if they had avoided the
religious–secular polarity altogether and argued instead that bio-
ethics has not adequately addressed certain problems and ques-
tions, whatever label is used.

Those who lament the limited role of religion and theology
in American bioethics, whichever myth they defend, often charge
that this limited role results, in part, from the appeal in bioethics
to broad ethical principles and individual rights. For example,
some contend that forms of principlism, with intermediate or mid-
level principles, such as respect for autonomy, beneficence, non-
maleficence, and justice, impede religious and theological
contributions to bioethics. However, at least as interpreted by
Tom Beauchamp and me in Principles of Biomedical Ethics, such
principles are arguably justifiable from the standpoint of differ-
ent religious and secular traditions, or represent an overlap or
convergence of those traditions, and particular traditions fill out
these principles in their thicker and richer interpretations of per-
sons, harm, benefits, etc. (9).

It is plausible to argue that religious and theological dis-
course did become marginalized within the field of bioethics as a
whole before being at least partially restored. However, even this
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argument requires a careful and nuanced statement. In particular,
religious communities, theologians, rabbis, and other interpreters
of their traditions continued to address bioethics in light of their
accepted sources of authority, in order to guide professional and
non-professional caregivers and patients, as well as—in some
cases—to shape the broader culture and to influence public
policy. Bioethics is not monolithic and, certainly, much hinges
on which segment of bioethics is taken to represent the field as a
whole.

Nevertheless, there are signs of growing attention to reli-
gion and theology in bioethics in general, and that increased
attention, within limits, is warranted for several reasons. I explore
these reasons in three contexts: (1) interactions between profes-
sionals and patients, clients, and others; (2) culture; and (3) pub-
lic policy. These are not mutually exclusive contexts, but they do
allow us to identify several ways in which religion, religious stud-
ies, and theology can contribute to bioethics. Indeed, bioethics as
a whole needs to attend more to religious and theological per-
spectives in all three contexts.

Religion in Professional Caregiver
and Patient Interactions

Patients

The principle of respect for persons, including their autonomous
choices, is widely accepted in bioethics in the United States—
some commentators even claim that it has become the dominant
principle. However, most major bioethical theories recognize the
need to consider other weighty principles as well. It is not pos-
sible to apply this principle mechanically because people are
complex, and discerning their preferences often requires a diffi-
cult interpretive activity, in part because persons participate in
various communities whose beliefs, norms, and practices they
accept wholly or in part. Some of those communities are reli-
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gious, and attention to the particularities of religious traditions
can aid clinicians’ efforts to respect, as well as to benefit, their
patients.

For example, questions arise as to when, if ever, it is justifi-
able for clinicians to override, or to seek a court order to override,
the religiously based health care decisions of Jehovah’s Wit-
nesses, Christian Scientists, faith healers, and others. While these
questions may arise with respect to the care of adults, especially
with dependents, such situations are less problematic now. How-
ever, parental or surrogate decisions for children and other per-
sons with limited decision-making capacity continue to pose
vexing questions (10). The need for greater familiarity with par-
ticular religious traditions becomes evident when some philoso-
phers confuse, for example, Jehovah’s Witnesses and Christian
Scientists, whose fundamental beliefs and practices differ so
much (11). In general, Jehovah’s Witnesses accept most medical
treatments, drawing the line at blood transfusions, while Chris-
tian Scientists refuse a wide range of medical treatments. Not only
do their beliefs and practices differ, but their religious–theologi-
cal frameworks are also fundamentally different. Furthermore,
they pose different practical, ethical problems because Jehovah’s
Witnesses typically enter the system of medical care and then set
limits on what may or may not be done, while Christian Scien-
tists tend to avoid the system of medical care altogether. Thus,
greater familiarity with such religious traditions would enable cli-
nicians and bioethicists to better interpret patient preferences and
determine when, if ever, to override those preferences, especially
to protect children.

However, as Dena Davis reminds us, it is not sufficient only
to study religious traditions’ official beliefs, norms, and practices,
because some individuals who identify with those traditions have
quite different conceptions (12). As I often put it, even those
whose religious views are considered heretical within a particu-
lar tradition have a right to respect in the context of medical care.
To take one example, according to traditional Navajo beliefs,
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negative information, such as the disclosure that a procedure
could have serious side effects, may actually cause the problems.
After all, within this framework, language does not merely reflect
reality; it creates reality (13). However, caution is needed in mov-
ing from a general interpretation of traditional Navajo beliefs and
practices to a judgment about what a particular Navajo patient
would want. For instance, it would be a mistake for a physician in
the Indian Health Service simply to withhold or limit information
about the risks of a medical procedure from a particular Navajo
patient on such grounds—that particular patient may have
rejected the traditional position.

Thus, acting on a principle of respect for persons, including
their autonomous choices, requires attention to religious beliefs,
norms, and practices—in contrast to those who would argue that
principles limit attention to religion. Furthermore, religious stud-
ies, particularly comparative religious studies, can greatly enrich
bioethical interpretation and guidance.

Clinicians

Clinicians may also need and want to understand how their
own religious traditions—beliefs, practices, and norms—bear on
their own actions. For example, does a clinician’s religious tradi-
tion permit participation in abortion and, if so, under what condi-
tions? Within a particular religious tradition, would certain
research on embryonic stem cells constitute complicity with
wrongful practices of abortion or wrongful destruction of
embryos following in vitro fertilization? When would conscien-
tious refusal or even civil disobedience appear to be justified, or
even mandated by the tradition? Such reflections have long been
part of traditional medical ethics, as articulated within particular
religious communities.

For bioethicists, familiarity with religious studies can be
helpful for providing advice and counsel for clinicians. Such stud-
ies can provide useful insights into the beliefs, practices, and
norms of particular religious traditions. And they should also
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include attention to the theologies that are articulated by thinkers
within those traditions. Through such studies, bioethicists can
become better conversation partners with clinicians who are seek-
ing to understand their own traditions, and can also make a sig-
nificant contribution to clinicians’ religious–moral reflection and
deliberation by directing attention to the best available resources.

Religion, Theology, and Culture

When presenting their arguments about particular positions, bio-
ethicists generally seek to have an impact on culture. According
to a classic definition, “Culture consists of patterns, explicit and
implicit, of and for behavior acquired and transmitted by sym-
bols, constituting the distinctive achievement of human groups”
(14). In many respects, in the so-called “culture wars,” bioethical
issues have become a primary battleground for conflicts. Com-
mentators often present these conflicts in terms of opposition
between religious and secular viewpoints in bioethics, but the
conflicts appear within religious traditions as well, as has been
evident in debates about human embryonic stem-cell research.
Indeed, some sociologists suggest that liberals (or conservatives)
in Protestantism, Roman Catholicism, and Judaism may share
more with liberals (or conservatives) in the other traditions than
with their own religious colleagues who do not share their liberal
(or conservative) orientation (15). Hence, despite some media
interpretations, the so-called “culture wars” are not waged by
“enemies” who can be easily identified by specific religious
labels.

When theologians consider bioethical issues, they use a
variety of approaches that address culture in different ways.
Although each of these approaches has distinctive features, they
are not all mutually exclusive. I draw a few significant examples
from Christian theological reflection, while noting that there are
parallels in Jewish and other traditions too, and stressing that
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comparative bioethics offers one of the most promising paths of
exploration over the next several years. My examples include
theological bioethicists who view their task as more than being
“moral philosophers with a special interest in ‘religious texts and
arguments’”(16).

The late Paul Ramsey was one of the most important Protes-
tant voices in medical ethics, research ethics, and, more gener-
ally, bioethics. He waged legendary battles with other ethicists,
including Joseph Fletcher, who over time moved progressively
toward a non-religious ethic, stated largely in utilitarian terms,
and several of those battles focused on bioethics. Ramsey did not
develop the theological foundations for his bioethics as thoroughly
as many thought he should have; some even charge that most of the
theology in his influential book, The Patient as Person, appears in
its brief preface, which sketches his covenantal perspective (17).

In this book and elsewhere, Ramsey recognized several
intermediate principles or rules that could provide “ethical bridge-
work” between theological ultimates and practical decisions; this
“ethical bridgework” largely consisted of deontological con-
straints. Attending less to ends and consequences, Ramsey
brought various deontological norms under covenant responsi-
bilities. Speaking specifically about the practice of medicine as a
covenant, he noted:

Justice, fairness, righteousness, faithfulness, canons of loy-
alty, the sanctity of life, hesed, agape or charity are some of
the names given to the moral quality of attitude and of ac-
tion owed to all men by any man who steps into a covenant
with another man—by any man who, so far as he is a reli-
gious man, explicitly acknowledges that we are a covenant
people on a common pilgrimage. (18)

Ramsey’s approach to medical ethics starts from the social
institutionalization of religious beliefs, norms, and practices. We
now encounter historical deposits or embodiments of religious–
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ethical norms in the broader society and culture. And now believ-
ers and non-believers alike can appeal to those norms. For
instance, Ramsey writes:

...the Judeo-Christian tradition decisively influenced the ori-
gin and shape of medical ethics down to our own times.
Unless an author absurdly proposes an entirely new ethics,
he is bound to use ethical principles derived from our past
religious culture. In short, medical ethics nearly to date is a
concrete case of Christian  “casuistry”—that is, it consists
of the outlooks of the predominant Western religion brought
down to cases and used to determine their resolution” (ital-
ics in original) (19).

Stanley Hauerwas interprets Ramsey’s position in an over-
statement that nevertheless makes his point effectively:

Medicine, at least his [Ramsey’s] account of medicine, con-
firmed his presumption that agape was in fact instantiated
in Western culture. In effect, medicine became Ramsey’s
church as doctors in their commitment to patients remained
more faithful to the ethic of Jesus than Christians who were
constantly tempted to utopian dreams fueled by utilitarian
presumptions. (20)

In approaching these historical deposits, Ramsey sought
largely to interpret, extend, deepen, and refine them, rarely to
reject or fundamentally revise them. Thus, among other topics,
he presented arguments about standards for withholding and with-
drawing life-prolonging treatment and practices of obtaining or-
gans for transplantation that could be debated without appealing
to fundamental theological commitments, however important
those commitments may have been for the positions he took.

Whereas Ramsey tended to focus on moral quandaries,
undertaking casuistical analysis in light of historically embedded
religious–moral norms, Protestant William F. May construes the
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task of ethics as one of “corrective vision.” He often focuses on
beliefs, symbols, and rituals—some explicitly religious and oth-
ers implicitly religious—offering a theological critique wherever
warranted. For example, in a debate with philosopher Joel
Feinberg about practices of obtaining organs for transplanta-
tion—with May arguing for express consent and Feinberg pro-
posing routine salvaging—May takes seriously emotional
responses expressed in symbols and rituals (21). Feinberg charges
that May’s approach resembles that of “literary critics debating
the appropriateness of symbols” even as people are dying (22).
Feinberg calls for a “rational superintendency” of emotions and
sentiments in order to attend to the needs of people who are dying
because of a lack of transplantable organs. May responds that
rationality alone is inadequate, that we lack a symbol-free access
to reality, that symbols have “cognitive and moral significance,”
and that symbols and rituals enable us to direct and discipline our
sentiments, not merely to express them.

According to Gilbert Meilaender’s interpretation, May has
adapted:

...a style that makes possible a theological ethic that
addresses fundamental questions without denying whatever
human insight can be found. He draws on as many sources
of wisdom as he can—while never failing to provide the
corrective re-envisioning that his theology makes possible
and that, he judges, it is the task of ethics to provide. ...To
him there is nothing human that is not in need of correction
and transformation when related to the transcendence of
God. (23)

Meilaender, a Lutheran theological ethicist, works more di-
rectly from the stories and concepts of the Christian tradition.
Speaking in a public-policy context, in testimony to the National
Bioethics Advisory Commission (NBAC) about cloning, but with
particular attention to public culture, he underscores how reflec-
tion within a particular tradition can disclose the universal:
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I will speak theologically—not just in the standard language
of bioethics or public policy. I do not think of this, however,
simply as an opportunity for the “Protestant interest group”
to weigh in at your [NBAC’s] deliberations. On the con-
trary, this theological language has sought to uncover what
is universal and human. It begins epistemologically from a
particular place, but it opens up ontologically a vision of the
human. The unease about human cloning that I will express
is widely shared. I aim to get at some of the theological
underpinnings of that unease in a language that may seem
unfamiliar or even unwelcome, but it is language that is
grounded in important Christian affirmations that seek to
understand the child as our equal—one who is a gift and not
a product. ...I will also suppose that a faith [that] seeks un-
derstanding may sometimes find it. (24)

The relation of reason and faith is also central in Roman
Catholic moral thought. As interpreted by Richard McCormick,
S.J., the natural law provides the general, essential norms that
apply to all human beings. But faith informs reason, without abol-
ishing it, and theology informs bioethics, largely through Chris-
tian narratives, which include claims about God as the author and
source of life, human destiny, Jesus’ life, death, and resurrection,
etc. The new light that faith casts directs us to solutions in bioet-
hics and elsewhere that are “fully human.” In this connection,
theology can help in several ways by, for example, directing us to
view life as a basic but non-absolute good (25).

Eschewing claims about an objective and universal natural
law, some religiously oriented bioethicists narrow their attention
to a particular religious community and seek to develop the
implications of its beliefs, norms, and practices for its adherents
in facing bioethical issues. Two prominent examples are Stanley
Hauerwas (a Methodist who is indebted to various other strands
of the Christian tradition) and H. Tristram Engelhardt, Jr. (an
Orthodox Christian), both of whom understand their respective
versions of the Christian tradition to be countercultural (26).
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In short, there are many different kinds of religiously and
theologically oriented bioethics, not all of which are subject to
the same criticisms. For example, R.C. Lewontin, a scientist,
praises philosophical reflections in bioethics while denigrating
religious reflections. He claims that theologians attempt to “abol-
ish hard ethical problems” and avoid “painful tensions” (27).*

Many theologians, as well as many philosophers, recognize
“painful tensions.” Neither group as a whole fails to appreciate
the moral conflicts involved in, for example, human reproductive
cloning in various scenarios, or in different public policies to-
ward human reproductive cloning, even if different thinkers re-
solve them differently. Indeed, in contrast to Lewontin’s claim,
religious and theological ethicists frequently complicate the
moral picture, rather than simplify it. Instead of seeking philo-
sophical clarity, they often seek illumination through religious
stories, concepts, symbols, and rituals, among other aspects of
religion, which resist tidy philosophical analysis.

I, for one, do not believe that clarification and illumination
are opposed. Thus, I want to bring philosophical bioethics and
religious/theological bioethics into closer interaction and dia-
logue. Religious/theological bioethics can benefit greatly from
the best available philosophical analysis and argumentation,
while philosophical bioethics can benefit greatly from religious/
theological perspectives.** Sometimes explicit theological re-
flection can generate moral insights that non-religious persons
can endorse without accepting specific religious–theological
starting points and premises. Engagement of non-religious bio-
ethics with this kind of approach can be quite illuminating and

*I will ignore his phrase “internal contradictions,” which he
includes along with “painful tensions,” because both philosophers and
theologians try to avoid “internal contradictions” in order to develop
defensible positions.

**My own work concentrates on the former, whereas this essay
mainly addresses the latter because of its assigned topic.
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should not be avoided merely because they are religious–theo-
logical in nature. Clearly the kind of engagement that is pos-
sible and fruitful will vary greatly, depending in part, for
example, on where the religious–theological position falls in the
range of positions I briefly sketched.

One reason sometimes given for why we need more atten-
tion to religious/theological bioethics is that secular or humanis-
tic bioethics, informed by philosophy, tends to accept the status
quo, rather than to challenge it. However, it is not clear that dif-
ferent degrees of acceptance of or resistance to scientific and tech-
nological developments correlate with religious/theological and
secular/philosophical perspectives. Nevertheless, the prophetic
voice is one voice that traditions such as Judaism, Christianity,
and Islam recognize and affirm in different ways.

The prophetic voice is one of four voices in bioethics identi-
fied by James M. Gustafson (28). One is narrative: this captures
part of Hauerwas’ work, but it could also extend to some forms of
casuistry. A second is ethical analysis. Much of Ramsey’s and
McCormick’s work in bieothics took this form. A third voice is
policy, which we will return to in the last section of this chapter.
The fourth voice is prophetic: this last voice is most explicitly
counter-cultural. Much of Engelhardt’s religiously oriented bio-
ethics (in contrast to his libertarian approach to bioethics in the
modern state) and Hauerwas’ theology is prophetic in nature.
Other prophetic voices also criticize our sociocultural responses
to biomedical technology, particularly our glorification of that
technology as part of the modern project (29). These and other
critics charge that much of bioethics, in part because of the de-
cline of religious perspectives, has become priestly (blessing
technological developments) and regulatory (seeking to regulate
those developments). Certainly attention to public policy, and not
only to culture, has characterized much bioethics, whether philo-
sophical or theological in nature, and serious questions arise as to
the appropriate role of religion and theology in this context.
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Religious Convictions in Public Policy
in a Liberal, Pluralistic Society

What is the proper role for religious convictions in the formula-
tion of bioethical public policy in a liberal, pluralistic democracy?
This is a question in applied or practical political philosophy,
rather than in theology, even though theologians also address it.
This question concerns the value and limits of attending to reli-
gious perspectives, or listening to religious voices, in formulat-
ing or recommending public policies in a liberal, pluralistic,
democratic society. We can address this question most fruitfully
by focusing on public justification within our own liberal, plural-
istic democracy with its particular history, traditions, etc., rather
than trying to provide an answer for all conceivable democracies.

Within our own democratic polity, this question can arise in
at least two ways. On the one hand, it may arise when adherents
to a particular religious tradition claim exemption from some
legally mandated conduct, such as providing conventional medi-
cal care for a child. For example, it emerges when Jehovah’s Wit-
ness parents refuse a blood transfusion on behalf of their child
even though, according to the best medical advice, that transfu-
sion is necessary to save their child’s life. To take another ex-
ample, it emerges when Native Americans and Orthodox Jews,
among others, object to the application of the legal standard of
“brain death” (30).

On the other hand, this question may also arise when partici-
pants in a particular religious community seek to shape the direc-
tion and content of bioethical public policy for everyone, rather
than merely seeking an exemption for themselves from some
legally mandated conduct. I want to outline a perspective on this
second question. I have developed this perspective more fully
elsewhere, in part in reflection on the decision by the National
Bioethics Advisory Commission (NBAC), on which I served as a
member, to ask scholars within particular religious traditions to
present the views of those traditions on human reproductive clon-
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ing and on human embryonic stem-cell research—two scientific
and technological breakthroughs that President Clinton specifi-
cally asked NBAC to address in reports and recommendations
for federal policy (30).

In discussing the prospect of human cloning, President
Clinton commented that “any discovery that touches upon human
creation is not simply a matter of scientific inquiry, it is a matter
of morality and spirituality as well.” Shortly thereafter, NBAC
set up two days of hearings, with particular attention to religious,
as well as other ethical and scientific perspectives. NBAC recog-
nized that public policy in the United States cannot be based on
purely religious considerations—that its own reasons for its rec-
ommendations could not, and should not, be religious. However,
for several reasons, commissioners believed that it was important
to consider religious perspectives, along with philosophical per-
spectives, on human cloning, as it analyzed and assessed various
moral arguments and deliberated about public policies.

In two places in its report on cloning humans, NBAC listed
several reasons, in slightly different language, for attending to
religious perspectives: religious traditions “influence and shape
the moral views of many US citizens, and religious teachings over
the centuries have provided an important source of ideas and
inspirations”; “policy makers should understand and show respect
for diverse moral ideas regarding the acceptability of cloning
human beings in this new manner”; often religious ideas “can be
stated forcefully in terms understandable and persuasive to all per-
sons, irrespective of specific religious beliefs”; NBAC wanted to
determine whether “various religious traditions, despite their dis-
tinctive sources of authority and argumentation, reach similar con-
clusions about this type of human cloning” because a convergence
among them, as well as among secular traditions, would be instruc-
tive for public policy; “all voices should be welcome to the conver-
sation”; and a range of moral views need to be considered in
determining the feasibility and costs of different policies which
might be affected, for example, by vigorous moral opposition (32).
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These unsystematic reasons implicitly challenge some con-
ceptions of “public reason” that seem, or even seek, to exclude
religious convictions from public decisions and justifications, and
they could and should be developed more systematically. With-
out attempting to undertake this systematic task at this juncture, I
want to identify a few additional reasons that merit attention.

First, public reasoning includes imagination, not only ratio-
nal deduction from shared secular premises. Religious stories and
theological concepts may enable us to imagine and re-imagine in
ways that are fruitful to public policy. For example, in testifying
before NBAC, Christian and Jewish thinkers explored the mean-
ing and significance of human reproductive cloning, as well as
the moral status of the unimplanted, early embryo, and they did
so in part by appealing to religious stories and concepts—the sto-
ries in Genesis were especially important, even though speakers
emphasized different stories and offered different interpretations
of these stories. Overall their testimony provided rich perspec-
tives on the technology for cloning human.

Hence, imagination may be important for public policy, even
if in the end policy-makers or advisors reject the positions that
the religious stories and concepts support, and appeal only to
secular grounds. It may also occur even when the religious posi-
tions diverge, as they did in many respects in testimony before
NBAC, particularly on human embryonic stem-cell research. And
it may occur even if we seek secular equivalents or translation
into secular language. However, a strictly rationalistic model of
public reasoning tends to neglect the important, if complex, role
of imagination in public policy.

Second, religious communities and traditions often present
moral positions and arguments that are not merely, or exclusively,
religious in nature—this point was evident in several of the
approaches to bioethics I sketched in the previous section. For
instance, a judgment about human cloning may appeal to “nature”
or “basic human values” or “family values,” all categories that
are not reducible to particular faith commitments, and that may
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be accessible to citizens of different or no faith commitments.
Indeed, religious and nonreligious communities and individuals
may share certain norms in an overlapping consensus, even
though they would justify those norms in quite different ways. In
addition, a widespread, overlapping consensus appears in the con-
clusion many have reached that it is unethical, at least for now, to
engage in somatic-cell nuclear transfer cloning to create children.

Third, even the most vehement critics of appeals to religious
convictions in public reasoning about bioethical policies, particu-
larly policies that potentially involve coercion, generally concede
a legitimate place for religious convictions in the “background
culture,” which according to John Rawls includes “non-public
reasons...the many reasons of civil society” that obviously shape
how a new technology such as human reproductive cloning is
viewed (33). However, it may be very difficult to draw a hard and
fast line between “background culture” and public political
debate, particularly on new technologies such as human reproduc-
tive cloning. Indeed, the “background culture” tends to spill over
into public debate about appropriate policies; hence, it may be better
to welcome all arguments and assess their worth in public.

One version of this last argument also appeals to specific
features of the background culture and political life in the United
States. Michael Perry notes that many citizens in the United States
are religious, according to various surveys, and stresses that it is
unreasonable to suppose that their religious convictions will not
figure into their judgments about public policies. He thus makes
the following argument: “Because of the role that religiously
based moral arguments inevitably play in the political process
then, it is important that such arguments, no less than secular
moral arguments, be presented in, so that they can be tested in
public, political debate” (34). Otherwise citizens will set aside, in
public discourse, the real reasons for their positions, and it will
be impossible to assess and test those hidden reasons.

When religious convictions enter the public square, they are
subject—and should be subjected to—close public scrutiny, just
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as any other reasons. For instance, some of them may be mutu-
ally contradictory. The fact that a position is religiously based
gives it no special claim or privilege in public, political debate.
Neither exclusion nor privilege is appropriate. A model of “reli-
gious and moral engagement” (in Michael Sandel’s language)
which is defensible as a form of “mutual respect” in a delibera-
tive democracy, entails both inclusion and scrutiny (35). How-
ever, it is not easy to determine the appropriate tests of
religious–moral positions, in part because some of their premises
may not be susceptible to rational adjudication.

In my judgment, it is consistent with a strong conception of
liberal democracy to attend to religious perspectives and voices
in the process of formulating public policies, as NBAC attempted
to do in an advisory capacity, but it is also necessary to limit their
role in the content and justification  of those policies—again, as
NBAC also attempted to do. The process of reaching a decision—
or in NBAC’s case, a recommendation—should consider the wid-
est possible range of positions and reasons for those positions,
but the outcome in substance and public justification needs to
involve a sufficient or adequate secular, i.e., non-religious reason
(36). This is especially true when the policy involves coercion, as
so many do—for example, a proposed criminal ban on human
reproductive cloning.

While my various points fit well with NBAC’s approach to
bioethical public policy, some critics charge that both are reduc-
tionist and anticipate that other commissions might, in some un-
specified way, better include religion/theology. For example,
some critics contend that, in the final analysis of NBAC’s report
on human stem-cell research, religion was “expunged by being
reduced to ‘diverse perspectives,’ ‘ethical issues,’ and ‘moral
concerns’” (37). Still others believe that a return to substantive
rationality, focused on ends and conceptions of the good, would
both open the door to and benefit from religion and theology.
They stress the value of thicker discussions available in religion
and theology (38).
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At the time of this writing (May 2002), it is too early to tell
how the President’s Council on Bioethics (PCB), established by
President Bush to succeed NBAC, will handle religious convic-
tions and theology in its reports. The PCB’s discussion at its first
three meetings, which focused to a great extent on human repro-
ductive cloning and human embryonic stem cell-research has
been broad, and religious convictions and theological perspec-
tives have been evident. The PCB includes theologians, such as
William F. May and Gilbert Meilaender, as well as other mem-
bers who are explicitly and closely tied to particular religious tra-
ditions and positions. However, if the PCB recommends public
policies, it is unclear whether, or how, it will incorporate reli-
gious views. If a bioethics commission attempts to formulate and
justify a policy about the use of federal funds or about coercive
laws on the basis of particular religious convictions, even with a
broad conception of religion, the content and justification are
problematic and perhaps unfair and disrespectful of fellow citi-
zens in our liberal, pluralistic democracy.

Conclusion

I began by identifying two competing myths of the role of
religion and theology in the origin of bioethics in the late 1960s
and early 1970s, noting that contested definitions of religion and
different conceptions of bioethics appear in these different myths.
Then I argued that increased attention to religion in bioethics,
through both religious studies and theology, would be fruitful in
at least three contexts: (1) interactions of professionals and
patients; (2) culture; and (3) public policy in a liberal, pluralistic
democracy. Attending to religious perspectives and listening to
religious voices can enrich bioethics in these three contexts,
which are, of course, not totally separate from each other. My
call for increased attention to religious and theological perspec-
tives is a call for dialogue, not a call for granting such perspec-
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tives primacy in bioethics. In various ways, they may provide
insights and even wisdom. Religiously oriented and theological
bioethicists also stand to gain from this dialogue, not least
because they must respond to the demand for greater clarity and
precision and consider possible points of convergence with secu-
lar views. And I believe they can do so without diminishing the
power of religious and theological perspectives to illuminate bio-
ethics in significant ways
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Medicine and Bioethics
Howard Brody

Medical practitioners interested in ethics have tended to view
bioethics and medical ethics as virtually synonymous

terms. It might therefore seem impossible to discuss the impact
of bioethics on medicine, and of medicine on bioethics, without
discussing the whole of bioethics within this one chapter. This, I
hope, excuses some selection to narrow the scope of inquiry.

I first address the impact bioethics has had on medical prac-
tice and second, some of the important medical–ethical issues that
may as yet have been inadequately addressed by bioethics.

The debate I seek most to avoid is that of whether bioethics
consultation in health care settings is better done by physicians or
by other professionals. Some strong claims have been made over
the years regarding the need for specific clinical skills if one is to
perform bioethics consultation adequately. Sometimes these
claims have been disguised attempts to state simply that only phy-
sicians are really qualified to do ethics consultation. Indeed, in
some instances, it is barely disguised, such as when it was pro-
posed that the bioethics consultation should include a physical
examination of the patient. I prefer to regard this entire debate,
which seems in retrospect quite sterile, as fundamentally a turf
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battle, which tended to ignore, if not dismiss the interdisciplinary
nature of bioethics. As this volume takes the interdisciplinarity of
bioethics for granted, I hope no more need be said on this point.
Suffice it to say that nothing in this chapter should be taken to
imply that physicians are better able to “do bioethics,” whatever
that might consist of, than other professionals with the proper
training.

Impact of Bioethics on Medicine

Assuming that what we now call bioethics came into being dur-
ing the past thirty to forty years, a historical analysis of medicine
during that period is necessary to begin to assess the impact of
bioethics on medicine. Fortunately, such a study is at hand in David
Rothman’s Strangers at the Bedside (1). I find the book quite per-
suasive in its key points, but also in need of one correction.

Rothman cleverly chose his title to do double duty in sup-
port of his thesis. The rise of bioethics during the key decade of
1966 to 1976—corresponding to the period between Henry
Beecher’s exposé of unethical medical research in the United
States (2), and the Karen Quinlan case—resulted in non-physi-
cian “strangers” appearing at the patient’s bedside to help physi-
cians with perplexing ethical problems, especially those created
by new technologies, such as ventilators and organ transplants.
But Rothman finds it inconceivable that these strangers would
have found a place at the patient’s bedside had not medicine al-
ready changed in a fundamental way in the preceding decades.
Rothman marshals evidence to show that it is much more likely
that the physician responsible for caring for the patient when the
ethical dilemma was identified would herself be a stranger to the
patient, in contrast with earlier times when the responsible physi-
cian would more likely have been a trusted retainer who had
served the patient for some time, and who might have lived just
down the street. If the physician at the bedside was himself a
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stranger, there because of special expertise he possessed and not
because of any prior contact with the patient, he could hardly
complain if he were to be joined by other strangers, with different
but relevant special expertise.

This historical observation sets up some firm conclusions as
to the form that bioethics in medicine would then take. One would
naturally expect what Robert Burt called an ethic of “strangers,”
focusing on rights and principles (3). Rights is the natural lan-
guage to use when the interests of strangers collide, and prin-
ciples is the natural way to characterize the special, impersonal
expertise that the bioethics strangers might bring to the clinical
setting. The further result is that today, patient autonomy is part
of the language and the mindset of medicine. There is, to be sure,
a spectrum—some physicians grudgingly recognize autonomy as
a foreign importation invented by malpractice attorneys, whereas
others actively embrace autonomy as not only a new and better
way to practice medicine, but also as a way to make patients more
effective in promoting their own health. It is almost unimagin-
able to find physicians in the United States today who are not
familiar with the concept of patient autonomy, which was surely
not the case twenty years ago.

When writing a history of a period in which the principal
actors are all still alive, one can be sure to receive pointed criti-
cism from many who remember events differently. I think some
of the criticism Rothman’s analysis has received needs to be taken
with a grain of salt, and I am conscious of the danger of offering
a rebuttal that I can defend only with general recollections and no
hard data. Nonetheless, my own impression, based on having en-
tered the field of bioethics as a medical student in 1972, is that
Rothman omits an important factor. He implies that bioethics
invaded medical space, and that most doctors wished to repel the
invader but could not succeed for a variety of political and social
reasons. He omits, both in my view and in that of other reviewers
of his book, the extent to which a number of prominent physi-
cians actively invited fledgling bioethicists into the clinical world.
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These “turncoat” physicians were perhaps few in numbers,
but many were quite prominent and influential. (To name one
example, Tom Hunter, long-time dean of the University of Vir-
ginia Medical School, invited Joseph Fletcher, the theologically
trained ethicist, to become a visiting professor.) If one looks at
the general status of ethical studies of the professions in the
United States in this era, medicine (and other health professions
like nursing and dentistry) is head-and-shoulders above law, busi-
ness, and journalism in its eagerness to subject its practices to
searching ethical scrutiny and to invite outsiders to teach future
practitioners about ethics.

Why should American medicine, or at least an influential
segment within it, turn to the bioethics “strangers” in this way?
The standard answer is that new technology forced the issue, by
raising the question asked at the beginning of almost every book
and article on bioethics in the 1960s and early 1970s: “Just
because we can do it, should we do it?” But this view, although
containing some truth, is far too simple. Such bioethics warhorses
as truth-telling, informed consent, and euthanasia have histories
going back decades and even centuries before the invention of
modern medical gadgetry. Rothman himself locates the irritant
grain of sand that produced the pearl of bioethics in the practices
of research on human subjects on both sides during World War
II, a low-tech era by today’s standards.

Gerald Osborn developed a more plausible thesis based on a
legacy of oral histories elicited from many early bioethics leaders
(4). Osborn found that most of them, physicians included, occu-
pied the left-of-center portion of the political spectrum of the 1960s.
They would thus be in general sympathy with those who challenged
traditional expertise and authority in the anti-war, environmental,
and civil rights movements. From within medicine, they would
seek to position themselves on the side of those who would ques-
tion the tradition of “doctor knows best.” Thus, these physicians
would see theologians, philosophers, and lawyers doing pioneer
work in bioethics as potential allies rather than as threats.
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A further answer is explored by some other oral histories
obtained by anthropologist Sharon Kaufman from eight promi-
nent physicians who were nearing or reaching the twilight of their
medical careers during the period 1966 to 1976 (5). Kaufman
shows these physicians as having witnessed profound changes in
the practice of medicine during their professional lifetimes. These
physicians had all allied themselves early on with what had then
appeared to be the forces shaping the future of medicine; and yet
they still failed to anticipate these changes. Most had
subspecialized and had undertaken medical research. They did so
with the unspoken assumption that medicine possessed a solid
core of clinical wisdom and commitment to the well-being of the
patient, and that the new science would supplement and expand
on that desirable core. But, by the end of their careers, they found
the world of research and subspecialization reshaping medicine
in ways they saw as threatening some fundamental aspects of
medicine’s moral foundation.

I would speculate a bit beyond Kaufman’s data to suggest
what might have disturbed these senior physicians of the 1960s
and 1970s. First, they may have found the new science of medi-
cine creating and compounding uncertainty. As students, resi-
dents, and junior academicians, they had probably assumed that
the new science would gradually, by accretion, replace ignorance
with knowledge. However, by the 1970s the adage for new medi-
cal students had become, “Whatever they teach you in school,
fifty percent will be wrong in ten years; the problem is you won’t
know which fifty percent.” Instead of a tree with solid roots grow-
ing new branches and foliage, medicine sometimes seemed more
like tumbleweed, blown by the wind first this way, then that way.
Many avoided confronting this disquieting uncertainty by
subspecializing, hoping that so long as one marked out a suffi-
ciently narrow band of practice as one’s domain, a high level of
certainty could still prevail. These senior physicians, however,
did not have this mindset to fall back on. They had trained in an
era when one first became a solid generalist, and only then did
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one subspecialize. Despite their own specific areas of research
and clinical expertise, they were prone to view the world as gen-
eralists; and as generalists much more inclined than subspecialists
to discern, and even to embrace, medicine’s inherent uncertainty.

Second, and closely related, these senior physicians saw the
field being taken over by a new species of physician. The seniors,
and their teachers before them, had adhered to the traditional
model of first becoming a well-rounded generalist and only then
subspecializing. But increasingly, medical training seemed to
produce fast-track subspecialists who never bothered with gen-
eral medicine before learning their specific line of work. More-
over, as generalism was now widely sneered at, there seemed little
hope in the future that any new physicians would be trained as
these senior physicians had been. This meant, besides the tunnel
vision that produced a spurious sense of medical certainty, that
the new subspecialists would seldom consider the personal rela-
tionship between the physician and the patient as something
important for medical practice, worth preserving if it was under fire.

If this account is plausible, it follows that a number of
thoughtful, senior physicians in the 1960s and 1970s might have
felt a deep level of moral concern about the future of medicine—
and a good deal of distrust in the ability of their younger col-
leagues to set matters right. They might then have been quite
sympathetic to the overtures of the new field of bioethics, and
might have welcomed it as a needed corrective within medicine—
even if they had little understanding of what exactly bioethics
consisted of, or where it might lead.

An Underaddressed Issue: Physician Integrity

If bioethics has had notable successes in influencing medical
practice, are there any areas that remain relatively unexplored? I
suggest two; and both relate to the dominance, until recently, of
“principlist” approaches in US medical ethics. I lack the space
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here for a full discussion of the pros and cons of principles as
opposed to casuistry, virtue, narrative, and other approaches that
have recently attracted attention (6). All I aim to conclude, in
order to launch further discussion, is that bioethics has tended to
focus on rules the good physician should follow, to the exclusion
of what sort of person the good physician should be (or should try
to become) (7).

Also, the rules that have received the most attention have
been patient-centered (most obviously and notably the rule of
respect for patient autonomy). This gives rise to two apparently
contradictory reactions. The first is that this focus is appropriate,
as medicine is, by its nature, a profession of service to the patient.
To start medical ethics with a physician-centered approach would
therefore deny at the outset its moral reason for being. But the
second reaction is that physicians, after all, come to their work in
the role of physician and not in the role of patient. To focus solely
on the patient, and to treat the physician merely as someone who
will serve the patient well if only he or she adheres to the right
principles, may thus run the risk of obscuring important aspects
of medical ethics.

The first issue that may have been obscured in this way is
professional integrity, which is closely related to the internal
morality of medicine. Frank Miller and I have tried to explicate
this concept, and have elsewhere applied it to three specific bio-
ethical issues: assisted death (8); futile therapy (9); and physician
obligations within managed care (10). What is perhaps most
notable for this discussion is the fact that Miller and I were forced
to begin almost de novo, and to develop our own account of pro-
fessional integrity. Although traditional codes of medical ethics
might be viewed as focusing on physician integrity, sometimes to
the exclusion of patients’ rights, the bioethics literature of the
past thirty years gave us very little raw material from which to
fashion an account of professional integrity.

We concluded by arguing that the physician of integrity pur-
sues one or more of a number of goals in medical practice and he
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does so within the bounds set by ethically acceptable means of
practice, as summarized in Table 1.

An important implication of this account is that medicine is
a multifaceted activity by its nature. No statement of a single goal
can adequately characterize medical practice. For example, those
who claim that euthanasia can never be ethical, because the phy-
sician must always be a healer, may be guilty of misrepresenting
medical practice as if it can be defined by a single goal.

Table 1
Elements of Professional Integrity

Legitimate Goals of Medical Practice

1. Reassuring the “worried well” who have no disease or injury.
2. Diagnosing the disease or injury.
3. Helping the patient to understand the disease, its prognosis, and its

effects on his or her life.
4. Preventing disease or injury if possible.
5. Curing the disease or repairing the injury if possible.
6. Lessening the pain or disability caused by the disease or injury.
7. Helping the patient to live with whatever pain or disability cannot

be prevented.
8. When all else fails, helping the patient to die with dignity and peace.

Ethically Acceptable Means of Medical Practice

1. The physician must employ technical competence in practice.
2. The physician must honestly portray medical knowledge and skill

with both the patient and the general public, and avoid any sort of
fraud or misrepresentation.

3. The physician must avoid harming the patient in any way that is out
of proportion to expected benefit, and must seek to minimize the
indignity and the invasion of privacy involved in medical examina-
tions and procedures.

4. The physician must maintain fidelity to the interests of the indi-
vidual patient.

Adapted from Miller and Brody (10).
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Another important implication is that professional integrity
might constitute an important (even if limited) check on the exer-
cise of patient autonomy. In most cases that arise within medical
practice, respect for patient autonomy will dictate the best course
of action. In a subset of cases, however, there might be a direct
conflict between what the informed patient autonomously re-
quests and what the physician of integrity feels able to perform.
A patient who is physically able to return to work, but requests an
extended medical leave, is one simple example. In these cases,
professional integrity may dictate that the patient be refused what
she requests. This is not to deny the general moral force of patient
autonomy. Rather, it reflects the assumption that the patient
comes to the physician for a very specific reason—to receive
medical care. And the complex, evolving nature of the practice of
medicine implies that neither the individual patient, nor the indi-
vidual physician, may unilaterally redefine what “good” practice
consists of to suit each one’s own purposes. At some point, the
ethical physician must fall back on some agreed on (even if poorly
articulated) standards, and say, “If you ask me to do what you
want, you may be asking for something that will advance your
personal interests in some way, but it is not medical care, or at
least not acceptable medical care.”

One point here needs special emphasis: Physicians who feel
beleaguered by the emphasis on patient autonomy have often
asked, “What about physicians? Aren’t we people too? Doesn’t
my autonomy count for something?” This in turn requires a care-
ful distinction between personal and professional integrity. The
physician, as a person of integrity deserving equal respect as a
moral agent, should not be required to do something that violates
his or her personal moral code. But that assertion rests on indi-
vidual autonomy in a way that an appeal to professional integrity
does not.

The example that may perhaps most easily illustrate the dif-
ference is abortion. It is generally accepted that a physician whose
personal religious or philosophical convictions prohibit abortion
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need not participate if patients request it. The reasoning here is
covered by an appeal to individual autonomy; to require this phy-
sician to perform an abortion is to deny his or her moral agency
and to treat the physician as a mere means to the patient’s satis-
faction. But such an appeal is different from an appeal to profes-
sional integrity. This latter appeal would claim not only that this
physician cannot perform the abortion; it would also claim that
no ethical physician could perform an abortion. And I assert, on
both empirical and ethical grounds, that this latter claim could
not be sustained in US medical practice today.

Thus, appeals to professional integrity actually constrain the
physician’s individual autonomy. To become a physician of
integrity, one must learn the ethical standards and the internal
moral system that define medicine. That requires subsuming
one’s own choices and inclinations, to a large degree, to bring
one’s practice into conformity with that of other physicians. To a
large extent, patients trust physicians (many of whom they may
never have met prior to the present encounter) precisely because
of the predictability of “physicianly” behavior. The patient, for
example, does not generally feel the need to ask, “I know that
other physicians feel bound to maintain patient confidentiality;
do you also feel this way?” The patient simply assumes that the
title “physician” entails commitment to some set of basic norms
of practice. And this can be true only if physicians are willing,
especially in the course of training, to forgo considerable exer-
cise of individual autonomy.

This account of professional integrity posits a level of ethi-
cal analysis in between one’s personal integrity, which may be
idiosyncratic, and the general ethical rules and principles appli-
cable to the entire community. That is, medicine is presumed to
have its own internal moral code growing out of the nature of the
practice, which is binding on physicians but not on non-physi-
cians. There are several objections that could be offered to this
formulation; but one which helps further to clarify the assertion
is that this unduly privileges traditional medical practices and
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behavior. One reason why bioethics did not focus especially on
physician integrity in the 1960s and 1970s, and instead paid much
more attention to patient autonomy, was that traditional physi-
cian practices were indefensibly paternalistic. Had bioethics
focused on professional integrity (this objection goes), the result
would have been inevitably to reinforce, rather than to call into
question, these paternalistic habits.

For this very reason, the internal morality of medicine must
be viewed as a responsive tradition, always in a creative tension
between its historical roots and the changing social environment
within which medicine is practiced (10,11). To defend paternalism
in US medical practice in the 1960s, for example, would have been
to focus solely on the “tradition” part without paying any attention
to the “responsive” part. By contrast, the Nazi physicians stand
condemned of totally forgetting their tradition (as well as ethics
more generally) in the name of responding to the dominant politi-
cal climate of Germany in the 1930s. There is obviously no simple
formula for how much “tradition” and how much “responsiveness”
would constitute the correct mix. Some Hippocratic traditionalists
will no doubt reject this picture because they prefer to regard medi-
cal ethics as something that can simply be read off the historical
record. I see no realistic choice but to accept the inherent and inevi-
table tension of the notion of a “responsive tradition,” even if it
leads to some degree of ethical controversy and uncertainty.

Recent changes in how US health care is financed drive
home the need for some conception of professional integrity and
of a moral core that defines medical practice. What are we to say,
for example, to a physician who states, “Under the old fee-for-
service system, I made more money if I did more for the patient.
But our society has decreed that such a system is to be replaced
with a managed-care-dominated system, in which the financial
incentives favor doing less. Because I am no longer able to prac-
tice in the way I used to, I might as well give up any pretense of
serving the patient, and figure out how to work today’s system to
make as much money as possible before I retire”? Leaving aside
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for the moment the question of what we might think about the eth-
ics of managed care, how would we characterize this physician’s
resolution?

If some critics are correct, and there is no such thing as an
internal morality of medicine, then we are left only with two ques-
tions. First, does this behavior violate this particular physician’s
own personal sense of moral integrity; and second, is such behav-
ior wrong according to the rules and principles that ought to gov-
ern all people in society? We have assumed that there is no
violation here of the physician’s personal values; and if this phy-
sician proceeds warily enough, assuring, for instance, informed
consent for all the “consumers” with whom he interacts, there
need be no violation of general ethical norms either. (After all,
making a lot of money is supposed to be a good thing in a capital-
ist society.) I submit, however, that these two questions omit a
good deal that is ethically important about medical practice. I
think the minimum statement one would wish to make is that this
physician has fallen short of one of the important moral ideals of
the practice of medicine. One could make the statement even
stronger by saying that this physician is woefully lacking in pro-
fessional integrity and perhaps even go so far as to say that, in an
important sense, he has ceased to practice medicine at all.

An Underaddressed Issue:
Physician Self-Interest

The second area that has escaped serious attention in modern bio-
ethics follows closely on the first. If the virtue and character of
the physician is dismissed in favor of a focus on rules and prin-
ciples, then it seems inevitable that this second issue will receive
scant attention as well.

This issue was squarely identified  by Albert Jonsen, who
wrote that a central (if not the central) ethical problem in medi-
cine is the need to balance the physician’s altruistic duty to serve
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the patient with the physician’s legitimate self-interest (12). Once
stated, this issue seems so self-evident that one wonders why
Jonsen felt any need to explicate it. But one then may look in vain
for careful discussions or elaborations of this ethical conflict in
the vast majority of textbooks and articles on bioethics.

The “majority view” on this subject, which is the same as the
duty of fidelity listed in Table 1, is simply that the physician is
morally obligated above all else to serve the needs of the patient.
Most works on bioethics either state this as an absolute, unquali-
fied obligation; or else hedge considerably on what circumstances
might override this duty in actual practice. Some reflection, how-
ever, reveals that this is not how most physicians actually behave.

Consider an example that may at first seem contrived and
unrealistic, but that will, I hope, prove instructive on further dis-
section. A physician decides that a patient requires a liver trans-
plant to survive. The transplant will cost perhaps $150,000, and
is not covered by the patient’s insurance. The patient and the
patient’s family have tried hard to raise money in every way they
can, but are still $40,000 short of their goal. It so happens that
this physician has saved $40,000 in a college fund for his or her
children (who are not yet of college age). Should the physician
use these savings to pay for the transplant?

The first thing to notice here is that many influential physi-
cians have argued that their central moral duty is to do what is
best for the individual patient, regardless of cost (13). This state-
ment is repeated particularly in the face of pressures for cost con-
tainment in managed care today. The phrase, “regardless of cost,”
rolls off one’s tongue quite easily when it is assumed that the
costs are to be borne by someone else (presumably the managed
care plan, or the impersonal “system.”) The phrase sticks in the
physician’s throat, however, when it is contemplated that the phy-
sician might personally have to assume some of that cost. But if
this is an absolute moral duty, why should it not follow logically
that this physician should donate the money toward the trans-
plant?
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The next likely objection is that stated this way, the duty is
obviously unrealistic. After this patient either gets his transplant or
dies, an indefinite number of patients will come forth, each needing
some expensive care; there is no practical way in which this one
physician could pay for all their unmet needs. But this rejoinder runs
afoul of precisely the error which the “absolute fidelity” people
accuse managed care systems of ignoring—focusing on what is best
for a group or population of patients instead of on the needs of the
one patient who is now before us. In this view, the physician is false
to his or her ethical obligations as soon as he or she starts to think of
trade-offs within populations; to maintain an ethical compass, the
physician must think only of the duty to the individual patient, one at
a time. Very well, this individual patient is here now; the patient
needs $40,000, and the physician has $40,000. If the physician helps
to pay for the transplant and another patient comes tomorrow who
needs $40,000 in uninsured treatment, then the physician won’t have
the $40,000 and will be unable to help. According to the “absolute
fidelity” point of view, there should be nothing wrong with that; and
the fact that the next patient might show up tomorrow does nothing
to mitigate the duty to spend the $40,000 today (“regardless of cost.”)

A final objection would be that I have totally misunderstood
the “absolute fidelity” statement as if it were a rule, whereas it is
actually a statement of a moral ideal. A moral ideal could provide
valuable guidance even if in practice no physician ever fully
attains it. This makes perfectly good sense and would be persua-
sive, if only the dominant focus of bioethics in the past thirty
years had been on virtue and character. However, because bio-
ethics has been overwhelmingly about rules and principles, which
are supposed to provide guidance in practical dilemmas, it seems
odd to claim suddenly that this often repeated formula was not
supposed to be a rule after all. Physicians who have used this
formula to condemn gatekeeping in managed care certainly view
it as a moral rule and not as a moral ideal.

If physicians in practice do not follow the “absolute fidel-
ity” rule, what moral principle do they adhere to? First, note that
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some physicians do in fact follow the rule—they go into mission-
ary or inner-city practices and cheerfully impoverish themselves
so that they can serve the neediest in society. But most other phy-
sicians regard their behavior as supererogatory rather than obliga-
tory. The other physicians adhere to a rule of placing the patient’s
welfare on a higher priority plane than would be usual in the
world of business, for instance, and indeed accepting notable sac-
rifices in the name of the patient’s good—especially when it
comes to training for many years at low pay and working long
hours. But this rule always entails that there comes a point at
which the physician’s self-interest will take priority. The physi-
cian will, in general, not give up a certain comfortable level of
income; or a desirable place of residence; or excellent schooling
for his or her children, even if doing so could better serve the
welfare of some patients.

If this is the actual, real-life moral rule by which physicians
live, then why has virtually no attention been paid to it in the
bioethics literature? The answer, I think, differs for physician and
non-physician bioethicists. The physicians have, probably with-
out realizing it, fallen into the same trap as organizations like the
American Medical Association (AMA). Those trying to preserve
medicine’s prestige, especially in an era in which authority groups
of all kinds are under fire, find the “absolute fidelity, regardless
of cost” rhetoric very useful. A candid statement of a need to
balance altruism against self-interest would hardly be suitable as
a public-relations strategy.

In this matter, it should be noted that the AMA actually
deviates from its own historical–ethical roots. The original code
of ethics for the AMA, following the example of Thomas
Percival’s earlier English code, listed obligations owed to physi-
cians by the individual patient and by society at large, alongside
the obligations owed by the physician to the patient and to the
community. Today we tend to regard those portions of the old
code of ethics as quaint anachronisms, rather than as important
gems of ethical wisdom.



84 Brody

Non-physician bioethicists, on the other hand, have been
under pressure to criticize medical practices and norms while not
appearing to attack physicians in any sort of personal way. Our
society views how much money one makes and what one does
with it as an intensely personal matter. Thus, addressing the
physician’s income as a bioethical issue would appear simply as
jealous “doctor-bashing” rather than as serious ethical scholar-
ship. And so few in bioethics have dared even to mention physi-
cian income as an ethical issue, much less propose principles by
which one could judge what level of remuneration is owed physi-
cians as a matter of fairness (14,15).

An unfortunate consequence of ignoring the tension between
altruism and legitimate self-interest, is that despite all the posi-
tive influence bioethics has had on medical practice, physicians
at some level are tempted not to take bioethics seriously. As long
as bioethics seems to expound a principle that physicians know
that they cannot follow in their everyday lives, bioethics becomes
the Sunday sermon that sounds nice only as long as one is free to
act otherwise all the rest of the week. This, I submit, is too high a
price to pay for being polite to physicians by not putting their
personal finances under the bioethical lens.

Conclusion

Bioethics arrived some thirty years ago and found physicians too
arrogant and unreflective in how they used their power over pa-
tients. Bioethics set about to correct this, and found important al-
lies among physicians who were themselves concerned about the
direction in which their profession was moving. Today, bioethics
has made great strides and has had a profound influence on medi-
cal practice, at least in the United States. To move forward in medi-
cine, ironically, bioethics must now turn at least some of its
attention away from the patient and divert it back to the physician.
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When Policy Analysis
Is Carried Out in Public
Some Lessons for Bioethics from

NBAC’s Experience

Eric M. Meslin

Policy discussions involving bioethical topics most often cap
ture the attention of the public, health professionals, and

elected officials when the topics are controversial and do not
readily give rise to clear-cut solutions. Much has been written
about the role of ethics, ethical principles, and ethical theory in
the formation of public policy, and especially policy involving
bioethical subjects such as end-of-life care, allocation of high tech-
nology resources in hospitals, reproductive decision making, clon-
ing, and stem cell research. Those familiar with the bioethics
literature will recognize two broad types of discussions. The first
are discussions that tend to illuminate and resolve particular con-
ceptual problems, such as the appropriate definition of terms: moral
rights, capacity to consent, or just allocation of resources. The sec-
ond type of discussion focuses on specific prescriptive tasks: regu-
lations or guidelines for the protection of human subjects in
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federally sponsored research; legislation to enhance access to
health care; or plans to allocate organs for transplantation.

In the introduction to their edited volume Encyclopedia of
US Biomedical Policy, Blank and Merrick (1) argue that although
bioethics and policy analysis overlap in certain ways, they have
different emphases. Biomedical policy has three dimensions:

First, decisions must be made concerning the research and
development of technologies. Because a substantial propor-
tion of medical research is funded either directly or indi-
rectly with public funds, it is important that public input be
included at this stage. ...The second policy dimension relates
to the individual use of technologies once they are avail-
able. Although direct government intrusion into individual
decision making in health care has, until recently, been lim-
ited, the government does have at its disposal an array of
more or less implicit devices to encourage or discourage
individual use. ...The third dimension of biomedical policy
centers on the aggregate consequences of widespread appli-
cation of a technology. ...Policy planners must account for
these potential pressures on the basic structures and patterns
of society and decide whether provision of such [technol-
ogy] choices is desirable. (p. xiii)

It is no surprise then, that bioethics policy discussion has
increasingly become a part of the fabric of public discourse. One
need look no further than August 9, 2001, the day US President
George W. Bush used his first national television appearance as
president to announce his policy about the use of federal funds
for research involving human embryonic stem cells:

Embryonic stem cell research offers both great promise and
great peril. So I have decided we must proceed with great
care. As a result of private research, more than sixty geneti-
cally diverse stem cell lines already exist. They were cre-
ated from embryos that have already been destroyed, and
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they have the ability to regenerate themselves indefinitely,
creating ongoing opportunities for research. I have con-
cluded that we should allow federal funds to be used for
research on these existing stem cell lines, where the life and
death decision has already been made.

Leaving aside for the moment whether this policy is a good
one, whether it is based on sound ethical reasoning, or what the
consequences are for science and society, consider what it means
for a recently elected president, in a time of peace, to use the air-
time of all the major television networks to address the nation—
not about the federal budget, tax relief, education, the national
defense, or social security—but about a scientific discovery, and
the ethical implications of that discovery for the country. Many
people, including some who, days before had never heard of a
“stem cell” began to formulate opinions or revisit existing beliefs
about the moral status of the human embryo and the role of fed-
eral government and the private sector in overseeing this research.

The Process of Policy Construction as the Case

Bioethical inquiry can be most helpful when it focuses its atten-
tion on a case. Cases provide analysts with the context, history,
facts, and content for ethical analysis that follows. The strength
of this form of analysis, casuistry, is in the inductive power the
analysis might have. For this reason, case study is particularly
well suited to individual problems in health care, where patients,
families, and practitioners provide the context and are the benefi-
ciaries of the analysis (2). However, policy problems are not
merely larger versions of clinical issues. Public policies focus on
the interests and well being of groups of individuals, and society
as a whole, and case study is used in this. The Institute of Medi-
cine (IOM) report, Biomedical Politics, used historical case study
for a specific purpose:
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Case study excuses us from addressing issues on the level
of high theory and general principles by injecting a large
measure of pragmatism. Indeed, democracy in America
seems to preclude the development of fixed universal laws
and immutable principles, and attempts to set policy on such
assumptions tend to create irresoluble debate. (ref. 3, p. 4)

This pragmatism is in contrast with what Joel Feinberg character-
ized as the ideal method in which public policy is informed by
ethical analysis (4):

It is convenient to think of these problems as questions for
some hypothetical and abstract political body. An answer to
the question of when liberty should be limited or how wealth
ideally should be distributed, for example, could be used to
guide not only moralists, but also legislators and judges
towards reasonable decisions in particular cases where
interests, rules, or the liberties of different parties appears
to conflict. ...We must think of the ideal legislator as some-
what abstracted from the full legislative context, in that he
is free to appeal directly to the public interest unencumbered
by the need to please voters, to make “deals” with col-
leagues, or any other merely “political” considerations. (ref.
4, pp. 2–3)

Seen in this contrast, we are left with an important choice:
should policy-makers aspire to pragmatism or idealism?
Feinberg’s view idealizes the goal of public policy at the expense
of the reality of the process. Public policy occurs in real time,
with fallible personalities, and all the encumbrances Feinberg
believes the ideal approach could avoid. But we know this
already. The IOM’s quite sensible pragmatism seems to distance
policy from fundamental moral concerns and approaches. Indeed,
it is an ongoing struggle in bioethics and policy to straddle these
two apparently incommensurable worlds, the ideal and the prac-
tical. In this chapter, I use examples from the work of the National
Bioethics Advisory Commission, of which I was Executive
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Director, to illustrate how these approaches can be reconciled. I
focus especially on some of the unique features of the public con-
struction of bioethics policy when undertaken by a public advi-
sory body. Of particular importance is the focus on bioethics
policy analysis when it occurs in public, i.e., where topics are
discussed and worked through in public settings (as opposed to in
private), and where the public can observe the process from start
to finish. In this respect, the process is as much the case as the
topic or problem being discussed. By “public construction” I am
not referring to the process of engaging the public in health policy
decision making, about which a helpful literature exists (5,6), but
rather to the process of conducting an analysis of a problem by a
group authorized by the government to engage in this analysis who
are also empowered to provide recommendations for public policy.

Bioethics Commissions and Public Policy

In more than thirty countries, national bioethics commissions
exist to review bioethics issues and to provide advice to their gov-
ernments (7–10). Committees exist on all the inhabited continents
of the globe, in both developed and developing countries, many
of which are the first source of consultation for their respective
governments on emerging issues in science and technology.
Although their actions and authorities differ, these committees
share a similar objective: to provide advice and make sound
recommendations about issues in bioethics and biotechnology.
Relatively little attention has been directed to how bioethics com-
missions and other advisory bodies undertake the deliberative
process, i.e., how they balance or weigh competing values or prin-
ciples; what presumptions underlie their thinking, and how accu-
rately these public commissions reflect public thinking. But there
is growing anecdotal evidence that these commissions make, and
are seen as making, important contributions to public policy.
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US Bioethics Commissions

There is a political tradition in the United States of using
bioethics commissions to advise on public policy matters. In
many ways, the history of US bioethics commissions parallels
the development of US bioethics policy (3,7). Since 1974, there
have been six bioethics commissions: the National Commission
for the Protection of Human Subjects of Biomedical and Behav-
ioral Research (1974–1978); the President’s Commission for the
Study of Ethical Problems in Medicine, and Biomedical and
Behavioral Research (1980–1983); the Ethics Advisory Board
(1978–1980); the Biomedical Ethics Advisory Committee (1988–
1989); the National Bioethics Advisory Commission (1995–
2001); and most recently, the President’s Council on Bioethics
(2002–). Other distinguished bodies are entitled to be recognized
as “national bioethics committees,” including the Advisory Com-
mittee on Human Radiation Experiments (ACHRE) (1994–1995)
(11); the Fetal Tissue Transplantation Research Panel (1988); the
Human Embryo Research Panel (1994); and the National Insti-
tutes of Health (NIH) Recombinant DNA Advisory Committee
(RAC), even though neither were established as national advi-
sory commissions per se.

Some of these bodies have played an influential role in US
bioethics policy (12). For example, the National Commission’s
Belmont Report provided the philosophical foundation for the
current system of federal regulations for the protection of human
subjects (13). The existing system of Institutional Review Boards
(numbering between 3000 and 5000) initiated to review research
protocols involving human subjects, is one of the outcomes of the
National Commission’s work.

Similarly, the President’s Commission produced an impor-
tant set of reports, the recommendations from some having made
their way into regulations, guidelines, and—in the case of their
deliberations on the issue of end-of-life care (14)—into a model
statute for the determination of death, that has been adopted in all
US states. The President’s Commission can also take credit for
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its recommendation that there be a uniform set of human research
regulations established in the US. The existence of the Federal
Policy for the Protection of Human Subjects, also known as the
Common Rule because sixteen federal agencies agreed to follow
the DHHS regulations, owes its existence, at least in part, to the
recommendations in the President’s Commission’s Second Bien-
nial Report (15).

The National Bioethics Advisory Commission

The National Bioethics Advisory Commission (NBAC) was
established by Executive Order 12975, signed by President
Clinton in October 1995. The Executive Order expired on Octo-
ber 3, 2001 and with it, so too did the commission having com-
pleted six projects in five years (16–25). NBAC was responsible
for advising the National Science and Technology Council—
chaired by the President—and other government agencies, on the
appropriateness of governmental policies and regulations relat-
ing to bioethical issues arising from research on human biology
and behavior; as well as the clinical applications of that research.
Its eighteen members represented many disciplines; three were
designated to represent the general public.

Like other bioethics commissions that have come before it,
NBAC adhered to a common procedural requirement for ensur-
ing an open process. All federal advisory committees are required
to comply with the Federal Advisory Committee Act (FACA),
federal law established during the Nixon administration intended
to assure the public that groups established by the government to
advise it should be accountable. The implementing requirements
of FACA are designed to prevent special interest control of the
bodies providing advice to the president and Executive agencies,
as well as to open public scrutiny to the deliberations of the bod-
ies formulating the advice.

One can think of few examples elsewhere in government
where the public construction of policy is so visible. According
to Stephen Toulmin, the National Commission’s approach to ad-
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dressing questions involved a nine-step approach including com-
mission deliberation, commissioned papers on analytic and em-
pirical issues, public hearings, site visits, drafting (and voting on)
proposed recommendations, before finally submitting recommen-
dations (and their subsequent justifications) to the then-Secretary
of Health, Education, and Welfare (26).

NBAC used similar procedures and also sought input from
the public as its reports developed, including: making meetings
more accessible, setting time aside for public testimony, making
extensive use of the World Wide Web, and seeking public com-
ments on draft reports (27). In all, the commission met forty-eight
times, usually in day-and-a-half sessions, an average of almost
ten meetings per year. The commission usually met in the Wash-
ington DC area, but occasionally met in cities around the United
States.

Three Types of Problems Facing Bioethics
Commissions

Bioethics commissions in the United States must contend with
issues and problems similar to other deliberative bodies engaged
in policy analysis. Three common issues are: identifying the prob-
lem to be studied; identifying the methods for studying the prob-
lem; and identifying the process by which agreement on a
problem is reached. FACA ensures that these commissions also
share an additional feature, one that distinguishes them from other
private deliberative bodies (such as coporate boards, professional
bodies, and even academic researchers): that their work is carried
out in the sunshine.

Identifying the Problem to be Studied

The Executive Order responsible for creating NBAC provided
the process by which topics for reports would be selected:
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In addition to requests for advice and recommendations
from the National Science and Technology Council, NBAC
may also accept suggestions for consideration from both the
Congress and the public. NBAC may also identify other bio-
ethical issues for the purpose of providing advice and rec-
ommendations, subject to the approval of the National
Science and Technology Council.

In addition, the Executive Order identified the commission’s first
set of topics. “As a first priority, NBAC shall direct its attention
to consideration of: protection of the rights and welfare of human
research subjects; and issues in the management and use of ge-
netic information, including but not limited to, human gene pat-
enting.” Other issues could be addressed by NBAC if they met
the following criteria: (1) the public health or public policy
urgency of the bioethical issue; (2) the relation of the bioethical
issue to the goals for Federal investment in science and technol-
ogy; (3) the absence of another entity able to deliberate appropri-
ately on the bioethical issue; and (4) the extent of interest in the
issue within the federal government. Its six reports meet these
criteria, but their origins are not identical. Three reports—re-
search involving persons with mental disorders (18), research in-
volving human biological materials (19), and ethical issues in
international research (23)—were selected by the commissioners
for study because the issues were timely and tended to satisfy the
four criteria just outlined. Indeed, the selection of the interna-
tional report was due, in part, to public input at some of the first
NBAC meetings (28).

But the President specifically requested two reports—one
on cloning (16); and the other on the use of human embryonic
stem cells in research (20). Both requests came with the problem
framed. Shortly after the announcement that Dolly had been
cloned, President Clinton asked the commission to prepare a re-
port on the ethical and scientific issues, and to submit it within
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ninety days. The President’s request was clear: to provide “rec-
ommendations on possible federal actions to prevent...abuse.”
With this framework, the commission limited itself to concerns
regarding the permissibility of public and private involvement in
reproductive cloning. The commission’s principal conclusions
and recommendations were as follows:

1. [That, at that time] it was morally unacceptable for any-
one in the public or private sector, whether in a research
or clinical setting, to attempt to create a child by somatic
cell nuclear transfer cloning.

2. There should be a continuation of the current moratorium
on the use of federal funding in support of any attempt to
create a child by somatic cell nuclear transfer cloning;

3. Those in the private and nonfederally funded sectors
should comply voluntarily with the intent of the federal
moratorium.

 4. Professional and scientific societies should make it clear
that any attempt to create a child by somatic cell nuclear
transfer and implantation into a woman’s body would be
an irresponsible, unethical, and unprofessional act.

5. Federal legislation should be enacted to prohibit anyone
from attempting, whether in a research or clinical setting,
to create a child through somatic cell nuclear transfer
cloning, but that this prohibition should have a sunset pro-
vision.

These recommendations were focused on the permissibility
of using a particular technology, for a specific purpose—somatic
cell nuclear transfer to create a child—and did not make recom-
mendations on other uses of cloning technology.

The second example of a problem/topic being identified for
NBAC came during another momentous week in the history of
science, when teams led by James Thomson (29) and John
Gearhart (30) reported in the peer-reviewed literature on
November 6 and November 10, 1998, respectively, that they had
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isolated and cultured human stem cells: Thomson, using an em-
bryo donated by a couple who no longer needed it for fertility
treatment, and Gearhart, using cadaveric fetal tissue donated fol-
lowing an elective abortion.

Discoveries in this area followed a predictable path of scien-
tific progress since the successful isolation of stem cells in non-
human animals in 1981 (31). Thomson and Gearhart’s work alone
might have been enough to generate a sustained public discus-
sion about the ethical issues associated with this research (com-
ing as they did within days of each other). But when The New
York Times reported on November 12, 1998, that Advanced Cell
Technology (ACT) Inc. of Worcester, Massachusetts claimed that
its scientists had for the first time made human cells revert to
their primordial, embryonic state from which all other cells de-
velop, by fusing them with a cow egg and creating a hybrid cell,
the issue was thrust into the public spotlight.

Jose Cibelli performed the ACT work with human cells in
1996. Using fifty-two of his own cells, some of them white blood
cells and others scraped from the inside of his cheek, Cibelli fused
each one with a cow egg from which the nucleus containing the
DNA had first been removed. From these fifty-two attempts, only
one embryo grew and divided five times, generating cells resem-
bling embryonic stem cells. Michael West, the chief executive
officer of ACT, was quoted in the Times article saying that he
was announcing the work in order to test its public acceptability
(32). The Biotechnology Industry Organization issued a press re-
lease on November 12, 1998, urging the president to ask NBAC
to “review all ethical issues...and after reasoned discussion, to
make recommendations to the president on how best to assess the
implications” (33).  Two days later, President Clinton wrote to
Harold T. Shapiro, the NBAC chair:

This week’s report of the creation of an embryonic stem
cell that is part human and part cow raises the most serious
of ethical, medical, and legal concerns. I am deeply troubled
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by this news of experiments involving the mingling of hu-
man and non-human species. I am therefore requesting that
the National Bioethics Advisory Commission consider the
implications of this research at your meeting next week, and
to report back to me as soon as possible.

I recognize, however, that other kinds of stem cell research
raise different ethical issues. ...With this in mind I am also
requesting that the Commission undertake a thorough re-
view of the issues associated with such human stem cell re-
search, balancing all ethical and medical considerations.
(ref. 20, p. 89)

The president’s two-paragraph letter described the problem
to be solved, and so began NBAC’s involvement in this issue, the
product of which was a one-hundred-eleven-page, thirteen-rec-
ommendation report ten months later.

Having a problem selected by means of presidential corre-
spondence does not limit the study or imperil the academic free-
dom or integrity of the process. On the contrary, given that the
mandate of the commission was “to provide advice and make rec-
ommendations,” it made good practical sense for the specific
question being asked to warrant an answer. A more important
consequence of this method of selecting the topic was that it
placed the commission’s deliberations squarely within the public
spotlight. On the other hand, interventions from the White House,
especially when they came with tight deadlines—e.g., the presi-
dent requested that NBAC complete the cloning report within
ninety days—immediately affected work underway and caused
shifts in agenda and other priorities. One consequence in this
instance was that NBAC never prepared a report on gene patenting.

Identifying the Methods of Analysis

We often fail to appreciate that research in public policy,
like other areas of scientific inquiry, will succeed or fail based
not only on the basis of how well the problem is formulated, but



Policy Analysis and Bioethics 99

also whether the methods to address the problem are appropriate.
Different bioethical problems may benefit from different ap-
proaches. Other committees, particularly the Advisory Commit-
tee on Human Radiation Experiments (ACHRE) (11) were
especially adroit at using methods appropriate for the problem
they were trying to solve (34). NBAC wisely learned from them
and adopted a multi-methodological approach. Each of NBAC’s
reports were developed by drawing from a set of complementary
methods: commissioners would raise and present issues for con-
sideration; staff would prepare briefing materials based on the
published academic literature; experts in their respective fields
would be commissioned to prepare manuscripts on specific as-
pects of a problem and present their reports at commission meet-
ings; and public and expert testimony would be sought, and in
several cases, a public comment period was established for sub-
mission of written comments on draft reports. Elsewhere I dis-
cuss the process of public engagement used by NBAC (27).

What is less clear is how the commission articulated the
frameworks, principles, and approaches to the various problems
it was chose to solve. Each report benefited from scientific, philo-
sophical, jurisprudential, and empirical studies. Several examples
are illustrative. The commission’s report on international clinical
trials (23), took full advantage of a comprehensive empirical
study carried out by Nancy Kass and Adnan Hyder of Johns
Hopkins University (35). The Kass and Hyder studies, the largest
ever carried out on behalf of a US bioethics commission, sur-
veyed more than 500 US and developing-country researchers to
understand their experiences with ethical issues in research.
These studies were supplemented by qualitative studies carried
out by Sugarman (36) and Marshall (37) in specific locations
around the world.

Other empirical studies carried out on behalf of the commis-
sion included Elisa Eiseman’s inventory of sources of stored tis-
sue in the United States (38), the first such comprehensive look at
this issue. NBAC’s report on human biological materials (19) was
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directly informed by Eiseman’s data, which found that there were
approximately 282 million specimens in the nation’s laborato-
ries, tissue repositories, and health care institutions—many of
which were collected without explicit, informed consent for
research purposes.

The commission utilized legal scholarship in several of its
reports. In its international report (23,24) a comparative analysis
was conducted of twenty-three national and international docu-
ments addressing the protection of research participants, includ-
ing guidelines from Brazil, Canada, China, Thailand, Denmark,
Finland, India, and Uganda. This analysis illustrated both how
far other country’s guidelines had come with respect to these
issues, and the extent to which US regulations were in need of
revision.

Legal analysis informed NBAC’s report on embryonic stem
cell research. Lori Andrews’ analysis of state regulation of stem
cell research (39); Brady, Newbury and Girard’s analysis of the
Food and Drug Administration’s statutory authority to regulate
embryonic stem cell research (40); Flannery and Javitt’s analysis
of federal laws, and in particular the Public Health Act, as they
pertain to federal funding of stem cell research (41); and Kyle
Kinner’s informative survey of the history of federal regulation
of both fetal tissue and stem cell research (42) provided ample
legal background for the commission to reference, despite the fact
that the principal focus of the report was on the ethical accept-
ability of federal funding of stem cell research.

Philosophic analysis is abundant in the background materi-
als provided to commissioners. The cloning report benefited from
ethical analyses provided by Dan Brock (43). The report on
human biological materials (19), used portions of the ethical
framework prepared by Allen Buchanan  (44) , and the stem cell
report was very much informed by the thoughtful analyses car-
ried out by John Fletcher (45), Erik Parens (46), and Andrew
Siegel (47). Two commissioned papers addressing religious per-
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spectives were prepared for the cloning report (48,49), and the
stem cell report devoted an entire volume to the written testimony
of ten religious scholars (50). Four of the six NBAC reports con-
tained chapters devoted specifically to ethical issues and several
reports made mention, and appreciated the value of, the ethical
principles of respect for persons, beneficence, and justice—
described in the Belmont Report, and more fully developed in
many editions of Beauchamp and Childress’ Principles of Bio-
medical Ethics (51). But no report announced at the outset a spe-
cific set of “universal laws” or “immutable principles” from
which deliberations would ensue, nor did any one ethical theory
inform all of the commission’s recommendations. And yet no
report was hindered by the lack of an articulated ethical frame-
work applied to all situations. Rather, from my vantage point,
commissioners rationally and publicly deliberated—testing their
ideas and perspectives against the views of their fellow members,
seeking above all to find consistency and transparency in their
conclusions.

An especially valuable example of the challenge of incorpo-
rating ethical argumentation into a commission report is Allen
Buchanan’s commissioned paper for the report on human bio-
logical materials (44). Buchanan’s ethical framework, recom-
mended to the commission as an approach worth adopting,
meticulously described many of the salient interests that weigh in
favor of restricted access to, and substantial control by, the source
of these materials, and those interests that weigh in favor of fewer
restrictions on access to, and less control of, the source of these
materials. Like much of Buchanan’s work in bioethics, this paper
was well argued, tightly reasoned, and compelling. The commis-
sion did not, however, adopt it as the foundation for the report.
This is not to say that the commission’s arguments did not reflect
their considered judgment of Buchanan’s arguments—indeed,
some of the justifications for particular recommendations can be
traced, indirectly, to the Buchanan presentation.
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Identifying the Process by Which Agreement is Reached

NBAC’s stem cell report provides some insight into the
issues involved in coming to agreement about morally contested
topics in public policy. The first challenge was to satisfy Presi-
dent Clinton’s request for an immediate response to his unease
about the purported ACT experiment. An already scheduled
meeting in Miami, Florida on November 17–18, 1998, provided
the opportunity for NBAC to engage this issue. Following a late
night drafting session on November 17, and further discussion in
open session the next day, a letter was prepared for the president,
which read in part:

The Commission shares your view that this development
raises important ethical and potentially controversial issues
that need to be considered, including concerns about cross-
ing species boundaries and exercising excessive control
over nature, which need further careful discussion. This is
especially the case if the product resulting from the fusion
of a human cell and the egg from a non-human animal is
transferred into a woman’s uterus and, in a different man-
ner, if the fusion products are embryos even if no attempt is
made to bring them to term. In particular, we believe that
any attempt to create a child through the fusion of a human
cell and a non-human egg would raise profound ethical con-
cerns and should not be permitted. (ref. 20, p. 91)

This response paralleled the commission’s argument in the
cloning report (52), but the more substantive deliberations on
human embryonic stem cell research had yet to begin. It was clear
from the first discussions of this topic at the meeting in Miami,
that most commissioners were prepared to recommend that
research using cadaveric fetal tissue from elective abortions
should continue to be eligible for federal funding, and that
research using embryos remaining after infertility treatments as a
source of ES cells should be eligible for federal funding. On the
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other hand, there appeared to be little support for recommending
that research intending to generate embryos solely for research
purposes should be eligible for federal funding.

The commission was able to come to this level of agreement
because it had found it helpful to frame the problem in terms of
the sources of stem cell research: embryonic germ cells from
cadeveric fetal tissue, embryonic stem cells from embryos
remaining after infertility treatments, and ES cells from embryos
created through in vitro fertilization or somatic cell nuclear trans-
fer cloning.

From the outset, NBAC’s goal was to develop a set of rec-
ommendations that would provide guidance on the appropriate-
ness of permitting the federal government to fund human
embryonic stem cell research, and under what constraints. This
task was approached with an important principle in mind, namely:
“if it is possible to achieve essentially the same legitimate public
goals with a policy that does not offend some citizens’ sincere
moral sensibilities, it would be better to do so” (ref. 20, p. 57).
This principle was daunting to translate into practice. For ex-
ample, the commission heard testimony from leading academic
theologians, including those representing Roman Catholic, Jew-
ish, Islam, Protestant, and Eastern Orthodox traditions—with
more than one representative from several of these positions (50).

Many were concerned about the destruction of human
embryos that would be the source of stem cells. From this group
of scholars there was “thin” agreement about the moral accept-
ability of stem cell research—i.e., agreement that stem cell
research is not inherently immoral and that it has the potential to
contribute knowledge leading to therapy, provided that morally
legitimate sources of cells are used, and that specific justice and
regulatory issues are addressed. Agreement about a principle such
as the potential benefit from an area of research, without agree-
ment about the source of stem cells, may not be much agreement
at all. The areas of diversity reflected beliefs about the moral sta-
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tus of the embryo, and the reluctance to support any form of clon-
ing embryos for the express purpose of destroying them in re-
search. The commission was faced with an important challenge:
on the one hand, it recognized that on issues such as the moral
status of the embryo, where such profound disagreement exists, it
is unlikely to achieve consensus by sheer force of argument
(20,53). On the other hand, the commission recognized its
responsibility to provide advice to the President on the matter at
hand. It considered several approaches, including one suggested
by Alta Charo (54) to use political philosophy rather than moral
philosophy. In the end, NBAC was informed by an approach first
proposed by Patricia King in print (55) and in testimony before
the commission: “policy in this area should demonstrate respect
for all reasonable alternative points of view and that focus, when
possible, on the shared fundamental values that these divergent
opinions in their own ways, seek to affirm (ref. 20, p. 51). From
this, NBAC constructed what it believed would be a reasonable
statement that might reflect areas of agreement:

Research that involves the destruction of embryos remain-
ing after infertility treatments is permissible when there is
good reason to believe that this destruction is necessary to
develop cures for life-threatening and/or severely debilitat-
ing diseases and when appropriate protections and oversight
are in place, in order to prevent abuse. (ref. 20, p. 52)

Conducting policy analysis in public requires that individuals
both express and contribute their points of view as experts, and
make calculations about whether (and when) to allow the interests
of the group to take precedence. In NBAC’s case, consensus was
not a goal at all costs. That is, the commission did not seek agree-
ment for the sake of agreement alone with compromises negoti-
ated—described earlier by Feinberg as the “need to please voters,
to make deals with colleagues.” Neither was consensus a require-
ment, and for good reason: while consensus may be the most expe-
ditious form of substantive agreement on matters of science and
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ethics policy (56), it is also the weakest form of such agreement
subject to breakdown when either certain facts or moral values sup-
porting the arguments change (57).

Unlike the National Commission, NBAC did not take for-
mal votes on its recommendations. Rather, respectful agreement
was reached on individual recommendations and on report lan-
guage for two reasons: first, by virtue of Chairman Shapiro’s good
leadership and second, by the respect accorded each other’s posi-
tions. That is not to say that commissioners were always in agree-
ment. Those who found that recommendations, or the arguments
supporting them, did not adequately reflect their personal views
were encouraged to develop “personal statements” that would be
included in the body of the relevant report; this occurred in three
reports (ref. 8, pp. 85–88; ref. 19, p. 65; ref. 20, p. 59).

Although each of these personal statements improved the
quality and integrity of the reports about which they were written,
one statement in particular demonstrated the value to policy analy-
sis of not forcing consensus. Recommendation 9 of the report on
the use of human biological materials addresses the choices that
consent forms might include to allow potential subjects to under-
stand the options available to them, should they be asked to pro-
vide samples for future use. The commission recommended that
consent forms might include many options, for example:

1. Refusing use of their biological materials to research.
2. Permitting only unidentified or unlinked use of biological

materials.
3. Permitting coded or identified use for a particular study

only with no re-contact permitted.
4. Permitting coded or identified use of biological samples

for a particular study only with further contact permitted
to ask for permission to conduct further studies.

5. Permitting coded or identified use of samples for any
study relating to the condition for which the sample was
originally collected, with further contact permitted to seek
permission for other types of studies.
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6. Permitting coded use of materials for any kind of future
study (ref. 19, pp. 64,65).

The statements of three commissioners are contained in a foot-
note appearing at the bottom of page 65 of the report, directly
below the body of the recommendation. Three commissioners
(Capron, Miike, and Shapiro) describe their objections to includ-
ing option 6 in prospective consent forms, and one commissioner
(Capron) describes his opposition to including option 5 in con-
sent forms. These objections, read at the same time as the recom-
mendations themselves, provide readers with a fuller appreciation
of the nuance involved in the recommendation, thus improving
the quality of the analysis.

Concluding Thoughts: Bioethics in Public

It is simplistic to conceive of policy as having a beginning,
middle, and end. One reason is that the policy products, such as
guidelines, regulations, or legislations are themselves subject to
review, reform, and re-thinking. Nor does policy exist in a
vacuum, unaffected by other policies in different areas. This may
account for why, on July 14, 1999, shortly after concluding its
meeting in Cambridge, Massachusetts (and before NBAC’s stem
cell recommendations were finalized), the White House issued a
press release signaling its opposition to NBAC’s likely recom-
mendation that research involving the derivation and use of ES
cells should be eligible for federal funding: “No other legal
actions are necessary at this time, because it appears that human
embryonic stem cells will be available from the private sector.
Publicly funded research is permissible under the current Con-
gressional ban on human embryo research.”

Seen from this perspective, bioethics policy construction is
more three-dimensional and chaotic than it is two-dimensional
and linear. Bioethics advisory commissions play a part, and only
a part, in the construction of public policy. Bioethics commis-
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sions are instruments of public policy analysis, but a  commis-
sion is  only one of many instruments in the orchestra. Moreover,
their authority, with rare exceptions, tends to be limited to their
advisory role. They do not have the power to implement the rec-
ommendations they make, nor to compel government agencies or
others to comply with the recommendations.

We are only now beginning to assess the impact of bioethics
commissions on public policy. Some work has already been
started (7,11,61), but much more is needed.
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Finding the Good Behind
the Right

A Dialogue Between Nursing
and Bioethics

Patricia Benner

...There appears to be an internal relation between truth and
goodness and knowledge. I have argued in this sense from
cases of art and skill and ordinary work and ordinary moral
discernment, where we establish truth and reality by an
insight, which is an exercise of virtue. Perhaps that is the
beginning. (1)

Biomedical ethics applied to nursing has been concerned
primarily with eight interrelated areas: (1) clinical compe-

tence, judgment, and comportment of practitioners; (2) just allo-
cation of scarce resources; (3) protection of human subjects; (4)
ethical assessment of medical technologies; (5) ensuring patient
rights, including autonomy and informed consent; (6) beneficent
practice; (7) non-maleficence; and (8) social policy related to
health care. These are bold ethical agendas that are still being
worked out and will continue to be central to the ethics of health
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care. In this chapter, I create a dialogue between biomedical eth-
ics, centered on patient’s rights, and the internal ethical concerns
of the practice of nursing. In the now classic biomedical textbook
on a principle-based approach to bioethics, Beauchamp and
Childress (2), present four major ethical principles: autonomy,
justice, beneficence, and non-maleficence that can be applied in
cases of ethical conflicts and dilemmas, to reach ethical decisions.
Patient autonomy and informed consent, as overt ethical reforms
to paternalism, have exerted a strong moral influence in medicine
and nursing. The principle of justice as equal rights of the indi-
vidual to the public goods of society necessarily focuses on free-
dom from tyrannies of one group determining the ultimate values
or notions of good for any particular individual. As Rawls (3)
defined deontological ethics, such an ethic requires “thin notions
of the good” in order to prevent the imposition of specific notions
of good of one group within a pluralistic civil society on another
person’s notions of the good life. In the wake of the September
11th terrorists’ attacks on the American way of life, the experi-
ence of the goodness of freedom from infringements on rights
and privileges of others becomes fully apparent as a good in itself.
This unjust attack on innocent citizens, who became identified as
abstract symbols of wealth, capitalism, and freedom demonstrates
the importance of “freedom from” the tyrannies of others who
would impose their views of God and justice on others. Principles
of justice create public spaces where people can meet with well-
established ground rules and legal infrastructures to exercise their
right to the pursuit of happiness as they define it, not as it is
defined or dictated by others. Even though these legal structures
are often not more enlightened than the prevailing culture, they
have a notable record of defending the private citizen’s right to
pursue their own happiness and well being, as long as it does not
violate the freedom of the same pursuit by others. This so-called
negative freedom of rights ultimately cannot be separated from the
good experienced in such freedom from tyrannies and coercion.
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The focus on autonomy, justice, and individual rights helps
institutionalize principles of justice in the decision-making struc-
tures and processes of public institutions, where care and meet-
ing of strangers occur (4). As O’Neill points out, inequalities and
vulnerability are gathered in public caring institutions, therefore,
firm structures and policies that ensure justice are minimally
required to prevent neglect and abuse of those who cannot
adequately demand or defend their rights. Justice acts as a buffer
against prejudices that exclude and deny rights to others. Benefi-
cence and non-maleficence, and a fiduciary relationship are
required where rights’ bearers cannot understand or demand their
rights. However, justice alone is not enough to ensure care of
those who are ill, too young, or too old to fend for themselves.
The ethical landscape of health care requires a vision of one’s
basic relatedness to others and notions of a good life in relation to
the human condition. For example, in situations of inequality and
vulnerability, mercy and generosity will also be required to ensure
that rights’ bearers who cannot demand their rights will be met in
their particularity, protected and nurtured. Sandel (5) points out
that justice is remedial—it corrects or repudiates injustice. Jus-
tice and procedural ethics lodged in institutional policies and pro-
cesses are necessary, but not sufficient. Moral imagination and
solidarity with one’s fellow human beings is required to avoid
constant infractions of justice.

Nursing, as a women’s profession, moved private caring
practices into the public domain. Nursing has a complex history
in relation to its code of ethics, especially pertaining to the sub-
ject of patients and families (6,7). Institutionalizing justice in
public caring institutions is fraught with difficulty for many rea-
sons. Care has systematically been relegated to those of lesser
power, i.e., primarily women, and the language of care has tradi-
tionally been lodged in the private, domestic sphere (8). Institu-
tionalizing justice in the caring work of nurses has been further
complicated as a result of the fluctuating relationship of the
nurses’ institutional work arrangements, between being directly
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employed by the patient or family, and the hospital or other health
care institutions. The role of the nurse in terms of responsibility
to the patients and families in public caring institutions has been
disrupted by a history of subservience and status inequities
between nurses, physicians, and hospital administrators (9).
Nurses were taught to be obedient and loyal to hospitals and doc-
tors in order to ensure their safety and continued employment (7).
Direct intervention on the patient’s behalf relating to good care
or ethical consideration, required nurses to be ethical heroes in
contrast to ordinary good citizens supported by institutionalized,
ethical structures supportive of patient advocacy and caring prac-
tices. Despite this tradition of submission to bureaucratic con-
trols, nurses have developed a rich ethical literature about patient
advocacy (10). Progress has come with consciousness-raising,
associated with the women’s movement and the improved educa-
tion of nurses. However, as the recent shift to a market model of
health care delivery has demonstrated, professional nurses con-
tinue to have difficulty defending their role and function in pub-
lic institutions (11). The current International Congress of
Nursing Code and the American Nurse’s Association Code of
Ethics (12) clearly articulate that the nurse’s first duty and obli-
gations are to the patient.

An ethic of care sometimes exceeds what can be required or
demanded by patient rights alone (13). For example, intensive
care nurses (11,14) frequently tell and write of situations where
they experience moral anguish over administering heroic treat-
ments to patients who are receiving futile treatments that prolong
their dying because of family requests, or the physician’s unreal-
istic expectations for a cure. In these situations, the anguish of
the nurses’ felt ethical obligation to stay in the situation, and con-
tinue to support the patient by providing as much comfort as pos-
sible, while working with the parents or families, and physician
to advocate for the patient’s best interests, is often described.
However, abandoning this situation that they morally disagree
with would do an even greater harm to the patient and family. In
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the case of critically ill neonates, demanding or asserting the
infant’s rights in the context of parental rights does not adequately
meet their felt moral obligation to continue in their supportive
and “holding” relationship to the infant and parents, until the par-
ents can face the death of their infant. Nor can they remain silent
about the infant’s plight (15).

Biomedical ethics has provided an external voice and disci-
plined thinking about patient rights, and health care profession-
als’ duties and obligations to patients. The need for an external
voice aligned with public interests continues to be crucial in the
current climate of market models of health-care delivery (11–
13,16,17), and as evolving technologies create new moral ques-
tions and dilemmas. Health care professionals must not be left to
think and decide in isolation about crucial questions concerning
rights to treatments, rights to die, informed consent, new biologi-
cal possibilities in reproduction and fertility, new genetic testing
and therapies, cloning of human embryos, and continued threats
to equity in health care access. To be more closely aligned with
public interests, bioethics will have to grow in its advocacy role
as well as in its public policy role in social ethics. Biomedical
ethics has given an immense amount of attention to resolving ethi-
cal dilemmas in clinical cases. A shift toward advocacy, social
ethics, and public policy is particularly important now that access
to health care has become an urgent issue for the more than forty
million uninsured persons in the United States, and a growing
problem for those insured by market-driven managerial systems
that control access to health care. It is also an issue of social eth-
ics, that we have increasingly medicalized social problems and
issues, so that access to social and caring services are funneled
through entry into the medical system (11,12).

Another current challenge for bioethics lies in strengthening
and linking the external critique with the moral sources and
notions of good within the practice of professionals. This is a chal-
lenge to create better public language and understanding of the
narrative and scientific traditions within particular professions,
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along with the articulation of notions of good that are central to
public-caring practices. We have much to learn about the ethical
wisdom, and ethical breakdowns embedded in the day-to-day
experiential learning about being a good nurse, physician, or
social worker (18,19). Practices are socially embedded and are
lodged in narratives and traditions (20). Thus, they cannot be
completely objectified or formalized because they are located in
the practical world of relationships, action, skillful comportment,
and moral agency—as these are lived out in particular situations.
Being a good practitioner requires action and reasoning in transi-
tion with particular persons in particular situations (11,21).
Being-in-relationship to particular persons or situations requires
engagement and experiential learning. But since this particular
relationship is lodged in a social tradition of schooling, science,
and education, those engaging in a practice can recognize obvi-
ous instances of excellent or poor practice (22–24). Learning
skillful, ethical comportment—central to nursing and medical
practice—requires experiential learning that develops skilled
know-how, emotional and relational climates, and embodied vir-
tues that are not limited to the required science of the practice.
The humanities’ side of ethics is required for thinking about good
practice in order to provide a continuing renewal of moral imagi-
nation within the practice.

The following amended translation of Gadamer by Joseph
Dunne (1997), clarifies distinctions between experiential learn-
ing and science:

Experience [Erfahrung] itself can never be science [wissen-
schaft]. It is in absolute antithesis to knowledge [Wissen]
and the kind of instruction that follows from general theoreti-
cal or technical knowledge. The truth of experience always
contains an orientation towards new experience. That is why
a person who is called “experienced” has not only become
such through experiences but is also open to new experi-
ences. ...[And] is particularly well equipped to have new
experiences and to learn from them. The dialectic of experi-
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ence has its own fulfillment not in definitive knowledge,
but in that openness to experience that is encouraged by
experience itself. (ref. 25, p.338; translation as amended by
Dunne, ref. 26, p. 306)

Articulating exemplary or excellent practice and the experi-
ential learning of professionals has received less attention from
ethicists and philosophers, although there is a growing interest in
this narrative approach to ethics (19,27–30). Moral development
and experiential learning within excellent practice has its begin-
ning in the work of Aristotle, but has recently been revived as a
moral source in health care ethics (24,31,32). Charles Taylor’s
(21,33–35) philosophical writings on moral sources, and his work
on public and private life, offer ways to broaden the current bio-
ethical discourse. Taylor argues that people take a stand on their
lives through making strong evaluations—some choices are
strong, not simple, because they are linked to the person’s sense
of who they are and what matters to them. Strong evaluations as
opposed to simple consumer choices require that a person make
qualitative distinctions in ethical comportment and reasoning
(33). In nursing and medical practice, ethical (notions of the good
and relationship with the other) and clinical discernment are
linked. Distinctions between beneficence and maleficence in
helping relationships are qualitative distinctions, and are also
strong evaluations linked to the well-being of the other, and to
fidelity and trust in the relationship (23,24,36).

Aristotle (36a) was the first to see the importance of the
development of character and moral sensitivities within a prac-
tice over time. Joseph Dunne (26) notes the following, having
mastered the notion of techne handed down by Plato:

...[Aristotle] nonetheless stopped short of according to it an
unlimited jurisdiction in human affairs. Besides poiesis, the
activity of producing outcomes, he recognized another type
of activity, praxis, which is the conduct in public space with
others in which a person, without ulterior purpose and with
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a view to no object detachable from himself, acts in such a
way as to realize excellences that he has come to appreciate
in his community as constitutive of a worthwhile way of
life [in Taylor’s terms, a strong evaluation]. ...Praxis
required for its regulation a kind of knowledge that was
more personal and experiential, more supple and less
formulable, than the knowledge conferred by techne. This
practical knowledge (i.e., knowledge fitted to praxis)
Aristotle called “phronesis,” and in his analysis of it, in
which he distinguished it explicitly from techne, he
bequeathed to the tradition a way of viewing the regulation
of practice as something nontechnical but not, however,
nonrational. (ref. 26, pp. 9,10)

Articulating a Practice-Based, Relational Ethic

Bioethicists, such as Edmund Pellegrino and David Thomasma
(37,38), have revitalized this discussion of agent-centered
morality and the development of virtues within medicine, in the
Aristotelian tradition of ethical judgment, moral development,
and discernment (phronesis) (15,39). One of the practical
implications of this tradition is that practitioners need to attend
to and articulate what they learn from experience in their every-
day practice.

Learning to be a good nurse requires not only technical
expertise but also the ability to form helping relationships and
engage in practical, ethical, and clinical reasoning (40). Six
aspects of skillful, ethical comportment and clinical judgment are
highlighted as central to becoming an excellent practitioner: (1)
linking clinical and ethical reasoning; (2) thinking in action and
reasoning-in-transition; (3) perceptual acuity and the skill of
involvement; (4) skilled know-how; (5) response-based practice;
and (6) moral agency (11,20). In this view, ethical and clinical
reasoning cannot be separated because the vision of what is good,
bad, or harmful dictates sound clinical judgments. The moral
sense of what is good to be and do in a situation guides problem
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identification, therapies, and evaluation of care (11,19,20,41).
Because nursing is a relatively new discipline and public-caring
practice, many of the internal notions of good in nursing are
unarticulated, or have difficulty being recognized as legitimate
public discourse (8). The limited public language for ethical con-
cerns in nurses’ helping relationships provides another strong
rationale for articulating the experiential learning and practice-
based knowledge of practitioners.

Taking up a practice requires that the practitioner acquire
the habits, dispositions, skills, and emotional responses of excel-
lent practitioners. This requires experiential learning. Experien-
tial learning, as Gadamer (25) points out, requires having one’s
preconceptions and expectations turned around, so that under-
standing, dispositions, and knowledge are changed. The possi-
bilities of moral agency are dependent upon one’s vision of a good
life, experiential wisdom, skilled know-how, relationship, open-
ness, and responsiveness. In our research, we found that moral
agency, as perceived as one’s possible impact and influence on
the situation for the beginner, consisted in achieving pre-set goals
and accomplishing tasks, and being respectful and considerate
(20). However, at the proficient and expert levels of practice,
moral agency was more attuned to particular concerns in clinical
situations and nurse–patient relationships. One’s visions of what
is possible and capacities to act are based on experiential learning
and the skilled know-how to respond and act in particular situa-
tions. This stance offers a perspective on the differences between
the Kohlberg (42) and Gilligan (43) visions of moral maturity,
and distinctions between a practice- and a principle-based
approach to bioethics:

If one thinks of morality exclusively in terms of judgments,
which are generated by principles, ethics looks like a form
of practical reason, and the ability to stand back from the
situation so as to ensure reciprocity, and universality
becomes a sign of maturity. But if being good means being
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able to learn from experience and use what one has learned so
as to respond more appropriately to the demands of others in
the concrete situation, the highest form of ethical comport-
ment consists in being able to stay involved and to refine
one’s intuitions. ...Thus when he measures Gilligan’s two
types of morality—her two voices—against a phenomenol-
ogy of expertise, the traditional western and male belief in the
maturity and superiority of critical detachment is reversed.
The highest form of ethical comportment is seen to consist
in being able to stay involved and to refine one’s intuitions.
If, in the name of a cognitivist account of development, one
puts ethics and morality on one single developmental scale,
the claims of justice, in which one needs to judge that two
situations are equivalent so as to be able to apply one’s uni-
versal principles, looks like regression to a competent un-
derstanding of the ethical domain, while the caring response
to the unique situation stands out as practical wisdom. If so,
the phenomenology of skill and expertise would not be just
an academic corrective to Husserl, Piaget, and Habermas. It
would be a step toward righting a wrong done to involve-
ment, intuition, and care that traditional philosophy, by
passing over skillful coping, has maintained for 2500 years.
(ref. 40, pp. 275,276).

Thinking in action and reasoning in transition refer to prac-
tical reasoning or phronesis that takes into account changes in the
practitioner’s understanding of the clinical situation, and transi-
tions in the patient or family condition (11,19). This form of rea-
soning takes into account changes in perception and directional
changes in the patient’s condition. Charles Taylor (21) has con-
trasted this form of practical reasoning (which is closer to a mov-
ing picture) with scientific and rational-technical reasoning that
compares two points in time, by spelling out the situation and the
formal criteria for judging the situation into absolute “yes and
no” decisions (closer to “snapshot” reasoning). As Taylor (21,34)
points out, moving through a transition, from a confused or vague
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understanding to a clearer understanding, is error reducing and
clarifies limits and possibilities in the situation. Keeping track of
past, changing, and current understandings is the form of practi-
cal reasoning or phronesis that engages the nurses in their prac-
tice. Phronesis requires the moral arts of attentiveness and
engagement with the other. Threats to this practice are fragmented
care-giving episodes, having to delegate too many tasks to other
caregivers so that one loses track of the patient’s changing condi-
tion, and lack of time for the development of relationships. This
form of thinking requires more than applying knowledge or sub-
suming things under categories. As Logstrup points out:
“Subsumption is not cognition but an application in which we
test whether our cognition was correct” (ref. 44, pp. 140,141).
This insight can be extended to bioethics. Justifying ethical deci-
sions based on ethical principles in bioethics such as autonomy,
justice, beneficence, and non-malfeasance does not ensure that
the practitioner will notice when these principles are at stake in
actual patient-care relationships, or whether the practitioner will
be able to develop the relationships that will open possibilities
and thinking in action. Ethical principles can enhance account-
ability and allow for grievance and justification, but the moral
agent must breathe life into these principles in action and in fidu-
ciary caring relationships (45). The nurse learns how to be appro-
priately moved by meeting the other, and by visions of being a
good nurse in the particular situation.

The Role of Emotions
in Skillful, Ethical Comportment

Perceptual acuity and the skill of involvement point to the role of
emotion and perception in ethical and clinical discernment. Prac-
titioners experientially learn how to be with those who are vul-
nerable and suffering by doing better or poorer at being
emotionally available and attuned to the person’s concerns and
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needs, without being overwhelmed by the other’s plight. Learn-
ing the skills of involvement (emotional attunement or engage-
ment) teaches the nurse to be with another without becoming
either too detached that the needs of the other are not perceived,
or too overly identified such that the respect for the identity and
separateness of the other are usurped or ignored. Skills of involve-
ment allow the practitioner to have a sense or grasp of their situ-
ation, so that a vague uneasiness or sense of disquietude often
signals an early, fuzzy recognition of subtle or impending change
in the patient. In this view, emotions are schooled to serve ratio-
nality and connection. In the early stages of learning to be a nurse,
the nurse may sense a generalized anxiety over the patient’s vul-
nerabilities and over his or her own lack of skill and knowledge,
but already by the competent stage of skill acquisition, emotions
of uneasiness or anxiety have become perceptive, and typically
point to a need for attentiveness and puzzle-solving in the spe-
cific clinical situation (11,20). Emotional responses become like
a moral compass to the excellent practitioner. Nurses who do not
experientially learn skills of involvement that allow attentiveness
but not over-involvement do not go on to become expert nurses
(20). This does not imply that a clinician’s sense of salience is
infallible, and excellent practice requires that the practitioner stay
open to experiential learning and changing relevance to the clini-
cal situation at hand. This social relational space sets up a
disclosive space between practitioner and patient or family. Jodi
Halpern critiques a detached view of reasoning in medical rea-
soning, calling for “emotional reasoning,” putting forth a revised
view of empathy as more than detached cognitive imagination.
She states:

...Autonomy [interpreted as] non-interference is, in fact, not
benign, because the mental freedom to imagine one’s own
future often comes not from some process inside one’s head,
but from processes in the social world. It is through emo-
tional communication starting in early infancy that we
develop a sense of agency and efficacy, a life-long process.
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When one’s identity and goals are stable, a person can be
resilient and emotionally independent and withstand social
rejection or neglect without being seriously affected. How-
ever, when someone’s entire sense of self is disrupted, as
occurs with suffering and trauma, the impact of not being
empathized with can be very severe. (Halpern, 2001, p. 116)

The skillfulness of diagnostic and therapeutic interventions
depends upon the nurse’s or physician’s relationship with the
patient in at least three crucial ways:

1. The relationship and the mood or emotional climate of
the nurse or physician–patient encounter determines what
aspects of the patient’s ailments and suffering can or will
be disclosed.

2. Knowing the patient in his or her life-world uncovers the
contributions and restraints on recovery that a particular
person’s world makes or could make.

3. The physician’s or nurse’s caring practices and rhetorical
skills determine how and what information the patient will
hear from the physician about diagnosis and treatment,
and how those may or may not help with the re-integra-
tion of the person back into his or her life-world.

All three require phronesis and not just techne (see 46,47).
Everyday ethical and clinical comportment are guided, not

so much by quandary and extreme cases that fall outside the usual
boundaries of good practice, but by usual understandings about
worthy, competing goods in particular clinical encounters. For
example, the clinician must make qualitative distinctions between
care and control, and comfort and suffering; and these distinc-
tions depend on context and relationship (23). Therefore, qualita-
tive distinctions cannot be made through objectification or
rational calculation. Emotional attunement creates the possibility
of rational action, despite the fact that emotions can also be the
seat of irrational actions. Emotional responses can act as a moral
compass in responding to the other, and in guiding one’s sense of
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the situation. Emotions, viewed this way, are neither empty of
cognitive or moral content nor necessarily disruptive and faulty.

The expert nurse can identify or find problems because of
perspectives from past clinical situations. Consequently, expert
clinicians do not just engage in knowledge utilization; they
develop clinical knowledge. A practice, in this view, is not
equivalent to matching specific theories to specific situations; it
is a dynamic dialogue in which theories and new understandings
may be created. The expert is called to think in novel, puzzling,
or breakdown situations. Practitioners in particular situations can
create what might be imagined to be theoretically implausible
actions and outcomes, recombining aspects of theories in novel
ways (48).

From a contractual vision of the meeting of autonomous
strangers, we do not think of ourselves as being constituted by
others, and tend to think of the moral self as that which is “owned”
by the self and freely chosen. Care, connectedness, responsive-
ness, and interdependence are signs of a moral lapse, and are
sources of embarrassment for the strictly atomistic vision of
the autonomous individual. For the autonomous choice maker,
care and caring practices can appear as yet one more set of
choices until the position of caring or needing care intrude,
because care always implies situated or bounded choice (34). In
intimate spheres, loving a child or parent precludes freely choos-
ing to stop caring about the parent or child, though one may physi-
cally separate from the other. In less intimate spheres, when one
is vulnerable or incapacitated, choices about being cared for and
receptivity to care are constrained. Care, publicly and privately,
is bound up with the human condition and our commonly experi-
enced vulnerabilities, fears, and dependencies..

Embodied skilled-know is central to thinking in action and
excellent ethical comportment on the part of the practitioner (11).
Learning how to skillfully respond in the moment of actual con-
crete situations lies at the heart of becoming a wise and rational
nurse. An empathic response is blocked if the nurse does not
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know how to actively listen, or how to design the best monitoring
and dosing of pain medication and comfort measures. Taylor (49)
and Logstrup (50) note that we are in danger of reducing ethical
discourse to decisional ethics, so that action, relationship, skilled
know-how, and ways of being in the situation are overlooked,
while adjudicating right decisions according to well-formulated
ethical principles becomes the preoccupation of ethicists.

A number of ethicists have noted that perceptual acuity, i.e.,
perceiving when an ethical response is required in a situation,
and/or discerning what constitutes an ethical challenge, is not
automatically ensured by mastering a cannon of ethical principles
(40,51,52). Both action and perception are overlooked in ethical
theories that focus on rational calculation of rights or conse-
quences of action, rather than on the non-rational aspects of rela-
tionship. A broader Aristotelian definition of rational enlarges
our moral vision to include action, skillful comportment, rela-
tionship, emotional connection, and emotional climates that open
up possibilities or close them down. All these practical embodied
aspects of the ethical life (53) allow people to actualize their
notions of good, and even form the conditions of possibility for
rational, technical calculation, where formal criteria are estab-
lished to apply to formal properties of situations (21). Our skill-
ful comportment in a tradition or practice, practical reasoning,
and particular relationships are required to initiate and guide any
form of rational calculation about ethics.

The claim is that emotions, although nonrational, make
rationality possible because emotions are linked to perception and
discernment, and make human connection possible (47,54–56).
In a practice discipline, emotions are educated to allow for mak-
ing qualitative distinctions, for attending, for making appraisals
of situations, and for creating the possibility of emotional
attunement to another’s plight and possibilities. The competent
performer learns to feel regret over poor performance and satis-
faction over good practice, but also learns to relate emotional
connections that are facilitating and safe by learning how close or
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distant, or engaged one must be in certain helping relationships.
In psychology this is sometimes called “boundary work,” or es-
tablishing safe and comfortable boundaries between self and not
self. Learning safe boundaries is essential, but the skill of involve-
ment also requires an account of the positive possibilities of open-
ing comfortable, facilitative, emotional climates for growth,
recovery, and healing. Practitioners learn the skills of involve-
ment experientially by standing too close, or too far away, im-
pacting the emotional climate and relationship for better or for
worse, in order to facilitate the patient and family’s well-being
(11,20,46).

As Sherman (55) points out, this view of the role of emotion
is in keeping with Aristotle’s views of developing moral charac-
ter, and of Hume’s (1888) view of moral sentiments; but it is
stark contrast with Kant’s (1785) view of morality as a product of
schooling the will in moral principles and obligation. In Kant’s
view, reason and emotion are radically separated and emotions,
such as a predisposition to sympathy, are useful until reason has
sufficiently developed to take over the reigns:

...duty, or acting on principle, remains the moral motive.
That is on theKantian view, as a morally motivated agent,
what grounds my reason (for not betraying the patriot to the
tyrant for gain, say) is not compassion I happen to feel, but
that such action is wrong, and wrong because it manipulates
another’s rational agency. Emotional motivation is non-
moral. On some views, non-moral motivation may be
present, but all the same it is not the locus of the morality, or
moral worth of the action. (ref. 55, p. 150)

But in the examples of schooled compassion that Sherman
uses (55), and those from studies of nursing practice
(11,19,20,46,57,58), emotion enables discernment about when to
act and when not to act, and how to be receptive and respectful of
the other. Drawing on Taylor (49) and Murdoch (59), emotion in
the form of loving the good, moves us to act.
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Sherman (55) points out that Kant is leery of sentimentalism
and ineffectual emotion. Logstrup (44) takes up the issue of sen-
timentalism and moralism. Sentimentalism lies in turning emo-
tion in on itself rather than having the emotion direct attention
and action to the issue at hand:

It is characteristic of life-manifestations such as frankness,
sympathy, and trust that they divert attention away from
themselves and from the individual whose life-manifesta-
tions they are, in order to direct attention instead out toward
the individual’s existence among other human beings and
objects. On this ground, life-manifestations bear our exist-
ence. As far as frankness is concerned, the person speaking
frankly is not aware that he is frank except in situations in
which there are costs connected with being frank. Under
normal circumstances, he is too absorbed with clearing up
some matter. As far as sympathy is concerned, the sym-
pathetic person is not aware that he is sympathetic. He is
too absorbed with what ought to be done to relieve the situ-
ation for the person who is distressed. As far trust is con-
cerned, the person who is trusting is not aware that he is
trusting. He is too absorbed by what is steadfast. In sum, the
life-manifestations in question divert too much away from
themselves for the person himself to be conscious of them.
Which emancipates the contribution of the individual.
Absorbed by what should be done—exposing the matter to
the light of day, relieving a distressful situation, the person
is not aware of life-manifestations. The person identifies
himself with a life-manifestation to such a degree that he
forgets it. Thus, he is able to focus on his complete concen-
tration upon what the life-manifestation will have for him.
(ref. 44, p. 89)

Sentimentalism for Logstrup, is turning one’s attention to
the feeling rather than the to issue or task at hand. Sentimental-
ism takes the form of self-involvement,whereby the person turns
the emotion in on itself, or feeds off the risk, vulnerability, or
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danger of the other’s emotional plight. In Logstrup’s account,
moralism bears a strong resemblance to sentimentalism. A dis-
ruptive moralism occurs when the person discovers an emotional
impediment or character flaw that blocks effective action and
attention. Logstrup gives the example of finding it difficult to
arrive at an understanding of a difficult text because of deficient
attentiveness and time on the task, so that comprehension is
blocked by a superficial approach. Once he has corrected his
attention or character problem, then his energy must once again
be directed to understanding the text, not to continued attention
to his character. Further self-recriminations or censorship from
others beyond the person’s recognition and self correction, is a
form of moralism that prevents action and directedness to the task
or concern at hand. Will and emotion are linked rather than oppo-
sitional to one another. The schooling of emotion and will require
each aspect of the self. “Pure” will and “pure” emotions are a
false oppositional account that ignores how will is infused with
emotion, and emotions guided by will in the embodied person.
The treatment of ethical theories as oppositional to one another,
so that one term is defined in terms of what it is not, or one term
is defined as if it were a mutually exclusive choice in relation to
the other term, is a current problem in the field of bioethics. Kant
engages in this kind of oppositional thinking in positing emotion
and reason, sentiment, and moral action in oppositional and
mutually exclusive ways. This oppositionalism denies the ways
that emotions are linked to reason, and the mutual or dialogical
form of influence between reason and emotion.

Grounding Nursing Ethics in Justice and Care

Two landmark feminist writings in ethics, Justice and Virtue: A
Constructive Account of Practical Reasoning by Nora O’Neill
(4), and Making Virtue a Necessity: Aristotle and Kant on Virtue
by Nancy Sherman (55) show the way out of an oppositional
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stance between a rights based, justice-oriented approach to ethics
and a care ethics. Both works are dialogical, and both claim a role
for a qualified particularism and for principles. As Sherman notes:

To make a decision, on the Aristotelian view, is neither to
subsume one’s choice under some general principle or law,
nor to ask whether others could endorse the universalized
maxim of one’s action. Nor is there the move that others
should act as we are acting. Thus the orthos logos (right
reasoning) of the person of practical wisdom does not
involve transforming one’s choice into some law-like coun-
terpart, despite a modern bias toward translating the phrase
as “right rule.” Rather the focus is always on the specifics
of the case; wise judgment hits the mean not in the sense
that it always aims at moderation, but in the sense that it hits
the target for this case. As such, description and narrative of
the case are at the heart of moral judgment. This is not to
say Aristotle is blind to the fact, so urgent for the Kantian,
that we regularly make exceptions for ourselves and that
morality must be a matter of confronting squarely those
rationalizations. On the contrary, Aristotle insists that the
good life is a life studying one’s actions, choices and emo-
tional responses, and studying them in a way in which one
remains open to criticism and reform [internal critique]. (ref.
55, pp. 244,245)

The practices of nursing and medicine carry within their tra-
dition moral sources for meeting the other in respect and in soli-
darity with the human condition of embodiment, finitude,
vulnerability, and human possibilities. The helping professional
must be schooled in skills of involvement, in meeting the other—
in receptive ethics (58).

Nurses in practice, even in the most bureaucratic settings,
struggle with a relational or care ethic. Nursing as a socially
organized set of caring practices brings to the discussion of bioet-
hics, ethical concerns about how to meet, encourage life courage
and growth; how to protect, nurture, and comfort those who are
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vulnerable and in need of care (46,58). But nursing, when truest
to its tradition, does this with an acknowledgment of the distinc-
tiveness, and separateness of the other, and with the understand-
ing that the need for care is universal and helpers share the same
human possibilities as those they would help (46). This stance is
distinct from the technical expert who only holds an external
relationship to an object of craft or fabrication. Although nursing
as a discipline can claim rationality, knowledge and skillful ethi-
cal comportment in its caring practices, it cannot coherently
claim, a narrow rational technique that guarantees mastery over
the outcomes of caring relationships with concrete, finite others.
This places nursing, as a discipline, more firmly in the Aristote-
lian tradition of phronesis and praxis, rather than poiesis or mak-
ing, the technical rationality of producing outcomes (11,19,
20,26). A justification of right actions based on moral principles,
although useful for institutional policies and procedures, and for
justified ethical decision making—especially in dilemma or
breakdown cases—is not sufficient for generating or discovering
the good in particular concrete, caring relationships. This calls
for wanting the other to flourish, to be met and recognized—what
Iris Murdoch calls “finding the good in others with no ulterior
motive or point to prove” (1,49). That this art would seek the
good in situations of risk and vulnerability requires more than a
diagnostic armamentarium for fixing pathologies and deficits—it
requires that the good possibilities in actual concrete situations
and concrete relationships be acknowledged and nurtured. In
meeting the other and in caring practices, one finds “situated pos-
sibilities” rather than norms or static goals (46). There can be no
guarantees in such a fragile and risky set of caring practices.
“Helping” that dominates, takes over, or promises what is not
feasible, must be vigilantly resisted. The Norwegian nurse phi-
losopher and ethicist, Kari Martinsen (58) has written about the
necessity of metaphysics and a critical social-ethica for nursing
that is life-affirming and nurturing:
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Ethics, life-philosophy and metaphysics are cornerstones in
nursing. ...Caring for others and loving one’s neighbor are
the most natural and fundamental aspects of our lives. And
also so difficult. (58)

Martinsen, influenced by the works of Karl Marx and K. E.
Logstrup, critiques the extreme individualism of the modern self-
centered and self-assertive individual. In Martinsen’s words:

Life with fellow man demands a certain way of living: Not
to interfere, control or master the other person. To be open
and with feelings for the other yet restrained induces an eth-
ics of reception. The attitude towards life is gratitude. In our
world of productivity and results, this becomes critical eth-
ics. ...The battle between conquering and receiving appears
in human relations. In human relations, power can be used
to destroy the other, or used to expand the other’s life-space
by receiving him or her. Hope lies in receiving, not in con-
quering each other. Receiving the other with confidence is
criticism of the violent idea of growth, to which we are
expected. It is counterweight to progress and competition,
which creates loneliness and tension. Receiving the other in
confidence is seeing and defending the unqualified human
values, in a society which measures them according to quali-
fications and usefulness. It is seeing what has been given
us—seeing the other as creation and irreplaceable. It is see-
ing the potential in the person who never achieved anything.

Martinsen’s work resonates with my work in articulating
notions of good in the everyday practice of nurses (19,46). I am
convinced that nurses encounter the fundamental demands that
the lives of others be received and responded to as members and
participants in a common humanity, or as Logstrup and Martisen
(57) put it, as a response to the fundamental gift of life. First per-
son experience-near stories from nursing practice point to meet-
ing the other in vulnerability, situated possibility, and respect for
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the life of the other. Nurses have informal narrative dialogues
about “knowing the patient and family” (60) whereby their judg-
ment is guided by knowing the particular concerns and clinical
trajectory of the patient. Within knowing the patient and family,
the nurse is able to make qualitative distinctions about what will
be experienced as care, and what will be experienced as control-
ling and dominating (23). Despite our many theoretical and prac-
tical reasons for being skeptical about the human possibilities of
a receptive ethic, the discovery of these sovereign life expres-
sions against all odds, holds out the distinct possibility of care,
and allows us to explore and encounter the sovereignty of the
good (59). Charles Taylor makes the point that our sense of moral
obligation is dependent on the broader and more fundamental
sense of what it is good to be:

But ethics involves more than what we are obligated to do.
It also involves what it is good to be. This is clear when we
think of considerations other than those arising from our
obligations to others, questions of the good life, and human
fulfillment. But this other dimension is there even when we
are talking about our obligations to others. The sense that
such and such is an action we are obligated by justice to
perform cannot be separated from a sense that being just is a
good way to be. If we had the first without any hint of the
second, we would be dealing with a compulsion, like the
neurotic necessity to wash one’s hands or to remove stones
from the road. A moral obligation comes across as moral
because it is part of a broader sense which includes the
goodness, perhaps the nobility or admirability, of being
someone who lives up to it...

If we give the full range of ethical meanings their due, we
can see that the fullness of ethical life involves not just
doing, but also being; and not just these two but also loving
(which is short-hand here for being moved by, being
inspired by) what is constitutively good. It is a drastic
reduction to think that we can capture the moral by focusing
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only on obligated action, as though it were of no ethical
moment what you are and what you love. These are the
essence of the ethical life. (ref. 49, pp. 14,15)

In recent observations of care planning and reports between
hospice nurse and physician, Dr. Derek Kerr explained following
the notions of good care with all its particularities and contingen-
cies. For example, rescue treatment is not usually applied in man-
aging terminal pneumonias in hospice care. However, Dr. Kerr
explained: “In the case of pulmonary infection which is distress-
ingly malodorous, or provokes a troublesome cough, then oral
antibiotics would be prescribed.” The person’s humanity, facing
death, and closing down a life in the context of a particular life
and disease, guide medical and nursing interventions (53). The
ethical concerns related to patients’ rights are different from those
related to providing as good a death as possible for a particular
patient, once the patient’s rights related to dying and treatment
are settled. Discernment and risk are ever present as judgments
(strong evaluations) are made about increasing narcotics or pro-
viding palliative care that will ease the days, and allow persons to
face death as they are able to. Notions of good are fragile, and
come with risks of not doing or being good in a situation (61).

It is easier to guarantee rights than it is to ensure fidelity to
the good in concrete, contingent situations. Practical reasoning
(phronesis) about facing death, and providing comfort and dig-
nity are not reduced to “choice” or “control” in good hospice care;
though choice and control figure into concerns and discernment
as the person finds his or her way toward death. Many more par-
ticular life goods are at stake than choice: for example, the moral
art of holding open a life so that social death does not occur before
physical death; so that leave-taking rituals and the human task of
facing death are possible. These are the fragile goods that require
connection and discernment. They cannot be guaranteed, but they
can be nurtured by telling our practice stories where the good is
actualized, and by creating work environments that support and
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encourage caring practices between health care practitioners and
patients. Rights are essential and remedial, but not the end of ethi-
cal concerns, and they must always be animated by the notions of
good that constitute them.
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Literature has always been an important part of the discourse
of medical ethics. Because short stories, novels, poems,

plays, autobiographies, and films offer vivid representations of
illness, disability, and dying, they make powerful and effective
exemplars in ethics education. In the 1970s, for example, plays
like Brian Clark’s Whose Life Is It Anyway and Peter Nichol’s
Joe Egg responded to the same concerns that prompted early de-
bate in medical ethics and, like that debate, focused attention on
the side effects of medicine’s technological marvels. A decade
later, Larry Kramer’s The Normal Heart and William Hoffman’s
As Is were the first to pound home the evils of the social refusal to
attend to the growing AIDS epidemic. Since the 1970s, autobiog-
raphies of illness, like Audre Lorde’s The Cancer Journals,
Anatole Broyard’s Intoxicated by My Illness, and Reynolds
Price’s A Whole New Life—to say nothing of scores of others by
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people unknown before their diagnosis—have found a ready
audience (1). Physician-authors, like Richard Selzer, John Stone,
Perri Klass, and more recently Rafael Campo and Michael Stein,
have revealed the texture of medical practice. Others, like Donald
Hall, Lorrie Moore, and Deborah Hoffmann, have made riveting
poems or stories or films about the illness of family members (2).

Fiction, poetry, drama, and autobiographical essays take up
these issues not because they are central to medical ethics but
because illness and death are part of the human condition that
imaginative writing exists to explore. This is not a recent phe-
nomenon: Philoctetes and King Lear are as relevant to contem-
porary moral discourse as ER. But these days, with many human
ills caught in the prolonged embrace of what Lewis Thomas
called “half-way technology,” medicine has become central to
the way we think about the question of meaning in our lives (3).
Much of contemporary literature concerns not just illness but its
medical treatment, the moral choices that treatment engages, and
the failures of human compassion that too frequently accompany
our trust in technologized care.

Literature’s contribution to discourse about values and
behavior, nevertheless, can be easily overlooked. Drama, poetry,
and fiction make no explicit argument; stories seem to be always
just there. Irony, revelation, and meaning itself all depend on what
the observer already knows about human beings, the acts they are
likely to commit, and the justification they offer for them—and
much of this knowledge has been learned in turn from stories.
We do not ordinarily reflect on this: stories are simply our ele-
ment. We ignore the fact that moral lessons are conveyed in gos-
sip, neighborhood rumors, and office politics. We forget that once
we were children hungry to hear stories that made sense of the
world. We take for granted the movies, television, and fiction
that enable us to look into the abyss—or soothe us past the temp-
tation to peer in. So, too, has it been for literature in medical eth-
ics. This essay traces the growth of literature’s use in medical
education and the studied distance the field of literature and medi-
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cine at first kept from ethics. It describes narrative ethics and the
arguments in defense of narrative’s use in medical ethics; it
puzzles over questions of the mutual influence of literature, liter-
ary theory, ethics, and medicine, and concludes with the
narratological critique of medical ethics and the prospects for a
genuine interdisciplinarity.

Education for Medical Practice

Literature was widely used in the 1970s by the early teachers of
medical ethics. In fact, half the contributors to the first volume of
Literature and Medicine (1982) were physicians and religious
studies scholars testifying to the efficacy and value of literature
in the medical-ethics classroom. Literature, which for them meant
realistic fiction, illustrated the moral problems that confronted
physicians and patients. These early teachers looked for stories
that illustrated the questions that at the time characterized medi-
cal ethics: should the dying be told the truth? Does mortal danger
override a patient’s refusal of treatment? Who in a crazy world is
insane? The texts they assigned have since become the canonical
texts of literature and medicine: Leo Tolstoy’s The Death of Ivan
Ilych, William Carlos Williams’ “The Use of Force,” and Anton
Chekhov’s “Ward No. 6.”

Literature scholars, slowly added to the medical faculties,
increased the canon but did not alter the rationale much at first.
Literature, surprisingly, fit the aims and methods of medicine,
especially clinical education, quite well. Unlike the social sci-
ences—but very like medical practice—literature is concerned
with accounts of human behavior and values as manifested in the
individual and not in the aggregate. Like the physician, the writer
focuses on details, alert for the telling oddity. Such clues not only
categorize the present instance and render it enough like earlier
experience to be understood, but also mark its uniqueness and
potential narratability. “Happy families,” Tolstoy observes at the
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beginning of Anna Karenina, “are all alike. Each unhappy family
is unhappy in its own way.” He could have said the same of health
and illness.

However, it would be years before the interpretive drive
shared by medicine and literature or their common narrativity
would license the medical-school use of any literary text what-
ever: Homer or Henry James, Dante or Dostoevsky. Instead, the
rationale for including literature in a medical curriculum, its use-
fulness to medicine, at first meant stories about illness or the pa-
tient–physician encounter. There is a sound pedagogical reason
for this. In medical textbooks, patients are represented as symp-
toms, syndromes, body parts, test results. There are no whole
people who are ill, nor any physicians, nurses, or families of the
ill or dying (4). For an understanding of illness or doctoring or
tending to the needs of a sick person, literature and the theater,
including television, are medicine’s best resources. In medical
humanities courses, the list of teachable texts soon expanded to
include stories and poems by physician-writers and accounts of
the old, the poor, the disabled, the female, ethnic minorities—all
those potential patients with whose experience a medical student
might not be familiar.

Literature, in the view of these early medical humanists, was
a reliably accurate representation of social and physical reality,
and its function was to provide its readers a broader education
through vicarious experience. For physicians and medical stu-
dents, that meant illustrative, richly detailed case studies. Far
from offering a challenge to medical ethicists’ narrow construals
of principlism—what James Childress and Tom Beauchamp have
defensively labeled “deductivism” (5)—scholars in the field of
literature and medicine only indirectly claimed literature’s rel-
evance to medical ethics. How it might be relevant beyond its
“handmaid” function—supplying illustrations of moral prob-
lems—was seldom discussed. Literature’s obvious conjuncture
of culture and psychology, fields of study then widely believed in
the social sciences to be radically separate, or its representation
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of non-dilemmatic everyday experience—or how these matters
might be useful in medical ethics—received no attention. Joanne
Trautmann Banks’ Healing Arts in Dialogue (published a num-
ber of years after its seminal discussions took place) was an ex-
ception; but its reported conversations among physicians and
teachers of literature focused, not on medical ethics, but more gen-
erally on literature’s practical and pedagogical contributions to
medical education (6).  This became the pattern. Early essays in
literature and medicine executed an end-run around the question of
literature’s relevance to ethics. Focusing instead on its relevance to
medicine, they called attention to the conversation about values
opened up by reading literature in the medical school and the hos-
pital without directly challenging the prevailing narrow assump-
tions about what constituted ethical discourse in medicine.

It was physicians and theologians, once again, who pointed
out literature’s relevance to medical ethics, and they used it to
challenge the status quo. Dissatisfied with the dilemmatic or
quandary-based character of medical ethics (7), they called atten-
tion to the larger relationship between literature and the moral
life. Indeed, for more than a decade, the most nearly theoretical
document in the field of literature and medicine remained Robert
Coles’ (1979) New England Journal of Medicine article, “Medi-
cal Ethics and Living a Life.” He distinguishes between the philo-
sophical analysis of particular issues in medical ethics and moral
reflection on the larger question of how life is to be lived; reflec-
tion available to everyone, he points out, through reading novels
(8). Anne Hudson Jones, in her 1987 essay, “Literary Values:
The Lesson of Medical Ethics,” names four other scholars, who
quite early on used literature or literary theory to challenge medi-
cal ethics’ unalloyed reliance on analytic philosophy: Stanley
Hauerwas and David Burrell, Larry Churchill, and Warren Reich
(9). There is not a literary scholar among them. Instead, they were
narrativists who, like Alasdair MacIntyre, saw moral life as a sus-
tained practice, knowable principally through a narrative of the
circumstances and decisions of that life (10).
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Where were the literary scholars? For the most part they
avoided direct engagement with ethical questions. There was a
reason for this reticence. The formalist New Criticism that had
shaped the education of most of the early literature scholars in the
medical humanities had condemned attention to the author’s
intention and the audience’s response as serious critical fallacies.
The author’s purpose, the effect of the text on the reader, and the
more general matter of literature’s participation in moral dis-
course, were all viewed as irrelevant to the work of art and to a
hard-won modernity that held the work to be sufficient unto itself.
At their best—as in the work of Lionel Trilling or F. R. Leavis—
these “fallacies” were the legacy of Matthew Arnold, who
believed that literature might substitute for a dying religion. At
their worst, appeals to the author’s intention and the audience’s
response were lapses into Victorian moralizing that had led as
late as the mid-1960s to such embarrassments as governmentally
banned books and censored editions of the classics (11).

But pure aestheticism is a frail justification for literature’s
presence in the curriculum, in medicine or out. The distance
between the principles of New Criticism and the unacknowledged
justification of classroom practice was immense. Thus, when lit-
erature was added to the medical curriculum with the apparently
straightforward, simple Horatian rationale that literature teaches
as well as delights (12), the few literary scholars in medicine did
not challenge it. The field was too new and tenuous, and Horace’s
claim was literature’s best justification with medical school deans
and clinical colleagues. This is less duplicitous than it seems. The
complexities of representation and the problems of interpretation
inherent in the act of reading are inalienable aspects of discussing
literature in an open classroom. Does the reader read what the
writer writes? How can we know? Because every literary text is
complex, potentially ambiguous, and inevitably situated; inter-
pretation is the “basic science” of literature and literary theory.
Epistemological questions thus have had a kind of stealth exist-
ence beneath the radar of literary–theoretical correctness. Marx-
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ist or formalist-New Critical, feminist or deconstructionist, the
reader must make reliable (if multiple) sense of the text. Early
teachers of literature in medicine could use literature’s relevance
to medical practice and to questions of a good life in medicine as
selection criteria—even proclaim literature’s representational vir-
tues to curriculum committees—without entirely giving up the
New Critical standards that designated the texts they chose as
powerful works of art. But the price was silence on important
critical questions. With regard to every sort of philosophical or
theoretical question, then, the early literature and medicine schol-
ars, very much outnumbered, lay low. They focused instead on
the fictional representation of illness and doctoring and the use-
fulness of literature to medicine.

Nor did this theoretical reticence change when mainstream
literary studies exploded in a burst of post-structuralist energy:
reader response, authorial representation, interpretive reliability,
all became vital issues. Scholars in literature and medicine then
might have moved beyond their service-oriented, enlightenment
claims to argue literature’s epistemological complexity or to chal-
lenge narrower concepts of representation and interpretation in
medicine and medical ethics. But the strengths of literature in
medical education—its assumption that literature mirrors the social
world and its attention to interpretation of texts—were devalued
by post-structuralist discourse. Thus, for its first decade and more,
literature and medicine remained less a discipline than a practice
of attentive and relevant teaching together with the explication of
texts to enrich that teaching. The field grew and flourished in the
1980s without much in the way of justification or theory.

The interest in literary theory with its potential for medical
ethics, when it belatedly began, came not from literature’s rela-
tion to medical ethics but, in a more roundabout way, from its
steady and deepening attention to medicine. That, after all, is what
paid the bills. Beginning in the mid-1980s, scholars in literature
and medicine brought the insights of literary theory, continental
philosophy in disguise, to bear on medical texts and, particularly,
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on those texts that structuralism had taught them to find not on
bookshelves but in the world at large. “The Physician as Textual
Critic” described the clinician’s interpretive task; Rita Charon’s
“Doctor–Patient, Reader–Writer” described the patient–physician
encounter as a text jointly authored by patient and physician (13).
The field’s first controversy, occasioned by David Barnard’s “A
Case of ALS,” grew out of an attempt to apply literary critical
ideas to a case report and brought such basic literary concepts as
narrator, genre, and point-of-view to medical cases (14). In a
series of articles, Suzanne Poirier explicated the medical record
as narrative; I wrote about the narrative epistemology of medi-
cine; and William J. Donnelly used narrative insights from histo-
riography in proposing reform of the case history(15). In
extending the methods and assumptions of literary study to non-
literary texts, this work covertly widened the scope of ethical in-
quiry to take in the ordinarily unexamined, everyday elements of
medical practice.

The bold claim that literature is itself moral discourse came
from philosophers. Beginning in the early 1970s, Stanley Cavell
used complex readings of literary works to address the issues of
morality and public policy. Iris Murdoch, novelist as well as phi-
losopher, maintained in The Sovereignty of Good that literature is
fundamental to the education of moral perception. Bernard Will-
iams suggested that literature supplies the meaning that univer-
salizing ethical systems necessarily leave out (16).

These arguments go well beyond viewing literature as a
source of information about the human condition or as merely a
more vivid form of sociology. They first hypothesize that as
human beings we understand our lives narratively and then locate
our acquisition of moral knowledge in the act of reading or hear-
ing those narratives. This position in no way denies that human
beings abstract from experience, formulate rules, or perceive new
situations in light of these abstract categories, but neither does it
relegate narrative knowing to second place. Each is a part of
human knowing. Studies in cognitive psychology and artificial
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intelligence support this view. Jerome Bruner, following Will-
iam James, distinguishes narrative knowledge from hypothetico-
deductive knowledge and finds in it the motive for our earliest
language acquisition (17). Roger Schank models human learning
on machines using narrative scripts, the “pattern recognition”
familiar to physicians (18). Literature, more specifically (and not
simply narrative), is established as the site of moral development
by Martha Nussbaum and Wayne Booth. In The Fragility of
Goodness, Nussbaum argues that Greek tragedy is an essential
part of the philosophical examination of the role of chance in the
moral life (19); in The Company We Keep, Wayne Booth investi-
gates the character formation (for ill as well as good) that is an
unavoidable aspect of reading novels( 20).

By the 1990s, ethics had been restored to respectability in
mainstream literary studies (21). Even deconstructionists, the for-
malist hold-outs who believed words to be understood only in
reference to other words, texts only in relation to other texts (and
then never finally), found it necessary to address the relevance of
texts to lives after the discovery of prewar anti-Semitic newspa-
per columns Paul de Man wrote before emigrating to the United
States and creating the deconstructionist school here (22). Works
of mainstream literary scholarship as well as those in literature
and medicine turned to Hans-Georg Gadamer, Mikhail Bahktin,
and Emmanuel Levinas to find a dialogic balance between the
aesthetic and the ethical (23).

In the wake of this literary-ethical breakthrough, literature
and medicine’s reluctance to theorize its relationship to medical
ethics and the moral life looks like an opportunity missed. But it
was the result, too, of an oddly prescient pragmatism that focused
literary attention on medicine instead. By the time literature and
medicine had absorbed the return of ethics to critical respectabil-
ity in mainstream literary studies, its scholars had been challeng-
ing for a decade the narrow understanding of knowledge and
representation in both clinical medicine and medical ethics with-
out much distinguishing between the two. Medicine provided a
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model for this meld since it often takes for granted its inherent
moral character. Doctoring not only is (or should be) a series of
acts undertaken for the good of the patient, but in its reliance on
narrative, it guarantees that physicians will, as Jerome Bruner
terms it, “go meta,” reexamining what they have done and why
they do it (24). This blurring of the line between medicine and its
morality, a failure to separate clinical practice and ethics, for me
at least, has come to be a virtue (25). Theoretical essays in litera-
ture and medicine since the late 1980s have continued to follow
the earlier pattern, concerning themselves less with literature’s
contributions to medical ethics than with its use in inculcating
clinical skills and competencies that make up the sound, moral
practice of medicine (26). Rita Charon and her colleagues set out
a compendium of literature’s usefulness in “Literature and Medi-
cine: Clinical Contributions” (27).These include insights into the
lives of patients and the social importance of medicine, a new
approach to the medical ethics and perspective on the work and
texts of medicine. A subsequent article on literature’s place in
medical education in an issue of Academic Medicine devoted to
the medical humanities emphasized literature’s contribution both
to clinical skills and to physicians’ moral life (28). This perspec-
tive, that ethics is a part of medical practice and both clinical
medicine and medical ethics are interpretive acts, challenges
equally the top-down theories of medical ethics and the claims of
philosophy to hegemony in that field.

Narrative Ethics

What then is “narrative ethics”? For almost a decade the term has
vexed and annoyed a number of medical ethicists, who have re-
garded it, no doubt, as an oxymoron. What can the term mean?
Like the description of medicine as that Aristotelian impossibil-
ity, a science of individuals, “narrative ethics” designates at once
(and contradictorily) an interest in particulars and a more gener-
alized and generalizable, analytic view. This doubleness—an
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attention to the circumstances of a case without rejecting ethical
principles—links it to other interpretive, contextual approaches
to ethics: casuistry, phenomenology, hermeneutics, and pragma-
tism (29). Narrative ethics has been variously described. In its
simplest non-literary form, it is an attention to the patient’s story.
This, of course, is the focus of traditional psychotherapy, and for
more than two decades, Oliver Sacks’ case studies have pointed
out the relevance of the patient’s experience to neurology, that
other specialty in which the self is often indistinguishable from
the malady. But much of the rest of medicine can be practiced
quite differently. Lip service is given to the importance of the
patient’s story, but technologized subspecialties and a highly
mobile population—to say nothing of the recent commodification
of medical care—have diminished the apparent utility of the story
even as it has shrunk to a “social history” consisting only of the
patient’s alcohol use and pack-years of smoking.

Attention to the patient’s story, however, remains important
both medically and morally. Rita Charon emphasized its central-
ity to the moral development of clinicians when she asked stu-
dents who had just finished their first patient work-ups to imagine
(and write) the stories their patients would tell about their illness
(30). Howard Brody in Stories of Sickness and Arthur Kleinman
in The Illness Narratives argued the importance of the patient’s
experience and the narrative shapes it takes, both for the patient–
physician relationship and for healing (and sometimes cure) (31).
In the early 1990s, Steven Miles and I experimented with collect-
ing richer narratives of ethically troubling medical situations (32).
Our working hypothesis was that the conventions of the medical
case genre and the habit of top-down reasoning from principles
in medical ethics between them eliminated the contextual details
that in real life often matter most. We learned a great deal: “futil-
ity” is always defined in situ; caretakers frequently need care
themselves if they are to make good decisions; ever larger stories
are always possible and, a corollary, the “whole story” is a more
or less arbitrary construct. Most important of all, ethical deci-
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sions are inescapably situated both interpersonally and
sociopolitically: in the patient’s need, the physician’s habit and
anxiety, the family’s hopes for a future.

Rita Charon formalized the taken-for-granted role of narra-
tive in medical ethics in her deceptively modest 1994 manifesto,
“Narrative Contributions to Medical Ethics” (33) She names four.
Narrative is essential for recognizing an ethical problem, its stake-
holders, and the coherence of the patient’s life. It is part of the
formulation of the case qua case and inevitably involves a point
of view. It enables the interpretation of the ramifications and
ambiguities of the case and the negotiation of its meaning among
interested parties; and it participates in the validation of this
interpretation as the best available understanding of events, one
that can authorize action. A grasp of these mutually modifying,
simultaneous activities, Charon argues, constitutes a narrative
competence essential to ethical practice. They do not replace ethi-
cal principles and guidelines, but neither is there any aspect of
the use of principles that is left untouched by narrative.

Several typologies of narrative ethics have been suggested.
Stressing its compatibility with clinical thinking, Anne Hudson
Jones, in a 1997 Lancet essay, locates narrative ethics in the case-
based reasoning that characterizes both clinical and moral casu-
istry, in the rhetorical framework of medical ethics more
generally, and in the earlier uses of literature as a representation
of the patient and a source of moral reflection (34). Thomas H.
Murray examines four possible meanings of narrative in ethics:
(1) narrative as moral education; (2) as moral methodology; (3)
as a form of moral discourse; and (4) as a part of moral justifica-
tion (35). Only the first, he believes, is compatible with a concep-
tion of ethics as a set of moral propositions: narrative “as merely
useful tools for filling in the blanks of previously composed moral
syllogisms” (p. 9). The other three, he believes, alter the prevail-
ing concept of “doing ethics” (if not necessarily, I would argue,
changing its practice much) and give narrative a substantive place
in medical ethics.
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Narrative ethics appeals to many, including physicians, who
have been troubled by the shallow exercise of principlism, but it also
has been found wanting by a number of philosophers in medical
ethics. A narrative approach to ethics is not systematic. It has been
described as simultaneously discarding principles and failing to chal-
lenge prevailing ethical theory (36). It tells us only what we already
know; it is open to emotion and is therefore corruptible (37).

The most interesting critiques have come from within the
field and from philosophers comfortable outside Anglo-Ameri-
can analytic philosophy. Joanne Trautmann Banks and Anne
Hunsaker Hawkins remind us that narrative and narrative theory
are not the whole of literature’s contribution to ethical discourse.
Banks points out the value of drama as a representation of con-
flict both within and between moral agents; Hawkins describes
poetry’s access to “epiphanic knowledge,” a revelation of mean-
ing and value that may be neglected or ignored in medicine and
the ordinary practice of medical ethics (38) In addition, David
Morris and Arthur Frank have criticized the scope and orienta-
tion of narrative ethics. In Illness and Culture in a Postmodern
Age, Morris faults scholars in literature and medicine for not
making a place for emotion in their accounts of narrative and nar-
rative rationality; in The Wounded Storyteller, Frank charges
narrativists with ignoring real accounts of people who are or have
been ill, leaving narrative ethics in thrall to medicine (39).

The best philosophical critiques of narrative ethics are those
of John D. Arras and Hilde Lindemann Nelson, philosophers well
versed in casuistry and literary theory, respectively, who are able
to write perceptively about both the value of narrative ethics and
the problems it does not solve. Arras examines three sorts of nar-
rative ethics for their implications for moral justification (40).
The first, which, following Stanley Hauerwas and Alasdair
MacIntyre, holds that cultural narratives and the individual’s role
therein are the ground of a moral life, he finds to be implicitly rela-
tivist (41). The post-modernist narrative ethics examined in Arthur
Frank’s work, but traced from Jean-François Lyotard and Richard
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Rorty, he finds subjective, even solipsistic, and without the means
of forming judgments. But because Rita Charon’s “Narrative Con-
tributions” reaffirms the need for ethical principles, he can grant
that narrative is “important...to ethics as traditionally conceived”:

Narrative provides us with a rich tapestry of fact, situation,
and character on which our moral judgments operate...
[Without narrative] the moral critic cannot adequately
understand the moral issue she confronts, and any moral
judgments she brings to bear on a situation will conse-
quently lack credibility. (pp. 82–83)

He concludes that narrative, as characterized in Charon’s
approach, is “an essential element in any and all ethical analyses,
[one that] constitutes a powerful and necessary corrective to the
narrowness and abstractness of some widespread versions of prin-
ciple and theory-based ethics” (p. 84). “To paraphrase Kant,” he
summarizes, “ethics without narrative is empty” (p. 83).

Why then, one is forced to wonder, does Arras also describe
narrative as a “supplement to (or ingredient of) principle-driven
approaches,” or a “supplement or handmaid to principles and
theory” (p. 68)? How can an essential aspect of the acquisition,
use, and understanding of principles be merely a supplement?
Perhaps principles are merely shortcuts or a supplement that
facilitates the use of narrative. Neither Arras’ concluding view of
narrative as essential to ethics nor his understanding of Rawls’
reflective equilibrium warrants awarding narrative this second-
class citizenship (42). These labels appear in his account of
Charon’s argument as if they might be hers. But he has misread
her affirmation of ethical principles. She is not arguing for the
inclusion of narrative in medical ethics but describing ethics as it
is practiced in medicine as inalienably narrative. Hers is a prin-
cipled focus on what is, after all, important: not the theory and
conduct of medical ethics, but “ethical medicine” (43).

The real question for philosophers examining the role of
narrative in medical ethics is what ethics would be without narra-
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tive. We know the answer: symbolic logic, that powerful and
objectifying tool—the basic science of analytic philosophers—
that by mid-century had rendered philosophical ethics dry as dust.
Its goal is to abstract moral situations into universalizable, logical
form, and letters and equations are its signs. This is the ethics that,
Stephen Toulmin pointed out, medicine saved the life of (44).

There is no narrative ethics, except as a retronym. Ethics is nar-
rative. It also must invoke or refer to rules or principles. Each side in
this tug-of-war between the particular and the general, with its very
different skills and “basic science,” sees the whole as its property.
Philosophers seek to objectify, and propositional logic is their instru-
ment of choice. Narrativists particularize, and occasionally, in a
stable community or when there is consensus, they are inclined to
think the principles will take care of themselves. But medical ethics
is a discourse about human action and meaning, the practical appli-
cation of what is known to what is done in the world. Medical ethics
is not abstract (or very abstractable) because its objects exist in time.
The discourse of medical ethics has the emblematic shape of an hour-
glass. Experience in all its complexity pours in at its wide mouth and
is sorted narratively, as is our human habit. Analytic argument is
invaluable at the narrow center where values and principles in the
abstract inform our interpretations. Their real-world meanings—
with refinements and exceptions—are worked out beyond that point
in an enlarged world of action and conflicting views.

Literature, Literary Theory, and Medical Ethics:
Questions of Influence

If literature and medicine has been the doppelganger of medical
ethics, and narrative has been a part of ethics all along, how has
the ethics movement affected literature and literary study? The
answer at first glance seems to be that it hasn’t in the slightest:
topics that have engaged both were simply “in the air.” Liter-
ature’s traditional concern with finitude and with the individual’s
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struggle with self or society has found tellable stories in the last
twenty-five years in medicalized illness and technologized dy-
ing—just as the same concerns have increasingly been the sub-
ject of newspaper and television stories, ethical debate, and
conversations among family and friends. It would be as difficult
to attribute to medical ethics Anna Quindlen’s novel about as-
sisted suicide, One True Thing (where one suspects it) as Sharon
Olds’ closely observed poems of a last illness, The Father (where
one doesn’t).

Although it would be a stretch to suppose that medical eth-
ics has encouraged the flowering of autobiography and its near-
clinical revelation of more intimate moral landscapes—abuse,
dysfunction, alcoholism, rape—ethical questions (or the cultural
forces shared with medical ethics) have encouraged the flood of
contemporary essays about disease states and medical therapy.
And as medical–ethical problems have come to be understood as
more nuanced, the audience for the first-person medical essay
has grown. Sherwin Nuland has given us fascinating accounts of
pathophysiology; Jerome Groupman has written moving accounts
of puzzling, challenging patients; and Atul Gawande has reported
on the conflicts and anxieties of his surgical education: experi-
mental procedures, mistakes, the virtues of expertise (45). Nei-
ther fictional nor entirely autobiographical, these essays take
medicine as a human frontier, and molecular biology and the
human genome project, as territory for exploration. The operat-
ing theater is the site of daily defiance of old human limitations;
the workings of the body and attention to the dying are sources of
wonder. Just as the flood of autobiographical accounts of medi-
cal education and its brutalities in the 1980s coincided with, and
may have fueled, concern for the worst absurdities of the stan-
dard medical curriculum (46), these personal medical essays
parallel an increased interest by medical ethicists in the moral
experience of the physician. They rival fiction in supplying the
rich description necessary for good ethical decisions about
medicine.
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The effect of medical ethics on literary theory is harder to
specify. Both medical ethics and the study of literature since the
1970s have benefited from a broader, less formalist, more inter-
disciplinary orientation in the humanities. Genres have blurred
and, with them, disciplinary boundaries (47). Physical sciences
now seldom supply the measure of truth in the humanities and the
social sciences. Explanations in every field are more global, less
mechanistic and paternal. Most important, modes of intellectual
and disciplinary representation have themselves become the
objects of inquiry. In such an intellectual climate, any claim to
dominance, especially philosophy’s customary claim to be the
discipline of ultimate resort—or even to supply the essential lan-
guage for moral discussion (48)—is not simply arrogant, but itself
open to intellectual scrutiny. It could be that the existence of the
medical ethics movement encouraged Martha Nussbaum’s argu-
ment that the Greeks understood the moral life to be more than
isolated rational decisions or Wayne Booth’s examination of the
moral subtleties at work in the interpretive act of reading. Cer-
tainly, each had colleagues who were active early participants in
medical ethics. But communal influence merges with the obvious
fact that all this work was nourished in the same cultural medium:
a general concern with the self, its identity, and its values (49).

Questions about the mutual influence of medical ethics and
literature are finally misplaced, however, for medicine itself has
been the strongest extra-disciplinary influence on both fields. In
a post-modern era, the care of the ill remains a quintessentially
modernist activity. Whether in the laboratory or the clinic, physi-
cians and those who work with them are flat-footed positivists.
Theirs is a pragmatic stance, rather like our stubborn adherence
to the conceit (no matter how well we understand Copernican
cosmology) that the sun rises and sets. Emphasizing practice over
theory, medicine militates against deconstructionism in any
strong sense: diseases may be socially constructed insofar as dif-
ferent cultures, different sensibilities will recognize, describe, and
even experience them differently. But in medicine the existence



158 Montgomery

of disease itself is not in doubt; nor is the reality of the body,
however socially prescribed our perception and experience of
embodiment. Bodies may be understood culturally and histori-
cally, but for medicine they are palpably real. Pain, although it
cannot be objectively measured, is reified for those who experi-
ence it and for those who have a duty to respond. This view of the
world, especially in the United States, has weaned philosophers
in medical ethics and literary scholars in medicine from their
theoretical preoccupations and focused them instead on medical
education and clinical practice, insulating them from late twenti-
eth-century ideas (50).

The effects of this medical positivism have been different in
philosophy and in literature, especially in the relation of each to
its mainstream discipline of origin. Reflecting the deep divisions
in US departments of philosophy, philosophers in medical ethics
for the most part have been allied with Anglo-American analytic
philosophy and dismissive of developments in continental philoso-
phy. Allusion to the later Wittgenstein is as wild as they get. By
contrast, literature and medicine, isolated at first from English de-
partments and from continental philosophy’s influence on literary
theory, now has a mainstream reputation as a faintly trendy, prom-
ising area for the study of culture. Its scholars are, nevertheless, not
deconstructionists—nor have they ever been. In this they more
closely resemble colleagues in medical ethics than those in litera-
ture departments. As a consequence, the discipline of literature and
medicine has been far less open to intellectual currents in main-
stream literary studies than its close cousin, literature and science.

The pragmatic effect of medicine on philosophy and litera-
ture has affected their focus as well. Demands for answers in the
real world of clinical problems and public policy—like the effect
on physicians of similar demands in the care of patients—has kept
most medical ethicists focused on topical questions. The
commodification of health care and the undiminished accelera-
tion of medical technology—the human genome project,
transgenic xenotransplantation, cloning—have meant that phi-
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losophers in medicine, though moderately radical when they
depart from mainstream philosophy to take up real-world ques-
tions, still hold as essential and unquestioned the analytic tools
they learned as graduate students. Scholars in literature and medi-
cine, by contrast, have used the luxury of their perceived irrel-
evance to hot ethical topics to explore the ideas of the late-
twentieth century. The tasks assigned to philosophers in medical
ethics thus have limited their openness to interdisciplinarity and
to interesting ethical questions raised by literature and literary
studies.

Literary Studies and the Critique
of Medical Ethics

Although, as Mark Kuczewski has argued, there is at least a de
facto consensus among philosophers about narrative in medical
ethics (51), the literary–theoretical perspective on the status of
knowledge in medical ethics is not yet well understood. Such
epistemological questions are the persistent concern of literary
studies. Indeed, because good things to read were capably sup-
plied by teachers from other disciplines well before literary schol-
ars joined medical faculties, this critical perspective may
ultimately be the most important contribution of literary studies
to the common medical–ethical endeavor. Literary theory, almost
alone, has offered a critique of medical ethics (52).

At first, this critique was implicit: literature addresses ethi-
cal problems, but differently. Fiction, poetry, drama, and auto-
biographical essays provide a context for moral dilemmas,
complicate debate about the variable force of medical–ethical
principles, and broaden the scope of public policy questions.
These are the all but inevitable consequences of reading litera-
ture and not of any particular literary theory. Texts concerned
with illness and doctoring compel discussion of the nature of
medicine, the character of the physician, the definition of dis-
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ease, the existence and explanation of evil in the world.
Chekhov’s “Ward No. 6” is not only about the slippery definition
of sanity and the proper treatment of the insane; it also asks its
readers whether it is better to accept stoically the world as it is, or
to venture small and surely futile acts in the face of indifference
and neglect. Likewise, Williams’ “The Use of Force,” which
illustrates the conflict of ends and means created by a sick and
uncooperative child, is also a personal ethical morbidity-and-
mortality conference. The physician-narrator’s account of the
event raises questions about the selfhood of a physician, the place
of anger and confession in a service profession, and the buried
sexuality of the patient–physician encounter.

In the 1990s the critique of medical ethics became more
overt, spreading through the medical humanities. As commonly
practiced, medical ethics was described as narrow and
deductivist: not just bloodless and hyper-rational in tone, but mis-
taken about the power and authenticity of its objective stance.
I’m as big a fan of objectivity as the next American. I want refer-
ees with clear sight, judges who attend to the law and shun bribes
of the subtlest kind. But where is objectivity to be found? Where
grounded? A joke about major-league umpires illustrates the dif-
ficulty. Three of baseball’s finest are sitting in a bar. The first
says proudly, “I calls ’em like I sees ’em.” The second takes a
swig of his beer and says defiantly, “I calls ’em like they are.”
The third sets down his glass and says slowly, “They ain’t noth-
ing till I calls ’em.”

This recognition of inescapable subjectivity is not relativ-
ism: the umpire doesn’t call ’em arbitrarily or in a vacuum. The
game has rules; two other umpires are on the field; players and
managers are quick to protest bad calls—to say nothing of the
fans. The game is broadcast on radio and television, and pitches
and calls are commented upon; instant replay provides retrospec-
tion from several camera angles; tomorrow’s papers will carry an
account of the game. Beyond the moment, there is a guild of
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umpires; the game has a history; there is a history of just such
calls; this umpire has his own record.

Here are the core issues with which literary studies grapples:
problems of representation, their implications for the status of
knowledge, the assertion of truth or knowability, and the contri-
bution of the knower (his or her experience, psychology, or cul-
ture) to the known. These are philosophical questions too, but in
the United States in the second half of the twentieth century, they
did not much interest philosophers drawn to medical ethics. Dur-
ing that time, historians, anthropologists, even economists and
psychologists, struggled with the grounds and reliability of their
knowledge. Relinquishing their claims to be sciences (or at the
very least proto-sciences) with varying degrees of regret and
relief, these disciplines worked out satisfactory solutions to the
perceived threat of relativism (53). But questions of subjectivity
and the ethics of representation have been almost entirely
neglected in medical ethics. In this it resembles medicine, but
without medicine’s modernist, practical excuse.

The most direct challenge to medical ethics has come from
narratology and the rhetorical study of ethics case construction.
In 1994, Tod Chambers published the first of a series of papers
that applied the concepts of literary theory to the central narrative
genre of medical ethics, the case. Heretofore, medical ethicists
(and literary scholars too) regarded the ethics case like a little
laboratory, a think-problem in which a difficulty is analyzed so
as to determine its solution. But every case, Chambers points out,
occludes details that are as significant as those it highlights. The
case is presented from a narrative stance in a distinctive voice,
and the narrator, direct or implied, inevitably makes assumptions
about the world and the narratability of events. “To ignore the
narrative characteristics that the medical ethics case shares with
fiction is to confuse representation with the thing it represents—
to mistake the story for the reality—and thus to miss the theory in
the case” (54). There is no pure, objective presentation of a case,
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and though there may be a cultural or national or professional
consensus on the values engaged by a case and principles that
apply to it, further examination, reinterpretation, and retelling are
never foreclosed. The medical ethicist’s case, far from being a
piece of the world isolated for the testing of assumptions and
hypotheses, Chambers shows, has been constructed from the very
materials it purports to test.

Philosophers who mistake this critique of the medical ethics
case as a criticism of themselves fail to grasp the point. Subjec-
tivity is the inescapable condition of human knowing; all our sci-
ence and much of our intellectual life is an attempt to correct for
it. They ask, “What do you recommend?” “How can we fix it?”
Chambers commends a narratological competence for medical
ethicists that resembles the narrative competence Charon advises
for physicians and ethicists (55). They as authors (and we as read-
ers) need to be aware of the rhetorical constructedness of the case
that is among their best tools (56). Such awareness is little differ-
ent from that required of historians and intelligent readers of his-
tory. Philosophers with profit might follow the lead of
historiographers—and more recently casuists (57)—to ask why
medical ethics needs narrative in its search for truth; what part
case-narrative plays in relation to its other tools of inquiry and
explanation; and how it is related to the principles of medical
ethics and other forms of moral knowledge.

The genuine problem for both disciplines, indeed for intel-
lectual life as a whole, is how to give proper weight to subjectiv-
ity. Hilde Lindemann Nelson has asked the important questions.
How can an ethicist honor the personal without being arbitrary?
If the particulars are important, what about the general? (58) Or,
as Arras puts it, near his conclusion, “We all need to think much
harder about how to acknowledge our individuality and
situatedness without abandoning the possibility of social criti-
cism” (p. 84) These are important questions in literary theory but
absolutely vital ones in medicine, where a cardinal virtue is the
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equal treatment of all comers. Not that it is always practiced, but
so central is this virtue that hospitals and third-party payers have
learned to set up barriers to the examination rooms. Once there, a
person, no matter who, becomes a patient and the physician’s best
efforts are called forth (60). The relation of particulars to the gen-
eral is troublesome beyond the question of access to care: How
can physicians safely engage their emotions in their practice?
How can such a practice be unbiased? Can decisions be made
case by case without ultimate unfairness to some group of
patients? These are interpretive questions that can be ignored, but
they do not go away. They have a practical parallel in the clinical
use of generalities in diagnosis. On the one hand, forty-year-old
women very seldom have heart disease; on the other, this particu-
lar forty-year-old woman is complaining of chest pain. Because
medicine is a practice and not, like medical ethics, primarily a
discourse, it allows for some slippage between rules and actions.
In clinical medicine, rules often conflict, as do principles. The
rule about rules is that they not be arbitrary, but the act may fudge
it if the situation warrants and circumstances allow. In a good
hospital, the woman will have an EKG.

Surely the best solution is a reciprocal engagement of both
particulars and the general, both the concrete details and the
abstractions. Whether it is called a hermeneutic circle or the
achievement of a reflective equilibrium, the point is both, not
either-or (61). This sort of practical rationality is central to clini-
cal medicine and to ethical decisionmaking. Medicine properly
practiced is ethics in action. Analysis is needed when problems
arise. But narrative and interpretive skills are essential to recog-
nize problems, to understand them so as to attempt a solution,
and to know whether a solution has been reached. It is difficult to
do this as an outsider to the culture—not because cultures have
different principles (although they often do), but because the
meaning of the principles is determined in the cultural world
where patients (and physicians and ethicists) live.
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Interdisciplinary Prospects

From the point of view of literature and literary theory, a genu-
ine interdisciplinarity in medical ethics is a desirable but distant
prospect. Although the strengths of medical ethics are consider-
able, they are limited in this regard. Its chief strength is the
marvelous clarity philosophical training brings to moral dis-
course—although in human affairs, such clarity is probably best
seen as a temporary way station and not a readily achieved goal.
Medical ethics is also interdisciplinary in principle, and a recent
openness (of which this collection of essays is an example)
raises hope that it may move from the misplaced scientism that
seems to follow from its narrow view of rationality to a new,
more contextual way of understanding moral problems in medi-
cine. For the most part, however, real interdisciplinarity lies in
the future.

Literature and literary studies are not a panacea for the nar-
rowness of medical ethics. They bear with them various weak-
nesses of their own. They do not speak the language of philosophy
or marshal arguments in the same way. Sometimes they seem not
to argue at all. The influence of continental philosophy has rein-
forced this tendency, and as a consequence, literary studies are
ignored—or, worse, invited and then dismissed (62). But even if
the two fields could engage one another, there is much about lit-
erary studies that is inimical to philosophy. Literature and liter-
ary studies are messy, complexified unto contrariness. Their texts,
whether in print or elsewhere, seem interminably interpretable,
and this instability can undermine rule-based answers and their
justification. Worse, the recent interest in narrative in the medi-
cal humanities seems to encourage a sentimental, almost pious
attitude toward patients and the patient’s story—an attitude that
short circuits critical attention to the need for diagnosis (and
moral judgment), and even to good narrative practice itself. On
the whole, literature seems a suspect means of introducing emo-
tion and subjectivity into rational discourse.
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Guilty as charged. But of course I see most of these flaws as
strengths. They are not a replacement for philosophy as practiced
in medical ethics but its necessary complement. For philosophi-
cal medical ethics also has its weaknesses, ones well matched to
the strengths of literature and medicine. These weaknesses
include a reluctance to see knowledge as inevitably situated and
contextual, a rush to judgment on questions of policy and prac-
tice that neglects the opportunity to educate participants, a lack
of interest in the relation of its theory to its practice, and a widely
held assumption that emotion is irrational. All stem from the
monocular privileging of logico-mathematical rationality, a move
that renders the use of narrative and narrative rationality in ethics
officially invisible. The result is the failure of an intellectual (and
too often a practical) interdisciplinarity. These are weaknesses
for which, in a genuine dialogue, literature and literary theory
can offer some complementary strengths.

First, literary studies is already interdisciplinary, almost pro-
miscuously so. So too is medical ethics, but while its practitio-
ners tend not to acknowledge, literary studies revel in it. No text
interprets itself, and every commentary on a text becomes avail-
able for interpretation in its turn. Therefore (like that other inter-
pretive enterprise, the law), literary studies draws on history,
philosophy, economics, psychology, sociology, anthropology,
and religious studies—whatever comes to hand. In many
instances, literary studies simply borrow back what was earlier
lent. One of “blurred genres” Clifford Geertz recommended to
social scientists was narrative, and in the last thirty years, anthro-
pology, historiography, and legal studies especially, have been
strongly influenced in their method and concept of rationality by
narrative and narrative theory.

Second, knowledge in literature is richly detailed, contex-
tual, and inescapably situated. Stories, poems, and drama are
crammed with information we may not think we need. Mere at-
mosphere! But, as with the umpire’s call, context guides our in-
terpretation. The parents’ shy passivity in William Carlos
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Williams’ story is a shred of justification for the narrator’s use of
force; would he have acted in the same way with a prosperous or
assertive family? These days it is fairly well accepted that litera-
ture offers richer accounts of moral knowledge than are custom-
arily found in sociology or medical ethics, but the corollary is
less well understood. The moral knowledge provided by litera-
ture is never simple, always particular, and inevitably situated in
time and place, and by the rhetoric of narration. No text lacks the
subtly graded frames of author, implied author, and narrator,
reader and implied reader (just to give the simplest version of this
Chinese box) (63). Even when, as is often the case, such subtle-
ties are unfamiliar to the reader, they work to convey the central
problem of knowing outside the sciences: who is telling us? How
does she know? How is her perspective coloring her representa-
tion? The practical understanding of ethical questions from the
point of view of literary studies is thus a matter of interpreting the
accounts of the participants and working out with them, the best
possible next chapter. Principles are guidelines or, better, as John
Dewey described them, hypotheses to be tried in (and by) these
circumstances (64). The hit-and-run provision of an answer with-
out discussion with the patient, the family, and those who have
taken care of the patient, uniformly condemned by other
approaches, is literally inconceivable in narrative ethics. Ethics
consultation in hospitals, on this view, gives way to education,
and, although it may facilitate conclusions, it avoids dispensing
advice or rendering judgments.

Third, literature limits abstraction, generalization. Universal-
izability is the hallmark of a just decision, but conclusions reached
through narrative are not always universalizable. As Herman
Melville’s Billy Budd persuades us, the presence of rich detail
and the inescapable situatedness of all narration make it difficult
to determine relevant circumstances. Like the legal process and
casuistry generally, the novel keeps the conversation open—not
only about the death penalty, but about the grounds on which
decisions are made and the problem of universalizability itself.
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Fourth, as an aspect of this openness, literature always bears
the possibility of interrogating the uses to which it is put. Its cen-
trality to contextual thinking in medical ethics and to ethics edu-
cation in medicine is due not only to its rich presentation of ethical
dilemmas but also to the questions it raises about how these di-
lemmas are identified and resolved. As a consequence, literary
studies offer an example of reflexive inquiry. Reading, which
models the practice of interpretation, is subject to theoretical scru-
tiny, while literary theory, because it is “experience-near,” is sub-
jected to the test of practice. Values may authorize the
reinterpretation of a text; equally likely, a rereading—like a
rewriting of history—may call into question or ignore the very con-
clusions or values that had seemed so obvious before. A compa-
rable attention in medical ethics to assumptions about knowledge
and representation, now peripheral, would be interestingly produc-
tive.

Fifth, literature offers its readers experience with a broader
concept of rationality, an alternative to the monocular focus on
hypothetico-deductive rationality prized in science, analytic phi-
losophy, and, too often, medical ethics. We have just begun to
understand narrative as an alternative rationality: much work
remains to be done particularly in the ethnography of medicine,
in philosophy and, especially, in neurobiology. But it is certain
that the account of rationality derived from the analytic tradition
now current in medical ethics is too narrow to be useful in con-
sidering the larger moral matters engaged by medicine. Not that
ethicists do not use narrative: they do so frequently and effec-
tively. But they do not acknowledge it; deductivism remains the
“gold standard” of ethical rationality. Physicians may have the
obverse experience. While they may find a well-argued piece on,
say, the moral equivalence of withholding and withdrawing treat-
ment entirely convincing, it can be all but useless in their prac-
tice. Something doesn’t feel right; the argument does not take
account of their experience.
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Sixth, literature authorizes the rationality of emotion. Its rep-
resentation of emotion renders it available for observation and
analysis. Nor is emotion separable from moral reasoning.
Nussbaum has argued that “cognitive activity...centrally involves
emotional response. We discover what we think...partly by notic-
ing how we feel”; Julia Connelly describes the use of poetry to
extend this attention to the clinical encounter (65). Certainly, lit-
erature presents both the patient and the physician as full human
beings. Poetry, drama, fiction, and autobiography tell us what it
is like to die or to break the news to a dead patient’s family. They
allow us to glimpse human beings suffering the full weight of
life’s misfortune, whereas others supply the medicine and advice
that may alleviate it.

These complementary strengths enable a truly interdiscipli-
nary medical ethics to offer an alternative to the misplaced
scientism of principlism as usual. Nothing is wrong with a good
answer to a problem. Consensus is often reached on an issue in
medical ethics, and in that sense progress is made. But, contrary
to the view of some medical ethicists, most issues are far from
settled, and such settlements that have been reached are open to
review and revision. The ongoing discussion of the fine points of
informed consent or the distinction between withdrawing and
withholding treatment should  be a sign that such issues are situ-
ational. Every moral problem has a history and an immediate
social context that includes much about the agents that we cannot
know (66). Principles, then, are most usefully regarded as
hypotheses. Like diagnoses, they must be demonstrated anew
each time, or at least survive the skepticism of those investigat-
ing the matter. This practice, akin to Dewey’s pragmatic
fallibilism, blurs the distinction between ethics as education and
ethics as practice. The debates over ethics consultation—who is
qualified and how, and how to measure a consultation’s success
or failure—might disappear as consultative conclusions written
in the chart become less important than ethical discussion that
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preceded them. The field would be genuinely open to good prac-
titioners who, almost necessarily, would also be good teachers.

Medical ethics is an ongoing, dialogic, socially and histori-
cally conditioned discourse about practical decisions in our soci-
ety. Ideally conducted, it is an inclusive, multivocal enterprise
open to all comers and to all languages of argument and descrip-
tion. As education and mail delivery are handed over by the rich
or well-funded to private suppliers, medical care comes close to
being a culture-wide (if not uniform) phenomenon. For all its
horrid inequities, it may be the last, most nearly democratic insti-
tution in our time. Discussion of decisions in the medical arena
may be our best chance of sustaining a society-wide conversation
about issues that matter. We close off medical ethics from knowl-
edge gained at the movies or from poems like Rafael Campo’s
“Ten Patients and Another” at our peril.

How human beings know what is right and, before that, how
we recognize events and situations as morally problematic are
matters that lie deeper than their logical representation. Although
hypothetico-deductive reasoning is comfortingly systematic and
undoubtedly useful in dealing with moral quandaries, the recog-
nition and understanding of those quandaries, like our knowledge
of culture and its values generally, is part of a more discursive,
practical, and narrative rationality. A good physician, like other
reliable moral agents, grasps not just the solution to an ethical
dilemma but the action appropriate to morally significant situa-
tions. This larger, contextual moral interest, so integral to the
practice of medicine, can be split off from medical ethics. Some
might argue that this split has so often occurred (or been called
for) in recent years; that it is an implicit goal of bioethicists. But
such a split ultimately divides medical ethics from medicine as a
moral practice and deprives medical ethics of the insights of liter-
ary theory that are its most interesting and powerful critique. Lit-
erature then would be (as philosophers have continued to
conceive of it) the untheorized handmaiden of medical ethics:
merely good illustrations of moral dilemmas that interrupt pro-
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fessional life, rather than, as it truly is, the source and method of
moral knowledge in our culture.
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History and Bioethics
M. L. Tina Stevens

Introduction

Historian Charles Rosenberg cautions bioethicists that they
cannot be self-aware “without an understanding of the his-

tory of medicine in the past century.” If they ignore history, he
warns, bioethics will be unable to situate “the moral dilemmas it
chooses to elucidate.” Bioethics will become a “self-absorbed
technology, mirroring and eventually legitimating that self-ab-
sorbed and all-consuming technology it seeks to order and under-
stand”(1). His advice speaks to the vital role that history should
generally play in the bioethical enterprise. But how and if his-
tory, as an academic discipline, did or could assist the flourishing
of bioethics—a central concern of this anthology—is a question
about which history, as an academic discipline, could be rather
indifferent. For even if bioethics were to fade away, its three-to-
four decade existence is still a fascinating topic, historically
speaking. How did it come to be, Why did it last only as long as it
did, and Why did it decline? are just a few of the larger questions
that could inspire historical speculation and research for genera-
tions. For chroniclers, accounting for how and why bioethics
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declined would be as irresistible a project as explaining its gen-
esis and growth. Moreover, historical accounts by academic his-
torians (as opposed to reflections by the participants themselves)
cannot really be said to have assisted in the initial flourishing of
bioethics since history is, by definition, an ex post facto investi-
gation. Bioethical histories could, of course, influence the con-
tinued unfolding of bioethics as historical considerations of the
field proliferate and are read by bioethicists. But how or if the
historian’s craft does or ever will help promote bioethical flour-
ishing must be left to the assessments of future bioethical enthu-
siasts. For now, it is safest to recount the historiography of
bioethics, to reflect on what has been of historical interest so far,
what remains of interest, and how we might approach thinking
about and researching it historically.

Historiography

The historiography of bioethics reveals the birthmarks of a fledg-
ling field: participant histories and professional historian accounts
focused intently on origins (2). Rosenberg reminds us that histo-
ries generated by participants in a developing field can serve self-
celebratory ends which can mystify as much as analyze (3). While
this does, indeed, characterize some participant accounts, it does
not wholly describe the not-completely-celebratory critique of-
fered by sociologist Renee Fox, one of the early members of the
world’s first bioethics institute, the Hastings Center (4).In what
is chiefly a sociological consideration, Fox offers a brief histori-
cal explanation for the emergence of bioethics: it grew out of the
1960s as a response to scientific and medical technological de-
velopments. “Bioethics...surfaced in American society in the late
1960s,” she relates, “a period of acute social and cultural ferment.
From its outset, the value and belief questions with which it had
been preoccupied have run parallel to those with which the soci-
ety had been grappling more broadly.” Later, she explains more
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specifically that “growing professional and public concern about
moral aspects of experimentation with human subjects, particu-
larly in the sphere of medical research...played the major trigger-
ing role in the genesis of bioethics”(5). Implicating its
technological determinism, she explains that bioethics had come
to focus on problems associated with “a particular group of ad-
vances in biology and medicine,” with, she adds, “strikingly little
acknowledgment of the improvement in identifying, controlling,
and treating disease that these advances represent” (6). Explain-
ing what she means by “technological determinism” she clarifies
that:

Much of the bioethical literature is based on the assumption
that the value questions that have arisen in the field of bio-
medicine have been “caused”or “created” by medical, sci-
entific and technological advances. Partly because of its
biomedical and technological determinism, bioethical
analysis does not usually take note of the fact that some of
the same cultural questions that have crystallized around
biological and medical developments have also been cen-
tral to many non-medical issues. (7)

From simple institutional origins in the late sixties consist-
ing chiefly of the activities of pioneering centers like the Hastings
Center, the Kennedy Institute, and the Society of Health and
Human Values, bioethics quickly “pervaded the public domain,”
resonating in courtrooms, national commissions, and the media.
Although the field has changed somewhat since its inception, the
original “ethos of bioethics,” according to Fox, was wedded to
“individual rights, autonomy, self-determination, and their legal
expression in the jurisprudential notion of privacy,” as well as to
the values of truth-telling, distributive justice, cost containment,
and the principle of beneficence. The weight bioethics gives to
the value of individualism limits the field. Fox criticizes that bio-
ethics “has relegated more socially oriented values and ethical
questions to a secondary status.” This tendency, along with its
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clear technological determinism, bends bioethics “away from
involvement in social problems” (8). Bioethics, Fox concludes,
is conservative in important ways.

[T]he way that bioethics has defined and focused on the
value complex of individualism, the degree to which it has
played down a social perspective on personal and commu-
nal moral life, its parsimonious acceptance of a cost-con-
taining framework of health care analysis, and the extent to
which its rationality and methodology have distanced it
away from the phenomenological reality of medical ethical
situations have converged to form the gestalt that is congru-
ent with other fundamentals of a conservative outlook. (9)

Fox charges bioethics with paring down the complexity of
social problems to fit within a utilitarian, positivist, and reduc-
tionist framework. Historian David Rothman does not share Fox’s
negative assessment of bioethics’ focus on individual rights. In
fact, in Strangers at the Bedside, Rothman urges that it was pre-
cisely bioethics’ strong commitment to individual rights that gave
it such broad social appeal (10). Bioethics’ commitment to
patients’’ rights and autonomy helped it to fashion a “new alli-
ance among outsiders to medicine” that challenged the discre-
tionary authority of the medical profession. Fox and Rothman
also seem to disagree over the significance of the class location
of bioethics. Fox views the professional, scholarly and academic
orientation of bioethicists to be at odds with the more “grassroots”
understanding of issues of those outside the “upper middle class
professional and guild enclaves” (11). Their own professional and
upper class status, combined with their lack of concern for social
context when considering bioethical issues, constitutes bioethi-
cists as a conservative group. For Rothman, however, bioethics
was not so much blinded by its class as it was freed by its com-
mitment to individual rights, to cross class lines altogether. Bio-
ethics, argues Rothman, was, “at least as responsive, and perhaps
even more so, to the concerns of the haves than the have-nots.



History and Bioethics 183

Not everyone is poor or a member of a minority group or disad-
vantaged socially and economically; but everyone potentially, if
not already, is a patient” (12).

But, like Fox, Rothman agrees that bioethics is a child of the
sixties and a product of that decade’’s larger concern with civil
rights. Bioethics shared in the hallmark struggle of the era: that of
the individual against “constituted authority”:

The fit between the movement and the times was perfect. Just
when courts were defining an expanded right to privacy, the
bioethicists were emphasizing the principle of autonomy,  and
the two meshed neatly. ...[J]ust when movements on behalf
of a variety of minorities were advancing their claims, the
bioethicists were defending another group that appeared pow-
erless—patients. All these advocates were siding with the
individual against the constituted authority; in their power-
lessness patients seemed at one with women, inmates, homo-
sexuals, tenants in public housing, welfare recipients, and
students, who were all attempting to limit the discretionary
authority of professionals. (13)

Rothman eschews the idea that bioethics grew chiefly out of
worries over biotechnologies. It was not a crude technological
determinism that gave bioethics its social purchase power, he
exhorts, but its attitude of challenge to medical authority. Ethical
abuses in the area of experimentation with human subjects that came
to light in the in the 1960s forced this challenge—an attack waged by
bioethicists and other outsiders against the bastion of authority that
had been the “doctors’’ preserve.” Rothman’’s narrative, however,
does not address the fact that important calls for ethical oversight
came from within the medical and scientific research communities
themselves, a fact which weakens the characterization that bioeth-
ics’ raison d’etre was its outsiders’ challenge (14).

In The Birth of Bioethics, Albert Jonsen, a bioethicist and an
early participant in the nascent field, seems to agree with
Rothman’s view that American postwar liberalism and the Civil
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Rights movement constituted the breeding ground of bioethics.
He shares, in his last chapter, how he himself was active in the
Civil Rights movement as were a number of other early bioethi-
cists (15). Curiously, however, despite the invocation of the cul-
tural importance of the Civil Rights Movement at the end of his
book, the main narrative of events on which Jonsen focuses is not
intimately infused with a strong sense of the influence of this
1960s cultural hallmark. In fact, the historical framework that
Jonsen offers at the beginning of his work designates the more
general period between 1947 and 1987 as “the era during which
bioethics emerged as a distinct discipline and discourse.” And
although these years include the period that cradled the Civil
Rights movement, by starting with the immediate postwar period,
Jonsen implicates other historical events more directly.

Jonsen explains that he chose 1947 because in that year,
“...the Nuremberg Tribunal convicted twenty-three physicians of
war crimes committed under the guise of medical experiments,
and it promulgated the Nuremberg Code. ...[I]t initiated an
examination by professional persons in science, medicine, and
law of one of modern medicine’s central features: scientific
research.” The centerpiece of Jonsen’s text chronicles five “top-
ics that became the focus of bioethical analysis: research with
human subjects, genetics, care of terminally ill persons, organ
transplantation, and artificial reproduction.” Although he chooses
1947 as marking the beginning of the bioethics era, the narratives
of these five topics, start “long before 1947, in the conviction that
the bioethical shape of these modern problems must be seen within
the evolution of thought about their analogues in the past” (16).

But Jonsen himself acknowledges that American medical
research in general, felt largely unchallenged by the concerns of
Nuremberg, believing that a code based on Nazi behavior could
impart little wisdom not already possessed by civilized physi-
cians. Additionally, he recognizes that the efforts of the few medi-
cal men who did speak out publicly regarding ethical challenges
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facing American medical researchers resulted in no institutional
changes. Moreover, he agrees that it was not until the late 1960s
that philosophers or theologians turned seriously to the ethical
problems of medical research (18). Yet his narrative of events
does not explicitly puzzle out the historical question as to why
there was a roughly twenty-year gap between the 1947
Nuremberg Code and the actual emergence of bioethics in the
late 1960s. Just over twenty years after Nuremberg, ethicists felt
the need to come to terms with what they viewed as ethical di-
lemmas being generated by advances in biomedicine. The efforts
to determine why early bioethicists believed that there was a revo-
lution and to determine, historically, the sources of the revolution
are different from the effort of simply tracing back the
geneologies of topics that would, eventually, become the staples
of bioethics as a discipline (human subjects research, genetics,
care of teminally ill persons, organ transplantation, or artificial
reproduction). In other words, Jonsen was correct when he char-
acterized his effort as finding past analogs to bioethical issues.
But the historical task, I would argue, is one of locating the ho-
mologous roots of bioethics, of explaining why ethicists could
make believable claims that a new expertise—a new profession—
was necessary in order to adequately scrutinize technologies and
biomedical procedures that then seemed so troubling.

In Bioethics in America: Origins and Cultural Politics, I try
to sort through this question by taking seriously the early state-
ments of high profile bioethicists warning society that it needed
to concern itself urgently with unprecedented ethical questions
then being generated by what they called “the biological revolu-
tion”(18).

This approach is consistent with Fox’s assessment of bioet-
hics’ technological determinism. My research suggests that there
are both long-term and more recent cultural and historical sources
of bioethics. Taking a long gaze back through American history,
it is possible to see that for many generations, members of the
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educated elite found certain aspects of technological development
disturbing. Although critical of technological development, they
operated within the larger social class that fundamentally sup-
ported and generated scientific, medical, and technological
research and development. Ultimately, they and their current intel-
lectual descendents function to ease development of what are con-
sidered exotic biotechnologies by diffusing more virulent dissent
against it. The most recent cultural and intellectual forerunners of
bioethicists emerged during an era of acute modernization between
1880 and 1920. The disquietude some intellectuals felt over the
modern technological nature of the dominant society led them to
turn to alternative cultural havens like medievalism, orientalism,
and “primitivism.” Historian T. J. Jackson Lears explains how these
“antimodernists” were at once critical of material development but
also eager for it. This “half-commitment,” he suggests, worked ul-
timately to dissipate critiques of the culture:

Half-committed to modernization, antimodernists unwit-
tingly allowed modern culture to absorb and defuse their
dissent. Unable to transcend bourgeois values, they often
ended by revitalizing them. Ambivalent critiques became
agenda for bourgeois self-reformation: antimodern craft
ideologues became advocates of basement workbench re-
generation for tired corporate executives; antimodern mili-
tarists became apologists for modern imperialism...
Antimodern thinkers played a key (albeit often unknowing)
role in revitalizing the cultural hegemony of their class dur-
ing a protracted period of crisis. (19)

Given the nature of the claims made by bioethicists, their
socioeconomic location, and, arguably, how they function to
marginalize more radical critiques of biotechnological develop-
ment, one is drawn to the conclusion that bioethicists constitute
the late-twentieth century’s version of this phenomenon. In the
context of the 1960s, bioethicists not only diffused their own cul-
tural critique but also functioned to diffuse the more radical vari-
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ety of dissent by popular intellectuals like Herbert Marcuse,
Jacques Ellul, and Theodore Roszak.

In postwar America, the most high-profile expression of this
ambivalent posture toward exotic scientific development was the
responsible science movement that surfaced in the wake of atomic
detonation. Strong evidence suggests that the members of the sci-
entific and medical communities who requested assistance from
ethicists and theologians at what can be seen as the beginning of
bioethics in the 1950s, had been influenced by the atomic scien-
tists’ calls for social responsibility. This implicates an earlier birth
date for bioethics than what is suggested by more dominant views;
it also underscores that “lay” advice into medico-scientific dilem-
mas was initially invited by the scientific and medical communi-
ties; it was not a case of ethicists storming the battlements.

In addition to suggesting an earlier genesis of bioethics than
previous accounts have done, and emphasizing the role of
requests for “lay” advice coming from within biomedical com-
munities, Bioethics in America also offers an alternative view of
the cultural function of bioethics. Where some earlier assessments
view bioethics as a challenge to biomedical authority or at least
as offering potentially threatening outsider oversight of it, Bioet-
hics in America concludes that bioethics plays an important role
in buttressing biomedical authority by midwifing the ultimate
social acceptance of exotic biotechnological development.

Charles Rosenberg also highlights the “ambiguous role” that
bioethics has played when he comments on the way bioethics
legitimizes authority by questioning it:

...from the historian’s perspective, [bioethics] has played a
complex and in some ways ambiguous role. Bioethics not
only questioned authority, it has in the past quarter-century
helped constitute and legitimate it. As a condition of its
acceptance, bioethics has taken up residence in the belly of
the medical whale; although thinking of itself as still
autonomous, the bioethical enterprise has developed a com-
plex and symbiotic relationship with this host organism. (20)
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The conclusions I reached after analyzing archives at the
Hastings Center and examining bioethical responses to the 1968
redefinition of death (one of the first developments for which
fledgling bioethicists were asked for their imprimatur) and its
aftermath in the 1975 Quinlan case, indicate that bioethics oper-
ates to quell a society suffering from what Alvin Toffler diag-
nosed at the dawn of the 1970s as the disease of change—”future
shock.” Toffler defines this disease as “the shattering stress and
disorientation that we induce in individuals by subjecting them to
too much change in too short a time” (21). Bioethics as a social
institution (not every bioethicist practicing individually) has func-
tioned to ease society into the acceptance of exotic biotechnolo-
gies that, on first impression, engender alarm (22).

Although Bioethics in America casts a broader historical net
than previous accounts of the rise of bioethics, it has been criticized
for not casting even further—for ignoring the supposed influences
of such developments as feminism or the ecology movement in giv-
ing rise to bioethics (23). But this type of criticism stems from the
fallacy of post hoc ergo propter hoc, that is, believing that what
occurred before an event must have caused it. Certainly, important
intellectual and social developments surfaced just before, or in tan-
dem with, bioethics, but not all of them were equally influential in
creating the concept of the “biological revolution,” a characteriza-
tion that gave bioethicists their raison d’etre, buttressed their efforts
toward institutionalization, and bestowed great purchase toward
social acceptance. By examining what “pre-bioethicists” themselves
were reading in the 1950s and early 1960s, and paying attention to
what they considered to be influential in generating a biological revo-
lution, Bioethics in America, follows a paper trail to a number of
trigger concerns troubling postwar scientists, doctors and, eventu-
ally, ethicists. In turn, many of those they influenced later would
claim the appellation “bioethicist” and undertake their vigil over the
biological revolution. This constitutes a historical methodology that
is very different from simply asserting that parallel developments
surely must have given birth to bioethics.
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As bioethics has matured into a social institution, it has made
an effort to distance itself from charges of adhering to a crude
technological determinism; it is perhaps for this reason that invo-
cation of a biological revolution has subsided somewhat. Indeed,
the biological revolution as an explicitly stated concept plays no
consciously analyzed role in Jonsen’s rendition of bioethics’
birth, even though the force of his narrative is driven, in large
part, by the debuts of various biomedical technologies  (24).

Directions for Future Inquiry

The topical areas for archival research and historical methodol-
ogy and inquiry into bioethics are vast, whatever the overarching
thematic approach. Rosenberg suggests that there are three “so-
cial spaces” that bioethics inhabits: the academic, the institutional
(hospital and research settings), and the media (25). Such a struc-
tural understanding can help indicate areas for historical investi-
gation. Additionally, there is likely to be continuing interest in
the origins and historical social function of bioethics.

Eventually, as historical considerations of bioethics prolif-
erate, efforts will be taken to periodize it in order to understand
its growth and development. Already we have seen that there is
disagreement over what constitutes its origins. There will be dif-
ferent ways of marking more subtle trends and developments as
well. In her 1989 essay, for example, Fox suggested that bioeth-
ics had already been through three different phases between the
late-1960s and the mid-1980s, whereas Jonsen designates the
entire period from 1947 to 1987 more broadly as bioethics’ emer-
gent era (26). There are endless ways to characterize change and
to argue for what constitutes a new era. I have noticed that bioet-
hicists seem to have moved away (although not entirely) from
their initial explicit alarm over needing to deal with ethical chal-
lenges presented by the biological revolution—perhaps because
now that they are firmly established, they need no longer justify
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their existence, perhaps because society no longer requires con-
vincing. But whatever the reason, the lower decibel level of this
concern suggests that bioethics is no longer in its infancy. Also
suggesting important changes in bioethical development is
Hastings Center founder Daniel Callahan’s recent twofold obser-
vation: that bioethics became “secularized” early on when it
broadened it’s theological roots to include lawyers, philosophers,
etc., and changed again when it moved away from an early posi-
tion which cherished the possibilities for maintaining “neutral
ethics” to feeling that it is “now acceptable in a way it was not
twenty years ago” to commit to causes, to “come down on this or
that side of an issue” (27).

Beyond a concern with periodization, a few themes stand out for
continuing inquiry. A central channel of the most recent historical and
sociological critiques of bioethics echoes Fox’s early evaluation when
they emphasize how bioethical commitment to “principalism,” that is,
to the use of abstractions like autonomy, beneficence, nonmaleficence
and justice when offering ethical assessments, serves to
decontextualize and depoliticize situations that are inherently social
and political (28). This causes bioethicists to overlook not only the
political nature of ethical situations they may be called on to assess but
also to miss the political dimensions of their own historical develop-
ment. Additionally, bioethics tends to ignore the inherently political
nature of biotechnological development itself.

In their essay “Why Bioethics Needs Sociology,” Raymond
DeVries and Peter Conrad discuss bioethical “blind spots.” They
emphasize that “[l]ack of sensitivity to the structure of medical
care systems prevents American bioethicists from seeing the way
they protect the status quo.” They urge (in agreement with Daniel
Chambliss) that ethicists and ethics committees serve the inter-
ests of medical organizations by deflecting attention away from
structural deficiencies in health care, redefining them as limited
ethical problems.” They advise that wisdom from the field of the
sociology of professions and from sociological ethnographies
more generally may help redress this imbalance (29).
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Moving through similar corridors of inquiry, historians are
likely to continue emphasizing the importance of social, politi-
cal, and cultural context of bioethics. Rosenberg, for example,
recently stressed the importance of remembering the political,
cultural, and economic contexts in which bioethical issues inhere:

...we cannot remove or isolate value assumptions from the
institutional, the technical, and the conceptual in medicine...
Medicine is negotiated and inevitably political and...the
political is cultural. ...Questions that can be framed as matters
of justice and autonomy are at once questions of control and
economic gain. Perceptions of right and wrong, of appropri-
ate standards constitute de facto political realities. (30)

As historical analysis continues to “contextualize” bioeth-
ics, it will, in essence, be making inquiries into how and why
bioethicists came into existence and thrived by studying biotech-
nologies which they construed as autonomously developed social
products, that is, entities produced without political influence or
political ramifications, and by believing themselves to be
autonomous—free from political influence.

When bioethicists speak of “autonomy” in the course of their
practice, reference is typically being made to one of their guiding
principles, namely, having respect for the personal liberty of an
individual (31). But the concept of “autonomy” figures into at least
two other aspects of bioethics that likely will be of continuing in-
terest to “bioethics watchers.” The first aspect concerns whether
biotechnology can ever really be considered autonomous, that is,
developed without political influence or implication, as so much of
bioethical practice and theory tacitly assumes. There is evidence
that some early bioethicists had been influenced by intellectuals
concerned with the philosophy of technology, the likes of Lewis
Mumford, Jacques Ellul, or Herbert Marcuse (32). In their attach-
ment to the tools of moral philosophy, however, bioethicists let
slip away the early influence of this other philosophical area. The
inquiry begun by these social critics in the nineteen fifties and six-
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ties and continued more recently by those few who, like Langdon
Winner, explore some of the “ways in which conditions of power,
authority, freedom, and social justice are deeply embedded in
technical structures,” is largely ignored by bioethicists today (33).

A second aspect of autonomy worthy of continued historical
inquiry (intimately related to the first) is whether the ethical
deliberations of bioethicists can ever be unaffected by—autono-
mous from—the influence of those who fund them or accept their
expertise. “For a time in the seventies,” Daniel Callahan tells us,
“many in the field held that bioethics should be neutral, provid-
ing dispassionate analysis not partisan judgment. That view didn’t
last long, a victim of the soon-perceived impossibility of doing
“‘neutral ethics’” (34). Callahan was speaking of the challenges
facing bioethicists in trying to maintain an even-handed, non-
ideological posture when deliberating on bioethical issues. This
problem is compounded, however, when bioethicists receive
funds from corporate sources, a difficulty recently given public
airing in a high profile article featured in the New York Times.
“Some bioethicists accept corporate donations for their univer-
sity programs,” the article explained, “and others work as paid
consultants for biotechnology companies leading colleagues to
charge that they are being used as public relations tools and dam-
aging the field’s credibility” (35). In Bioethics in America, an
account is offered of the difficulties encountered by the early
Hastings Center in attempting to nurture impartiality by freeing
itself from financial ties and points out issues surrounding funding
obtained from any source, whether corporate, university, govern-
mental, or private as targets for continuing socio-historical inquiry.

Conclusion

Typically, decades pass before an event is considered ripe for
historical consideration. As such, history, as an academic disci-
pline, is a late-comer to the interdisciplinary field of bioethics.
Now, some thirty years since the emergence of the first bioethics
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organizations, histories are beginning the work of accounting for
the institutionalization of what is a decided social phenomenon.
When and why, did the field develop? What is its cultural func-
tion? How has the field changed over the course of its brief exist-
ence? Already, there are competing answers to these questions.
How bioethicists themselves answer these questions will be part
of continuing historical interest in this fascinating area. And if
bioethicists do not choose to find history as essential to the devel-
opment of their field, history, at least, will continue to find bioet-
hics a compelling social development worthy of historical pursuit.
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