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Comment: A Farewell from the Editor, Dr Cameron

Bioethics and the Future

of Us All

Ethics and Medicine has taken the view that the issues
covered by the little word ‘bioethics’, a neologism in our
vocabulary for only fifteen years, are among the gravest
issues faced by humankind. In especial, they represent
the single most serious challenge to western civilization.
For they treat of nothing less than the status and dignity
of human being. In a ringing editorial Comment of the
mid-1980s, critiquing the British government’s Warnock
Report on in vitro issues, we asked whether the human
embryo was not, indeed, one of us, our kind of being. A
decade later it becomes clearer that the central question
faced by bioethics is rather ‘What kind of being is our
kind of being?’ As the West has—tragically—stood trans-
fixed by horror mounting horror in Bosnia, we have been
reminded how thin is the meniscus of civility and how
fragile the web of humanity even in that Europe which
is the heir to centuries of a tradition founded on the
doctrine of humankind as constituted by its bearing the
imago Dei.

And yet there are subtler challenges to human dignity
in the easy appeal to human self-determination which
has swamped the Netherlands and which threatens now
the United States (driven by the double logic of autonomy
and economy, a deadly partnership). We have seemingly
come to terms with a generation of liberal abortion, such
that the U.S. President threatens to veto a ban on its most
perverse example, in which—so we are told; it still seems
hard to believe—viable babies are born while their brains
are being sucked out to ensure that they shall not live.
Macbeth murdered sleep; no less have we slain mother-
hood and medicine together. The liberal mantra of
reproductive choice has been laid bare as a defence of the
unconscionable. Yet that is the whole point. The unthink-
able has become thinkable, the conscience of the culture
has begun to adjust to the awfulness of the values of the
New Medicine, in which the sole surviving value lies in the
power of choice of those who have the power of choice.

What should trouble us greatly is that the stories have
hardly begun to unfold—the story of what we are able to
do to ourselves and to each other, and the story behind
that one, of what we allow to be done to us and to each
other. Bioethics, if we can use that disciplinary term to
stand for the medical-scientific and moral stories alike, is
in its very infancy. The extraordinary possibilities of
medical science and the opportunity of rewriting our

moral vision, twinned fatefully in the twilight of the
West, alike beggar the limp imaginations of us all.

For that is the location of bioethics, not on the fringe of
the human experience, but at the heart of the options for
the reinvention of human being, the reconstruction of
human nature in accordance with the ‘choice’ doctrines
of the abortionists (where the mother chooses, or is said
to) and the medical killers at the other end of life (where it
is alleged to be the patient: ‘medicide’ is Dr Kevorkian’s
term for it, and it is really quite a good term: that species
of homicide which is committed in the practice of
medicine). The reason these cases are of such importance
is plain—for nothing more eloquently defines our notion
of human nature than those conditions which are
considered sufficient for the taking of human life. This
discussion is therefore not an end in itself, but the
prolegomenon to every other issue in bioethics, all the
way to the human genome project and beyond, since it
identifies the agenda as focusing not on this or that new
technology or resourcing issue (hugely important though
these may be) but on the nature of human being; what
theologians call anthropology. Abortion and euthanasia
bracket that question so clearly because neither is
necessarily connected to anything special in the modern
world. They are as old as fallen human nature; and the
change from permission to proscription, which marked
an earthquake in western culture, was as surely the fruit
of the Judeo-Christian victory over paganism (which
ensured the Hippocratic triumph in our medical ethics) as
the reversion to medical killing in our generation marks
the end of the Christian centuries.

Yet who would believe that all this is taking place
under a plain brown wrapper bearing an obscure
academic label? And who will therefore be able to offer an
articulate challenge to this nascent culture of ambiguity
and the redefinition of humankind? For only they will be
well able to engage the bioethics agenda as it lengthens
into the future. The inability of abortionists and their
political patrons to recognize the enormity of a ‘partial-
birth abortion’ does not encourage us to believe that the
dignity of human being will long survive the West's
denial of its grounding in the image of God.

This is the final issue to be edited by Dr Cameron
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Dominique Folscheid

Dominique Folscheid, University of Marne la Veillée, France
Bioethics and Public Policy:
Will Liberal Nihilism Be Our

Future?

At the present time, most physicians still devote their life
to caring for the sick. However, the future of medicine is
one of the most disquieting problems. Why? Due to the
progress of medical technology, of course. The first
problem for public policy appears to be an economic and
social problem, because such medicine will be more and
more expensive. But that is a shortsighted point of view.
The basic issue is to know whether scientific and
technological progress will change the very essence of
medicine.

Medical Progress and Hippocratic Tradition

The first question is whether the progress of medical
technology has destroyed the very nature or essence of
medicine? By tradition, the practical paradigm of medi-
cine is unity.

It is impossible within the Hippocratic Tradition to
dissociate the patient, his disease, his organism and his
body. Medicine is a human activity founded on personal
interaction. It is confronted with suffering, anguish and
the significance of human life. So medicine and ethics are
intertwined, because medicine necessarily takes care of
human beings. It is much more than a technical pro-
fession, it is a human praxis. Firstly, medicine can be
effective, or not. Secondly, but this should be our first
basic principle, non-effective medicine remains medicine.
We often tend to forget this fact.

What about our scientific medicine? It takes care of the
organism and disease, but it often forgets the body and
the human being. Modern medicine has inherited a
paradigm deriving from Cartesian mechanistic science:
the body is a machine. Mechanistic medicine is effective.
It shares many characteristics with scientific investigation
(for example: a rigorous problematic approach, testing of
a hypothesis, collection of valid information, meticulous
criticism, and so on).

However, if medicine remains a praxis, abiding by
Hippocratic tradition, our new medicine, using new
knowledge and new technologies, still remains a human
praxis. Its essence has not been changed by new medical
means. Efficiency is dependent upon scientific progress
and technical means, whereas medicine is not.

The most disquieting problem is, however, the status
of scientific medicine.

Everybody says that there is no problem because
science and technology, although indispensable, are no

more than means. For example, many physicians say that
nowadays gene technology should be assessed like any
other technology. So there is no peculiar moral issue. Is it .
a part of medicine or not? The question however, is
whether gene technology is merely a means.

If medicine remains what it is—that is to say, a human
praxis—such an opinion about the means is true. But this
opinion depends on the underlying question regarding
the essential nature of technique. Are technical means no
more than tools?

Of course, it is generally believed that technique is no
more than a means to an end. Thus it is ethically neutral,
because morality depends on purpose, on good will, and
so on. If technique is just a means, I am given a double
choice: first, between doing or not doing; second:
between doing good or evil. The means, or the tools,
always remain neutral. With the same knife, for example,
I can kill my neighbour (or not), and I can cut a T-bone
steak. The knife is just a tool, and every tool is, of course,
ethically neutral.

Nevertheless, we must introduce a difference between
‘free technique’ (which using some tools, is applied to
technical objects). In the use of embryonic cloning
technology, for example, we have no choice between a
good and a bad use. The only choice is cloning or not
cloning. But if we choose the area of cloning, all our
choices are necessarily bad (from an ethical point of view,
of course, and not from a technical point of view).

Adhesive technology is not ethically neutral; it tends to
be neutralizing.

So we reach the conclusion that while a tool is a tool,
without any doubt, technique is neither merely a tool,
nor the sum of all technical means. Technique is a
system, an ‘applciation’ to something (Heidegger says
that technique is Gestell). Technique is one of the ways for
mankind to act on the world. As Heidegger says, the
essence of technique is not inside, but outside of
technique itself. Remember Aristotle’s joke: an axe cannot
have its essence inside, otherwise an axe would be a
living being. The essence of the axe lies in the blacksmith,
in the purpose, in the relationship between nature and
the human being. Thus technique is always a response to
human demands. For the same reason, the essence of
medical technology lies in medical praxis.

Our second illusion is the idea that science is pure
disinterested knowledge, something which is absolutely
necessary and could not be other than it is, while
technique is merely an instrument with which to apply
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science or knowledge. There is science on the one hand
and technical means on the other. This implies that
science is free and disinterested research. Such an
opinion is wrong.

Francis Bacon wrote: ‘Knowledge is power.” Why?
First, because knowing is doing. In order to know, we
have to do (that is to say, to experiment). Second,
because the effective purpose of knowledge is usefulness.

Above all, we have inherited a paradigm deriving from
Cartesian philosophy: God the Creator is not merely he
who knows but also he who makes. In God is equally a
scientist and an engineer. The result is an ambiguity in
the relationship between science and technique, because
knowledge becomes a means and not an end in itself.

Our Western conception of science and technology
stems from the distortion of the message from the Bible
and of Cartesian thought. Because the Bible removed the
sacred aura surrounding nature and made it a non-
magical and non-supernatural world—a non-God, in
fact—mankind concluded that it could use it as it wished
and give free reign to its desire for mastery and absolute
domination. Descartes’ legacy has also been modified: in
establishing its scientific approach, he focuses on
method, not substance.

Why then has our Western heritage been twice
distorted? Heidegger says it is because mankind has left
its being out of account, thus benefiting the phenomena,
and in doing so has acted contrary to the teachings of
ancient Greek philosophy, which accorded primary
importance to being.

The Effects of Scientism on Medicine

Science, of course, is not a philosophy. But we need
broader consideration of the role of science in our world
of culture, imagination and myths. We have to dis-
tinguish methodological postulates from philosophical
ones. Science needs objectivity. But scientific objects are
abstractions. To be objective science needs to reduce
living reality as much as possible. The research worker
has to explain the complex in terms of elements, describe
causal chains, use formal methods, such as classifications
and mathematical models. Such a process is legitimate.
But scientific objectivity cannot take in the whole of living
reality. Remember Kant's question: ‘What can I know?’
To this scientism answers: ‘the whole reality’.

Scientism is not a scientific point of view. Scientism is a
totalitarian ideology, which pretends that science is the
unique source of knowledge, because the whole reality is
positive and objective. Such teaching, however, is no
longer a methodological postulate, but a philosophical
postulate—philosophically wrong, and scientifically inac-
curate.

If science is everything, science is no longer science; if
science is science, science is not everything.

Scientism is the most dangerous disease affecting
future medicine. Its twin disease is technicism. That is to
say: absolute knowledge on one hand, the all-powerful
on the other, and a fool ideology in the brain.

In so far as scientism and technicism will change
medical research (in genetics, for instance), and future

practice, it will alter our standpoint concerning the
relationship between medicine and what people want
from medicine.

In fact, the very heart of the problem lies in our new
approach to heaith, in the realm of our technological
world. The heart of the problem lies in the desires of sick
people. What is health? Health itself is nothing. The
famous French physician Bichat said, ‘Health is the
silence of our organs’. A healthy body is a transparent
body.

With our new ideological background, health is becom-
ing a positive reality linked to what we feel about
ourselves.

Technical patterns often take the place of moral
patterns. Mankind left its being long ago, thus benefiting
the phenomena. In so doing, mankind has acted contrary
to the teachings of ancient philosophy, tradition and
religion, which accorded primary importance to being,
morality and faith. In staking everything on phenomena,
people hope that technology will solve all problems,
including their salvation. The ultimate consequence of
this is the technicalization and medicalization of human
ills.

The result is the metamorphosis of human needs,
desires, requests and hopes. Nobody has forgotten
Kant's questions: ‘What must I do?” and ‘What may I
hope?” But the background is deeply changed. What must
we do? We must observe and explain our nature, in order
to master it, and even to manipulate and to change it.
Happiness and salvation are transformed into ‘quality of
life’. With our refusal to accept our human condition,
death or infertility are swept out of the way. Two years
ago, a well-known French physician said: ‘Death will be
the last illness.” With genetics, science is about to become
‘popular science’, and ‘popular science’ is about -to
become ‘imaginary science’. What is really illness? Who is
sick? We no longer know because we have forgotten the
reality of the human being. If I am my genes, my medical
destiny lies in my genes. With genetic analysis, every
human being in good health is already, unknown to
himself, a sick person, who needs health care. So,
medicine is going to enlarge itself without any limit.
Today we already call upon medical biotechnology in
some non-medical areas: for example, in-vitro fertiliz-
ation programmes or soft euthanasia; tomorrow, we will
call upon genetic engineering, cloning, etc. The instru-
mentalization of bodies is the required end. Scientific
progress is only its means.

What about medicine? If the body is treated as a pure
organism, then the body is no longer a body. The
physician becomes a veterinarian, and medicine takes
leave of medicine. The result is a new supply and
demand process. Both sides are intertwined in a new
sytem. However the genetic revolution is the greatest
hope of our future medicine.

An Ethical and Political Challenge

Such a situation is a challenge to ethics; to bioethics also,
despite its ambiguity (is bioethics ethics dealing with
technobiological problems, or biological ethics dealing



4 ETHICS & MEDICINE 1996 12.1

Teresa Iglesias

with new standards, concerning itself with production
and organization of life in our ‘Brave New World"?) As
Engelhardt in Foundations of Bioethics says: ‘If there is
nothing sacred about human nature, there is no reason
why human nature should not be radically changed’.
That is to say: new desires on the one hand, new
standards on the other. Engelhardt is wrong; man is not
simply a being of nature; he is the being that exists in the
human world, the being who inhabits the dwelling (or
the house) of being. Family is the best example of this
difference: a husband does not say, ‘My mate has
brought my offspring into nature’, but, ‘my wife has just
brought my child into the world'.

However, there is neither a human world nor a human
being without nature. We have to respect man’s natural
condition, which is the basis of man’s humanity. Medical
care is part of this basic condition. But the humanization
of man concerns ethics and politics, which consist of the
most important form of praxis. When technicism replies
that to humanize man, we have to change human nature
(that is to say, to change the nature of nature), above all it
wishes to change natural human nature into artificial
nature.

Nowadays, in medicine, the real problem is not the
‘mind-body problem’; it is the ‘body-organism problem’.
The human being only has a body, because there is no
body without a mind, and no mind without a soul.
Otherwise, the human body would be reduced to some
raw material.

But what is a human living material? A slave. At the
present time, the embryo is becoming a slave. Remember
the ancient tradition: a human being who can be killed is
a human being who can become a slave. Embryo is
classed by Engelhardt among ‘human non-persons’.
Aristotle wrote: ‘A slave is a part from the master’s body’.

Teresa Iglesias, University College,

Some people say: ‘The embryo is neither a person or a
thing, it is a part from the mother’s body’. To be a
material, or to be a patient, that is the question.

What is to be done with human being? What is our
purpose?

Engelhardt repeats Protagoras: ‘Man is the measure of
all things, of existing things that they exist, and of non-
existing things that they do not exist’. He specifies: ‘it is
persons who are the measure of all things’. But I ask: who
are these persons? Scientists? Physicians? Parents?
Governments? And what is the measure of such a
measure? The Good in itself? God? Tradition? In all
probability, the answer is: our phantasmal wants, and
our own interests.

Such a situation is a challenge to our democracies,
because liberalism is now thrust into an intellectual and
moral crisis. The very meaning of freedom has been
distorted. We have forgotten the difference between
freedom, together with its conditions and limits, and
savage free will, or individual licence. Denying any
objective knowledge of the human good, we have no
standards of human excellence, human good life, rights,
duties, justice and responsibility any more. In an atomis-
tic and pluralistic society, tolerance is necessary; but
tolerance is also a neutralizing process as far as values are
concerned.

So, we have to meet human nature once more, in order
to recall the foundations of the socio-political impera-
tives. Indeed, the vacuum of the ‘being’ is the back-
ground of nihilism, and nihilism is the background of
materialism.

It is vital to redefine the ultimate purpose of medicine
from the standpoint of mankind itself. We need patient-
centred and person-centred medicine. It is up to mankind
to guide science and technology in a specific direction.

Dublin

Hippocratic Medicine and the
Teaching of Medical Ethics

Introduction

In what follows I argue for an approach to the teaching of
medical ethics which must find its foundations in a
reflection of and a commitment to the nature of medi-
cine itself, and not in any other extraneous consider-
ations.

The universal nature and meaning of medicine itself,
which is Hippocratic in origin, constitute the grounds of
the universal, non-partisan, significance and content of
medical ethics. Medicine is inherently ethical, and in this

understanding of medicine medical ethics is regarded as a
medically based ethic.

I. The Goal of Medical Education

Medical education aims at making of students good
doctors. Medico-ethical education, as part of an overall
medical education, has this same aim in view. I assume
this as a shared agreement among those assisting the
very process of medical education, the teachers, and
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those undergoing that process of learning, the students. I
see my own task as a teacher of medical ethics to medical
students to be serving this educational goal.

But aiming at helping others to become good doctors is
not an individualistic task, ‘me and my students’. It takes
place within a context of medical practice, a medical
community, that although concrete in a particular place
and time is also of universal significance. For medicine as
a practice is ‘already there’, with a meaning, a history and
a long tradition of self-understanding. In every cultural
context medicine is needed, recognized and valued by all
(even if some of its practices may be deeply resented).
Anyone who wants to become a doctor enters into this
well-established practice of medicine; he or she can
choose the school of medicine to attend, but they cannot
choose the meaning of ‘being a physician’!; that meaning
is ‘already there’. It is a meaning designed to become real
and continue in every newly qualified doctor. Through
medical education the great wealth of medical wisdom,
knowledge and experience is handed down and
entrusted to every medical graduate. This is an entrust-
ment aiming at preserving and developing good medical
practice and what it entails. That is, in medical education
we are aiming both at making good doctors and at
preserving and fostering the practice of good medicine. Two
fundamental aspects of the same reality.

II. Medicine is Intrinsically Ethical:
‘The Medical Good’

What is good medicine? Who counts as a good doctor?
These are very large questions which I do not attempt to
address here. I want to focus on something more modest,
although related to these two questions, and to the idea
of the good. Now, the term ‘good medicine’ as used
above is not intended to be contrasted with ‘bad
medicine’. Rather it is meant to bring to the fore that
medicine is something good in itself, a worthwhile and
honourable human activity, a ‘profession’ to which so
many men and women devote their lives; an endeavour
full of value, and capable of fulfilling a person’s life with
human interest, effort and achievement. Medicine is
something noble and laudable; both a good and an
excellence. This good of medicine is what medicine is
about, what it aims at; that which makes medicine to be
medicine rather than law, or politics. Let me call this
good the medical good.

Ethics is concerned with ‘the good’, described by Plato
as ‘the aim of all endeavour’.? His follower, Aristotle, tells
us in his Ethics that ‘Every art and every investigation . . .
aims at some good’—and adds—'since there are many
actions, arts and sciences, the aims turn out to be many as
well; health is the aim of medicine . . .".3 Since ancient
times the particular good with which the medical
endeavour is concerned has been focused on one word,
‘health’.

But we may add that this end or good is realized in the
concrete in the central concern of medical activity,
namely, ‘the doctor-patient healing relationship’. What is
involved in the reality of this human relationship is what
makes medicine ‘ethical’, a moral activity, an activity with

its own intrinsic moral worth. In other words, medicine is
intrinsically ethical because of the good which medicine
aims at. Hence the moral norms to be followed to attain
it, the excellence of character required of its practitioners
for its realization, as well as the right activities that
accomplish that good, are constitutive of medicine itself.

Thus, medico-ethical teachings are derivable from the
nature of the healing relationship. Ethical aims, norms,
principles, excellencies and activities, are the various
dimensions of medical practice. Therefore it is my
contention here that we can take the core of medicine to
be the ‘doctor-patient healing relationship’, and that in
this core (the ‘medical good’) we find the medico-ethical
components with which a medical ethic is concerned. We
cannot understand medicine without its ethics, we
cannot understand medical ethics without an apprecia-
tion of the nature and meaning of medicine. This is the
foundation for my claim that medical ethics is a medicine
based ethic.*

Clearly, this idea of medicine as intrinsically ethical
determines the approach to the teaching of medical
ethics. In what follows I want to illustrate that this idea of
medicine is Hippocratic in origin and in character, and
that it has a transcultural and universal significance. By
‘Hippocratic medicine’ I mean that kind of medicine
which can speak ‘timelessly’ to doctors and patients of all
cultures precisely because its centre is the relationship
between the doctor and the sick, the one to be healed, a
relationship which remains basically the same for all
places and times. I claim, with the Hippocratic physician,
that the meaning of this relationship (as with all true
human relationships) is ultimately moral, embedding a
recognition and fellow feeling for the other as the human
being, who is both a moral and an embodied being. It is
upon this recognition that medicine as a healing and
caring activity is founded, and became a professional
body bounded by its own professional code.

III. Approaches to Medicine and to
Medical Ethics

By affirming that medicine is an intrinsically ethical
activity, and hence that medical ethics is a medically
based ethic, I am aware of going against popular current
conceptions of medicine. And hence I am going against
those approaches to medical ethics which accompany
those conceptions. Let me briefly dwell on this point.
Medicine is currently being regarded by some to be a
morally-neutral activity, value free (like science or techno-
logy as some would hold). Doctors, some would claim,
are not healers but scientists. Admittedly, medical
technical knowledgte and skills (whether in surgery, use
of technology or drugs) can be used for good or ill.
Techniques or skills, are said not to have intrinsic moral
goals. What counts as a ‘good use’ of medicine is not
intrinsic to the medical skills and techniques themselves,
but rather to the ‘ethics’ of the user. A good doctor will
know how to use those skills well (like any other skilful
technician) but his or her ethical outlook and opinions are
independent of them. That is, this view defines medicine
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by its techniques and skills, being a contractual trade
governed by a know-how a techne, whose ‘ethical’ use
depends on ‘external ethical principles’. Hence the use of
the skill may be seen as divorced from specific moral
goals and from the moral character of those involved
(which may be matters considered ‘private’ and
personal). In this view the external ethical principles
governing the good use of medicine are regarded as
derived from re(l‘igious codes,:’ or from socially deter-
mined customs,® or the law,” or the opinions of the
doctor, and or the wishes of the patient.

Conceiving medicine as purely scientific and technical
and value free is consistent with much of our current
liberal, legal (and litigious) cultural milieu. For ‘the
ethical’ in our modern world (that is, what is good and
evil—the objects of our love and the very nature of our
moral characters), is nothing absolute. Rather it is
something contingent, relative, very much a matter of
individual or cultural opinion and outlook; it is also
something private, or a ‘mystical’ intangible non-
scientific dimension added to the objective scientific data
and evidence; it is something independent of history and
tradition; something ‘pluralistic’ since there are so many
varied ethical outlooks; and something that must be
‘rationally’ validated, and argumentatively justified,
according to a pre-determined standard of reason.’ In
other words, medicine is currently considered to be
amoral, scientific, a skill or know-how, a-historical,
pluralistic, individualistic and a rationalistic exercise.

Within the current liberal perspective, the external
ethical principle which makes the ‘neutral’ use of medi-
cine something medically ‘good’ is the idea of uncon-
strained freedom, ‘the right to choose’, freedom to do
what one pleases. This is the primary ethical principle in
our culture (which includes even ‘the right to choose to
be killed” or to kill). In this social context medicine has
become ‘a service’, a trade which gives the patient (a
client) what he or she wants. The doctor is there to serve
the autonomy of the patient.’” And when this autonomy
cannot be exercised, then he or she has to carry out what
is the most compassionate or benevolent thing to do in
the best interests of the patient, including a ‘mercy’ to
kill.

Neediess to say the law has become the best ally to
sustain this conception and practice of medicine. For
traditional medical ethics and medical practice has been
changed by the continuous chain of judicial rulings and
court cases, in USA, Europe (including Ireland), and
recently in Australia with the legalization of euthanasia in
the Northern Territory on 25th May 1995. That is, with
this new outlook doctors have unwittingly handed over
their ethical self-governance (for they seem to have
accepted that it does not belong to them), while ‘society’
and ‘the law’ have taken full control of the medico-ethical
domain.!" With the acceptance of state medical services
the Doctors” Governing Body have failed to remind their
members and the State that doctors’ professional duty is
subject to their professional body. Doctors cannot carry
out ‘health policies’ which would contravene their duty to
care. The most fundamental medico-ethical norms there-
fore become medico-legal requirements. If there are
doctors (or patients) who do not agree with these new

judicial requirements, ‘a conscience-clause’ is to be
invoked (and sometimes granted).

This overtaking of the medico-ethical domain by the
law is depriving the medical profession of its rightful
ethical autonomy (partly with its consent whether impli-
cit or explicit). This amounts, in my judgement, to a
disintegration of medical goals, demanding increasing
‘conscience clauses’ to cover those physicians who cannot
professionally agree with the new legal rulings; this
makes the practice of medicine more and more difficult
for them, while it creates two strands of medicine, a
conscience governed medicine, and a law governed
medicine, whereby the truly ethical self-governed medi-
cine has disintegrated. The legalistic trend in medicine is
also, in my view, a direct attack on the right use of
practical wisdom, of true medical discretion, of that
prudent judgement of the doctor on the spot, which
medical practice requires. Moral wisdom is ‘legalistically’
destroyed, for the legalistic trend is entering and chang-
ing genuine moral thinking, genuine moral governance,
and genuine moral acting. I agree with those who
conceive our cultural task as emerging from a cultural
crisis which is ‘intellectual, moral and spiritual’.’? So, in
view of this crisis, what practical approach may be
suggested in the teaching of medical ethics?

In attempting to answer this question we can turn our
eyes to the idea of Hippocratic medicine, as mentioned
above, which is summarily articulated in the Hippocratic
Oath as it has been handed down to us."® Other authors,
in particular Leon Kass, have done so excellently, from
which we all can learn. Looking back to ancient Greece
for an understanding of medicine and its timeless
universal nature is not to have an undue devotion to
tradition or history, and to disregard the new scientific
and technological era in medicine. It is only to recognize
that the idea and meaning of medicine is a legacy we have
received, not newly invented, and that by looking at its
origins and history, we can better understand this
meaning and gain a deeper insight into the truth. We
should allow the Hippocratic writing to speak for itself.
Then we may ponder about its inspirational impact on
the medical profession for about two thousand years. But
even if we leave this remarkable historical fact aside, we
may be able to recognize the writing as an articulation of
that understanding of human nature and of medicine that
captures its centre, its essence, its core; what I have called
the medical good, making the meaning of medicine
timeless and universal.

The fundamental reason why Hippocratic medicine can
speak timelessly and relevantly to us today is because our
embodied humanity is the same now as it was in ancient
Greece. Hence, the activity of healing and caring for the
sick is essentially the same, it cannot change. Nor can the
desire of the sick to get well. The basic understanding of
our being healthy as a natural condition of our embodied
selves working well is also the same. Clearly human
beings have not invented animal or human health.
Whatever our difficulties in understanding people of
other times, other languages and other cultures, ‘we are
all products of similar natural processes and we all live
out our lives under the same skies and this gives us at
least enough in common to recognise each other’s
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humanity . .. [I know] that honey tasted as sweet to
Achilles as it does to me’.!* Medicine as a dedication to
healing is founded upon our embodied and moral nature,
that is, on our human nature.

IV. The Core of the Hippocratic Ethic

Let me now focus on the third paragraph of the Oath'
since it is not possible here to consider the entire Oath in
detail. This paragraph reveals to us in a nutshell, the core
of medicine, and so, the core of the Hippocratic ethic. It
states:

I will apply dietetic measures

for the benefit of the sick

according to my ability and judgement;

I will keep them from harm and injustice.

The overall spirit of the Oath is portrayed in this
paragraph; it does not draw a line between the technical
dimension of medicine and the ethical one. All the
provisions of the Oath flow from its understanding of the
essence of medicine not as an ethically neutral technique
but as an activity constituted by a notion of the good, that
is, as a praxis embedding the understanding and realisa-
tion of that good.®

The main ideas contained in the four provisions of this
paragraph, if properly unpacked, would yield the rich
content proper to a Hippocratic medical ethic. Here I limit
myself to draw attention to some of its salient points.

(a) ‘For the benefit of the sick’

With these six words the overall meaning and end of
medical practice as a healing relationship is disclosed; this
is what medicine is for: the benefit of the sick.

In this goal the essence of our human condition is
identified, from this medical point of view, as an embodied
and moral nature. Let me say why. On the one hand, we
become sick because we are embodied beings, or bodily
living beings; non-living beings and ‘spirits” cannot get
sick or be healthy or unhealthy. But apart from being
capable of getting sick, we also desire the good, discern
between what is good and what is not, and set ourselves
to doing good. We also expect naturally (as little children
do) that good be done to us; when the expected good, the
expected courtesy, is not done to us we become disap-
pointed. Human beings set themselves the goal of
benefiting, of doing good to themselves and others,
because they desire and want to attain and to generate
good; this is our moral nature.

Therefore 1 suggest that the particular, and also
universal, good of ‘benefiting the sick’ is the core of the
Hippocratic ethic. This good can be taken as an expres-
sion of the Hippocratic vision of the human being, both as an
embodied being and as a moral being. Around these two
dimensions of our earthly existence, the bodily and the
moral, Hippocratic medicine revolves; and in these two
dimensions our spiritual nature is also manifested, as the
Oath also recognizes. I believe that in order to under-
stand Hippocratic medicine with its intrinsic ethic, one
has to a large extent to share, accept and even empathize

with or feel its image of the human being. In other words,
the Oath presents us with a comprehensive view of the
human being, and encapsulates what I would like to
describe as the sense of the reality of the sick human being.
Without this sense of what it is to be sick, the Hippocratic
idea of medicine as a medico-ethical art cannot. be
grasped, and without it the ‘doctor-patient healing
relationship’ is meaningless. Again, my major claim here
is that in the Oath the sense of the reality of the sick
human being is fundamentally a moral one.'” By this
‘sense of the reality of . . .” I refer to ways of recognizing
our fellow human beings in which our intellectual, moral
and affecting sensitivities all play a part.

What does it mean to be sick? First of all the Oath
acknowledges that when the human being is sick, he or
she is in need, precisely because of being sick; and because
sick (and not for any other reason) must be helped, and is
worthy of help; this is a moral recognition which makes the
physician ‘a physician’ towards the sick, in recognizing
the need, and in the necessity to respond to it—and not
as a mere ‘body-technocrat’ who only does repairs on
demand, but because the sick patient is not a mere body,
but a human being in need. To benefit the fellow human
being when ill is to enable them to emerge free from that
need. Simone Weil identified human need as the soil of
our moral life, giving rise to the imperative of obligation,
i.e., to the doing of good. ‘Where there is a need there is
an obligation’ she says.'® The sick human being suffers
from bodily need, a health need; so it is in healing—
through the healing relationship—that the need will be
assisted.

(b) ‘According to my ability and judgement’

The sick human being is seen by the Hippocratic
physician as deserving the unconditional assistance and
respect which call for the full dedication of ‘his ability and
judgement’. That is, the sick must be attended to with the
best of knowledge, skill, as well as caring sensitivities,
and virtues; in particular the virtue of practical wisdom,
discretion or prudent judgement, which the concrete
condition and situation of the patient demands. The
physician here recognizes that it is upon ‘his ability and
judgement’, that is, upon their knowledge and character
that the healing activity depends.

The healing relationship cannot be but between indivi-
dual human beings and of its nature individualized. This
is part of the sense of the reality of the sick or injured
human being, which is a ‘recognition’ that the embodied
human being cannot be but individual and unique. Hence,
the doctor does not primarily serve society, or the
community, or human welfare, or the state, or the
greatest good for the greatest number, or some other
abstract conception. The doctor serves a patient, a sick
human being. ‘The health of my patient will be my first
consideration.”’ That is why the doctor’s vision of the
human being, of who and what he is treating, is the
central component of his ethical outlook. As it has been
described the idea of the human being is ‘the organis-
ational principle’ in medical ethics.* For the general
understanding of ‘health’ and its conditions in the
healing activity is always, in the last analysis, a concrete
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reality: ‘the health of my patient’, an individual human
being. Aristotle with his profound sense both of the
general and of the concrete says in this respect: *. . . what
the doctor appears to consider is not even health
universally, but the human being’s health, and even
more than that, presumably, this human being’s health,

since it is particular patients that he heals’.*!

(c) ‘I will apply dietetic measures’

When the Hippocratic physician focuses concretely the
means of his activity of healing, he commits himself with
this provision: ‘I will apply dietetic measures.” We know
that diet is not the whole of therapy, yet it is central to it.
As Kass puts it, ‘We are, in a sense, what we eat.’??> The
malnutrition and starvation that millions of our fellow
human beings suffer today, as well as our problems of
overeating, obesity or toxic ‘ingestibles’ point to the fact
that food, eating, and our diets are intrinsic to our well-
being. They are, and they will always be, central in the
role of benefiting the sick, for food and embodiment are
inextricably linked. Food, eating and diet directly relate to
our bodily condition. Our attitudes towards food are
inseparable from our attitudes towards our human
embodiment. Thus the Hippocratic doctor’s attitude (and
any doctor’s attitude) to the human body, to our
embodied human nature, becomes the central inevitable
part of his or her moral concern. Hence, there are certain
things that ‘a good doctor’ must recognize about nourish-
ment and about the body in order to be such a ‘good
doctor’. For diet as part of therapy is related to what the
body is.

What is the body? How do we think about the body?*
Let me briefly point out here two essential features of our
embodiment which are central to the idea of medicine
and the role of the physician. The human body is a living
being, a living whole with its own peculiar wholeness. A
whole which possesses its own manner of physical
existence, its unity, its physiopsychic balance, harmony,
well-being, well-working order. This is its natural state of
health. When that balance, order or harmony is lost it is
sick, ‘we become sick’, for we are those bodies. To restore
the body to its harmony, to its wholeness, to its integrity,
is the aim of the physician in co-operation with his
patient. Ultimately this wholeness of the patient is what
the physician serves. This is an important realization with
enormous significance for our evaluations concerning
transplants and the manipulations involved in genetic
engineering.

In seeking the restoration of health the doctor and
patient must recognize that the primary healer is the body
itself. Mysteriously to us, still, but undeniably so, the
body is its own maker, and its own healer, its own
‘repairer’. This makes medicine, the healing activity, one
of assistance, of co-operation, but not of transformation.
The physician, as much as the patient, ministers to, is
subordinated to, this healing power of the body; a
healing power that the whole of living nature possesses
and that places us in the realm of participation with its
spiritual, non-visible, divine, non-man-made, origin. So
much are the body’s powers of health and healing its own,
that we the embodied creatures have no full accessibility

to them. The uncertainty of what is good for it in sickness
(or in health) may baffle the understanding of physician
and patient. Also our own ignorance, foolishness or
wayward habits can lead the body astray. Ministering to
our bodies is ministering to ourselves as embodied, and
also to the whole of the cosmic nature of which we are a
part. By necessity a good doctor will also be, at least in
attitude, a good environmentalist, and good here means
more than ‘environment-friendly’. Our good depends on
the good of the earth and on the cosmic good.

(d) ‘1 will keep them from harm and injustice’

Ministering to bodily wholeness is more than ministering
only to the body, it is ministering to the patient. I and my
body are one. Because doing good to the sick, benefiting
the sick by healing them, is the goal of the physician,
anything which does not serve this benefit and good is
not to be done to him or her. The medical good sets the
parameters of goals and activities that fall within the
range of healing, and of those that either are alien, or evil
as contradicting the good. The Oath characterizes the evil
not to be done with the general terms of harm and
injustice. In these two terms the basic ethical outlook of
the Oath is contained. Though closely related terms,
‘harm’ and “injustice’ are not identical. Other paragraphs
in the Oath specify in the concrete what these evildoings
are. They are all violations of the sick human being
(whether bodily or otherwise). These violations are
recognized to be gravely harmful and unjust by the
physician, as also ratified in the last paragraph of the
Oath. There, the physician obliges himself to endure
suffering and disgrace so that justice may be vindicated,
if he were to fail in his commitments and promise, or to
enjoy prosperity in life and art if he is faithful. His plea is
for justice.

At this point let me draw attention to something I
consider to be very important in relation to the distinction
between harm and injustice as evildoings. The distinction
between ‘harm’ and ‘injustice’ points very clearly to the
inseparability of our bodily and moral mode of existence,
leading to a true understanding of the nature of evil done
and of evil suffered. This is a difference contained in the
Oath. The difference is something like this: When a harm
is done, say a bodily harm (poisoning, starving or killing
the body) the human being harmed not only suffers the
harm in his body, or his being, but also suffers the
injustice done, for it is a kind of treatment that is not due
to him or her. The perpetrator doing the harm, say the
physician, is acting in such a manner that he appears
(perhaps even to himself) to get what he wants when the
harm is done and finished; that is, he may think that his
evildoing business is finished when the harm is done. But
this is not so, the evildoer does not cause harm and
injustice to others only, he harms himself as well; he gets
evil in return by becoming an evil-doer. Socrates’ claim that
‘it is better to suffer wrong-doing than to do it
expresses this view about evil doing, as harm and
injustice. Evildoing affects the whole of the evildoer’s
being, whether he recognizes it or not; his judgements,
his affections, his habits, are all morally affected and
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corrupted by the evil; he is an evildoer. The evil atrocities
carried out by very many learned and experienced
physicians under totalitarian regimes manifest this con-
nection between evil doing and becoming evil, the moral
corruption of one’s own being.

The Oath, by upholding and invoking justice, recog-
nizes and upholds an unconditional respect for the sick
and for the physician’s professional and moral integrity.
This recognition and respect is also also at the centre of
the Judeo-Christian view of the human being. But, I also
hold, it is a recognition inherent to the very nature of
medicine as a healing practice as understood by the
Hippocratic physician. Note that, according to the Oath,
he would treat with equal respect both the free and the
enslaved human being. The slave, for him, was not
merely a body, the ‘property’ of his owner and master;
the slave was a human being deserving respect like any
other fellow human being. Here, in my view, we could
find the seed of that non-discriminatory and universal
concern for the sick and injured that medicine upholds:
‘Doctors must practise without consideration of religion,
nationality, race, politics, or social standing’.**

Let me finish with some words which I usually mention
to the medical students I teach; they come from a variety
of different local, non-local and ‘foreign’ cultures, and
from different religious and non-religious backgrounds to
learn good medicine and how to become good doctors. A “good
doctor”’, can be a good doctor anywhere he or she goes;
for their goodness as a doctor depends on their having
adopted the medical aims of the profession, their expert
medical knowledge and practice, and their good human
character as a doctor. “Medical goodness” does not
primarily depend on the geographical or cultural place
where the doctor happens to exercise his or her pro-
fession. Medicine is of universal significance because “the
good it pursues” is its own aims: healing, caring and
comforting the sick. It is this good, and its proper
understanding, that constitutes the subject matter of
medical ethics.”?
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Impact of Individual Opinions on the Respect

for Human Personhoo

Let me tell you how privileged I feel to give this lecture in
Budapest, remembering that in 1956 Hungary was the leading
country in the struggle against totalitarianism. In Paris we
were fully involved and happy to participate in a number of
demonstrations in support of the Hungarian people. Moreover,
cannot forget that my father, who at that time was dying from
cancer, offered his life to God in order to alleviate their suffering.

For reasons which will become obvious I will extend the
scope of this lecture beyond the restricted frame of Bio-
ethics to consider the more general problem of the dignity
of and respect for the human person at the end of this
20th century. I would like to address the three following
points.

First I will consider several forms of exclusion that
threaten the dignity of human beings and examine the
inconsistent responses made by people to such attacks.

Second I shall try to analyze at least some of the factors
that cause our blindness to certain offences to human
dignity.

Thirdly I wish to suggest in conclusion, that the main
problem raised by these observations is how we can reach
an agreement regarding what is involved in the concept
of human personhood and human dignity.

How Do We React to Aggression Against a
Human Person?

Current events draw our attention daily to new forms of
exclusion that threaten the dignity of different categories
of human beings. In most cases the background to such
exclusion is one of the following;:

a. Prejudice. This can be cultural, religious, political or
national.

b. Circumstances. Political leaders may foresee ‘inescap-
able choices’ if they grant specific rights to those who are
making economical, ecological or security demands. John
Kilner shows us elsewhere examples of this issue as far as
health care is involved.

c. Ideology. Individual dignity may be sacrificed to the
demands of ideological groups. This can occur between
the guilty and the innocent, between the young and the
elderly, between the mother and the foetus. There may

also be conflicting priorities such as those between
demographic growth and the survival of the earth,
curable and incurable diseases. All exponents of conflict-
ing views claim to argue from humanitarian motives
which are cited to support their points of view. Such
reasoning has been well documented by Daniel Callon in
this session.

It may also be of interest to note here that ‘scientific
criteria’: biological (such as phylogeny, ontogeny, genetics
or even relating to ethnic differences), or cognitive (such
as degree of consciousness, communicability, level of
intellectual activity), are in general put forward in an
attempt to justify these discriminations. Needless to say
they may lead to various excuses, such as tampering with
genes, programmed procreation, ‘a la carte’ behavioural
choices, eugenics, and, on a more general basis, they
serve as a pretext for the exclusion from modern-day
society of an ever-growing number of ‘defective’ or
‘suspect’ people.

Thus, through its excesses, molecular biology may
become one of the most fearsome weapons of exclusion,
if, for instance, one attempts to use it to discriminate
against any group of people one wishes to suppress. On
the other hand, the use of cognitive sciences may also
serve as a means of excluding a human being from the
community, as documented in the past by psychiatric
abuse in the former Soviet Union, and even now by those
who claim that thinking and personhood cannot be disasso-
ciated.

Needless to say, legislators will seek to curb such
dangerous trends. Yet, however fine the intentions
behind them, the laws aimed at safeguarding the dignity
of man in his personhood will remain ineffective unless
societies agree on the meaning of these terms. In other
words, there are questions that have to be answered.

1. Why should we respect human dignity?

2. What do we mean by ‘man’, by ‘person’ and by
‘dignity” when we are considering birth, pain and death?

3. Laws, structures and institutions are meant to
guarantee societal respect for human dignity. While
Ethics Committees are supposed to debate all of these
things, their conclusions will need to be based on a
precise definition of words such as man, personhood, and
dignity.
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appears to play a major role.

a) Through the selective denouncement of ‘news-
worthy’ attacks on human dignity. These manipulate
public opinion all the more because they are justified. But
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Certainly the seriousness of the inconsistencies which
we have noted (though incompletely), reflects the vari-

able degree of dignity which we ascribe to victims as well










































