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30 million HIV infections and 7.8 million
AlDS-related deaths during the same period.
The number of pregnant HIV-positive women
with access to ARV therapy has increased to
73 percent and new HIV infections among
children have fallen by 58 percent.

Most of the progress has been made pos-
sible by an increase in the amount of money
available to pay for HIV drugs and other in-
terventions. In 1996, total global spending on
HIV/AIDS was $300 million; by 2014, it had
risen to roughly $22 billion. More than half
(57 percent) of the $187 billion that has been
invested in AIDS relief since 2000 has come
from the domestic budgets of the countries
most affected. But international aid programs
have also been pivotal in building the momen-
tum and infrastructure necessary to sustain
effective HIV interventions. Since 2002, the
Global Fund to Fight AIDS, Tuberculosis, and
Malaria, for example, has disbursed more than
$15.7 billion in more than 151 countries.

The U.S. government began funding the
struggle against the AIDS pandemic in 1986,
and in 2003 President George W. Bush initi-
ated the President’s Emergency Plan for
AIDS Relief (PEPFAR). Since its founding,
the PEPFAR program has committed over
$65 billion to HIV/AIDS programs, to the
Global Fund, and to bilateral tuberculosis
initiatives. President Obama has since ex-
panded PEPFAR, so that its funding, com-
bined with private donors such as the Bill
and Melinda Gates Foundation, make the
United States the largest international con-
tributor to HIV/AIDS relief in the world.

Money Well Spent?

Not all experts in global health policy believe
that spending so much money on HIV/AIDS
is the best strategy. It is not that they think
the money is wasted or that millions of indi-
viduals don’t benefit from treatment and pre-
vention programs. Rather, they believe that
the focus on HIV/AIDS has led the interna-
tional community to ignore a range of health-

related problems in developing countries
that, if addressed, would produce greater
reductions in mortality and morbidity.

Daniel Halperin, for example, points out
that millions of African children and adults
die of malnutrition, pneumonia, diarrhea,
and many other common poverty-related
conditions. Diarrhea, for example, is simple
to treat, and most of the deaths it causes
could be easily prevented. One-fifth of all
global deaths from diarrhea occur in Congo,
Ethiopia, and Nigeria. These three countries
have relatively low levels of HIV infection,
yet they receive hundreds of millions of
dollars a year to support AIDS programs—
money that might be better spent combatting
conditions that cause childhood diarrhea.

Halperin’s observations can be extended
to other countries and circumstances. The
majority of those in the underdeveloped
world lack clean drinking water, yet con-
taminated water is the source of many infec-
tions. Money spent on sewage systems and
clean water might make a bigger impact on
the health of the population than a similar
amount spent on HIV/AIDS. Further, the
money from the Global Fund and other
agencies sometimes exceeds the amount that
can be put to use in a given country. Yet the
funds cannot be used for any other purpose.

Given these circumstances, Halperin asks,
“With 10 million children and a half million
mothers in developing countries dying
annually of largely preventable conditions,
should we multiply AIDS spending, while
giving out a pittance for initiatives like
safe-water projects?”

The Promise of Prevention

An ounce of prevention is worth more than
a pound of cure, and the most effective

and definitive solutions to the HIV/AIDS
pandemic still lie in efforts to stop the virus
from spreading. Although traditional educa-
tion measures that encourage condom use,
abstinence, and monogamy have helped

create double-digit decreases in new HIV
infections, only slightly more than half
(54 percent) of HIV-positive people know
they have the virus. They help generate the
unacceptably high number of new HIV infec-
tions each year—roughly 2 million in 2014.
The failure to bring HIV/AIDS under
control has convinced many that the most
effective means of curtailing the spread of
the virus is likely to involve preventing the
virus from causing infection after exposure.
The ideal method for achieving this would
be a safe, cheap, and effective vaccine,
like those that brought smallpox, mumps,
measles, whooping cough, and tetanus un-
der control. Although promising steps have
been taken toward developing a vaccine in
recent years, none has yet emerged that is
reliable and safe.

Another hope still unrealized is the de-
velopment of a microbicide gel or cream that
would kill HIV on contact. While limited
as a preventive measure, it might at least
reduce HIV infection in women, who suffer
the majority of new HIV infections in the de-
veloping world. This approach would have
the additional advantage of preventing the
vertical spread of HIV: fewer babies would
be born infected because their mothers are
HIV-positive.

Perhaps the most promising option for
stopping the spread of HIV is a worldwide
program of intensive testing and treatment.

CASE PRESENTATION
Cutting and Culture

Like many other American teens, Leyla grew up connected
to two radically different worlds. There was the Midwestern
United States where she was born and raised, with its
shopping malls, video games, and fast food, But there was
also rural Somalia, with its came! herds and mud-walled
houses, the place where her parents had grown up and
where her extended family still lived.

Chapter 11

In 2008, epidemiological researchers de-
"veloped a mathematical model to predict
what would happen if most adults and
adolescents were tested every year for HIV
and if those who tested positive were im-
mediately treated with anti-retroviral drugs.
The model predicted that the rate of HIV
transmission could be reduced to such a low
level that AIDS would virtually disappear
within a decade. The reason is that those
infected would, due to early treatment,
carry such a low level of the virus that the
chance of their passing it on to others would
be significantly reduced. This phenomenon
has likely already contributed to the sig-
nificant drop in new HIV infections since
2000, but the large number (46 perceént) of
HIV-positive individuals who don’t know
their status suggests it may be difficult (and
expensive) to achieve greater gains.
Regardless of which strategies are em-
ployed in the coming decades, two basic
conclusions are accepted by most experts in
public health. The first is that HIV/AIDS is a
global catastrophe that continues to produce
mass suffering and lost human potential
around the world, especially in low- and
medium-income nations. The second is that
the richer nations, out of self-interest if not
out of altruism or a sense of justice, must
continue to invest the money and human
capital that might finally bring the pandemic
under control.

Leyla was thrilled when her parents told her she
would be travelling with them back to Somalia over
her school vacation, and would finafly meet her
grandparents. -

“Even though I'm one of four girls, | was the one they
picked 1o go. | felt fike | really was the lucky one,” she
recalled.
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But soon affer Leyla arrived in Somalia, she discov-
ered another purpose of the visit. Her mother took her

to a remote village and told her she was going to be
“cut"—that her clitoris would be removed as part of q fra-
ditional practice opponents call female genital mutilation
(FGM) and others call female genifal cutfing (FGC).
Aithough she was terrified of what was about fo happen
to her, Leyla felt she had no choice but fo cooperate
when she was taken to the cutter's house.

“They had to hold me down,” Leyla recalled. “There
was no anaesthetic, no gloves, no pain medication affer,
no nurse to take care of you. It was the most painful thing
I'have experienced. They cut you like they are cutting
paper. It's like you die.”

Left bleeding in a side room with a wad of cotton in
her underwear, Leyla struggled to reconcile what had just
happened to her with the world she had grown up in.

*I felf like | was dreaming and that at some point I'd
wake up. | felt so violated. Why didn‘t they just let me
decide when | got older instead of ambushing me in the
middle of nowhere?”

A Global Practice

Nearly a decade later, Leyla is still struggling with the
physical and psychological effects of her ordeal. Although
her experiencg is afypical for an American woman, it is
strikingly common for women who live in some parts of
Africa, the Middle East, and Asia.

The World Heatth Organization (WHO) estimates that
as many as 30 million girls and women undergo FGM/C
every year, most between infancy and age fifteen, and
some 100 to 140 million are already living with its effects,
In seven countries, including Egypf, Mali, and Guinea,
more than 85 percent of women have undergone the
procedure, and in Somalia, 98 percent have. The practice
has aiso followed patterns of immigration, with the result
that as many as five hundred thousand women in the
United States have had or are at risk of having FGM/C,
many through so-called “vacation cuttings” like Leyla's.
Nevertheless, in the couritries where it i practiced, as
well as in the West, FGM/C has rarely been discussed in
public, in part because understanding what it entails re-
quires a frank discussion of female sexual anatomy.

The WHO has identified four types of FGM/C, although
there are local variations among these categories. Type /,
aiso called cliforidectomy, involves the fotal or partial

removal of the ciftoris, along with the clitoral hood.

Type ll, also called excision, typically invoives cliforidec-
tomy along with removal of the labia minora and/or the
labia majora. Types | and Il likely represent the majority
of FGM/C, although there are strong regional differences
in prevalence,

In Somalia as in several other North African countries,

over 90 percent of FGBM/C is Type M, also known as
infibulation. Type Il FGM/C involves the narrowing of the
vaginal orifice by cutting and stitching together the labia,
along with the removal of part or all of the other exier-
nal genitalia. Practitioners often refer fo this procedure
as “sealing” girls, and indeed the catgut or wild-thorn
stiches they put in generally leave only a pencil-sized
hole to allow for urination and menstruation. Fotlowing
infibulation, girls’ legs are often bound together for ten
days until the remaining vulvar tissue fuses together in

a smooth surface, which is taken to be more attractively
virginal than natural female anatomy. Upon marriage,
these women must be “reopened” for sex, and men thus
sometimes take a knife fo their wedding nights.

Medical Risks

For most Westerners, not o mention many men and
women from the societies where the practice is most
prevalent, the details of FGM/C are deeply disturbing. They
point out that female cutting almost always involves the
infliction of excruciating pain on children. (This is true
-even in the small but growing number of cases where
anesthesia is used in the initial procedure.) For this
reason, FGM/C is offen defined as a form of torfure by
internationa! organizations as well as by several national
constitutions, including Somalia’s—aithough that war-
tomn country has yet fo pass any specific laws against the
practice.
The health risks of FGM/C have been well established

by researchers around the world. It is not uncommon for

-girls to bleed to death during the procedure or to die of

sepsis or tetanus shortly thereafter. Infibulation comes
with particularly severe risks for women, including recur-
rent infections from backed-up urine and menses. Al
forms of FGM/C increase the risk of urinary incontinence,
abscesses, HIV-ransmission, and pain with sex, with
many of these problems caused or aggravated by scar tis-
sue. Reduced or deadened sexual sensation is a primary
side effect—and often the primary objective—of FGM/C.

The practice also significantly increases childbirth
complications. Studies have shown that women who
have undergone some forms of FGM/C are 70 percent
more likely fo hemorrhage after giving birth and twice as
likely fo die in childbirth. Type Il FGM/C has been shown
to increase infant mortality by as much as 55 percent,
offen due to a neonate’s head being crushed by scar fis-
sue in the vaginal canal. No study has shown a medical
benefit to FGM/C.

Cultural Imperialism?

Given this body of research, many Westerners view FGM/C
as a backward and barbaric remnant of g tribal past, un-
related fo modermn medicine. But such assumptions ignore
both the history of similar practices in the West and the
increasing numbers of health care professionals who per-
form FGM/C around the world. According fo estimates by
the United Nations Population Fund, one out of five girls
who undergo FGM/C are now cut by a frained medical
professional, a proportion that appears fo be on the rise.
In Egypt, where roughly 90 percent of women have under-
gone some form of FGM/C, three out of four procedures
now involve medical professionals.

Many of these practitioners claim that the health risks
of FGM/C are exaggerated by critics and point to the
continued popularity of male circumcision in the West
and beyond as proof that cosmetic genital surgery can
be legitimately performed on nonconsenting chifdren.
They argue that “female circumcision” is an equally
acceptable expression of culture and religion and that
Westerners who criticize it are thus engaging in hypocrisy
and cultural imperialism. Proponents of the practice also
typically make their own biomedical claims to justify if,

“One, it will stabilize her libido,” said Lukman Hakim,
chairman of a social service organization in Indonesia
that performs hundreds of Type | cutfings every year,

“Two, it will make a woman look more beautiful in the
eyes of her husband. And three, it will balance her
psychology.” This mixed emphasis on female chastity,
cultural standards of beauty or hygiene, and mental
heatth benefits is common among FGM/C proponents
and practitioners. .
“This tradition is for keeping our girls chaste, for
lowering the sex drive of our daughters,” a Somali
cutter named Maryan Hirsi Ibrahim told New York
Times columnist Nicholas Kristof. This is our culture.”
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Although such arguments may ring hollow to con-
temporary Western ears, they bear striking similarity to
those that have been put forward for related practices in
Western societies. As recently as the 1950s, clitoridecto-
mies were sfill being performed in Europe and the United
States to treat perceived pathologies such as hysterig,
nymphomania, melancholia, homosexuality, and mas-
turbation, as well as for diagnoses that are still part of
clinical practice, such as epilepsy and schizophrenia.

(In the West, however, cutting was not fypically deemed
necessary for “healthy” women.) Many defenders of
FGM/C also point to the increasing popularity of breast
augmentation and labial reduction surgeries as evidence
that the West sill believes that women’s bodies must be
“fixed” to make them socially acceptable. Although most
of these nontherapeutic procedures are sought out by
consenting adults, some involve younger patients, and
defenders often argue that children in both sets of societ-
ies are eager fo have such procedures performed. (See
Case Presentation: Intersex Care in Chapter 10 for more
on childhood cosmetic surgeries in the West.)

Itis clear that nontherapeutic genital cutting is almost
always bound up with cultural conceptions of gender,
sexuality, and physical beauty. But with the exception
of Judaism, there is little evidence that either male or
female circumcision has a religious origin. Although
FGM/C is more common among Muslim sociefies, there
is no Islamic scriptural source for it and the practice
predates both Christianity and Islam almost eyerywhere it
is prevalent,

Finally, although both male circumcision and FGM/C
appear to be primarily cultural in origin, comparison of
the two practices often seems metaphorical and mis-
leading. As many critics have pointed out, Types | and i
FGM/C are generally more comparable to the removal of
the entire penis and/or testes rather than just the foreskin.

Although most male circumcisions are not performed
for therapeutic reasons, the practice has been shown to
have therapeutic benefits, with some studies showing a
60 percent reduction in HIV infection among circumcised
men. No such benefits and significant harm has been
shown to result from FGM/C. Although both practices
raise questions about cosmetic surgeries on nonconsent-
ing minors, FGM/C typically involves older children, less
or no anesthesia, and more extensive damage to tissue
with concentrated nerve endings. As described by Hibo
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Wardere, an anti-FGM/C activist who was cut at age six in
Somalia, the procedure involves “being engulfed in pain
from head to foe—like fireworks going off everywhere
and you don’t know how to stop them. | prayed fo God to
just take me then and there.”

Gender and Power

Unlike male circumeision, FGM/C is almost always de-
fended in terms of the need for sociely to restrain the
sexuality of those who are cut. (Clitoridectomies in the
West were offen framed in similar terms.)

“From a young age you were told girls who weren’t
cut were promiscuous,” said Ayshah, a woman from
Somalia who underwent FGM/C when she was five years
old. “They were dirty, nobody wanted to marry them, they
were ugly.” Indeed, the most common defenses of the
practice claim that it will ensure marital fidelity, preserve
female virginity before marriage, and eliminate “mascu-
ling” traits in girls. These views are often shared by both
men and women (who make up the majority of cutters),
and some women, such as Ayshah, recall being eager to
be cut—in part because of the gifts, sweets, and praise
that typically follow the procedure.

It is clear, however, that FGM/C is almost always
accompanied by deeply rooted structural inequalities be-
tween men and women. In sociefies where women are
not alfowed fo work outside the home and cannot own or
inherit land, girls are frequently viewed as an economic
burden until they can elicit a dowry through marriage.

In many societies in Africa and the Middle East, FGM/C

is a rite of passage that marks the end of a girl’s formal
schooling and her eligibility for marriage—often to an
older, financially secure man. Indeed, many crifics sug-
‘gest that FGM/C can only be discussed in the context of
the seven hundred million women dlive today who were
forced info marricge as children, Furthermore, they sug-
gest it reflects the same global devaluation of girls and
women that produces lopsided sex-selection practices,
neglect of girls” health, and more than 100 million fe-
males who are “missing” (relative fo stafistical norms) in
Asia and Africa, because they failed to survive gestation,
birth, or childhood. (See the Chapter 10 Briefing Session
for more on this topic.) FGM/C is also strongly associated
with pattems of sexual violence against women, “honor
killings” of rape victims, and the global sex frafficking
and forced prostifution that currently involves over four
million women and girls,

Of course, these phenomena are hardly limited to
societies or cultures that practice FGM/C, and many
industrialized nations, including the United States, con-
tinue to struggle with disturbingly high levels of sexual
violence, gender disparity, and human frafficking. Indeed,
the persistence and global scale of gender-based in-
equality is so daunting that practices such as FGM/C can
sometimes seem inevitable or unchangeable.

But the hisfory of the twentieth century suggests that
deeply entrenched cultural practices regarding gender
may change with surprising speed. For fen cenfuries,
generations of Chinese women had their feet systemati-
cally bound and broken to conform to an ideal of femi-
nine beauty. But around the turn of the twentieth century,
the practice fell out of favor and had almost completely
disappeared in the span of a few decades. In the West,
demands that women wear corsets or bonnets and not
wear pants—cultural practices that were in place for gen-
erations—gave way as women gained greater social and
financial autonomy. Medically unnecessary clitoridecto-
mies and hysterectomies were also curtailed as women
gained access to the medical profession and became
active in patients’ rights movements.

It is worth nofing that none of these changes was
accomplished through legal means, and some critics
argue that prohibitions on FGM/C are counterproductive,
driving the practice underground in a spirit of resistance
to foreign norms. As long as the perceived social advan-
tages of FGM/C remain as a necessary precondition to
marriages and dowries, it will continue, they contend.
Others argue that the lasting physical and psychologi-
cal harm of FGM/C preclude any foleration of one of the
world’s most pervasive abuses of human rights. In fine
with such arguments, Nigeria banned FGM/C in May
2015, making it the twenty-third African nation to do so.
(The practice has been illegal in the United States since
1996, but “vacation cuttings” such as Leyla’s were not
included in the law unfil 2012.)

One of the most successful campaigns against FGM/C
has been led by the human rights group Tostan, which
has focused on medical education campaigns in African
villages. As a result, thousands of such villages have taken
pledges to replace FGM/C with rituals involving “circumc-
sion with words.” Such rituals are designed to ensure
that girls who have not been cut will still be marriageable
and will nof face ostracism or abuse. Still, groups like
Tostan are competing with the “"medicalization” of FGM/C

by health professionals, who can earn extra money by
per‘forming the procedures and making unsubstontiated
claims about their medical benefit. Thus, in Africa as in
the rest of the world, medicine offen serves as the stage
for fierce debates over gender, power, and identity.
Leyla, for her part, emphasizes the potential
benefits of a broad-based educational campaign in
the United States and beyond, to educate physicians

BRIEFING SESSION

In June of 2015, a commission of more than
forty leading physicians, epidemiologists,
and climatologists, organized by the Lancet
medical journal, warned that climate change
constituted a “medical emergency” that
threatened to erase fifty years of progress

in global public health. Based on sharp
increases in heat stress, drought, ﬂooding,
violent storms, vector-borne diseases, popu-
lation displacement, and food Insecurity,
”[c]limate change is the biggest global health
threat of the 21st century,” the commission
concluded. In a separate report, the World
Health Organization estimated that by 2030,
at least 250,000 deaths a year will be directly
attributable to climate change,

The serious health effects of our planet’s
changing climate have been on the horizon
for nearly a century. In 1917, the inven-
tor Alexander Graham Bell noted that the
industrial revolution was contributing to
“a sort of greenhouse effect,” in which the
earth’s radiant heat was trapped by pollut-
ants in the atmosphere. The continued burn-
ing of coal and oil, he claimed, was likely
to produce a net result in which “the green-

house becomes a sort of hot-house,” raising
average global temperatures and wreaking
havoc on human societies.

Bell’s warning has been followed by
_a]most a century of dramatic temperature
mncrease, violent shifts in regional climates,
and the melting of the polar ice caps. Since
comprehensive record keeping began in 1880,
the Farth’s average global temperature has
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about how to freat FGM/C and to teach families
about its risks,

“There needs fo be more warning, more information.
There needs to be q place where people can get help, My
mother thought she was fulfilling her motherly duties,”
Leyla told g reporter from The Guardian. “That's why I'm
telling my story. If I can stop this happening to just one
more girl then it will have been worth it.”

tisen 0.8 degrees Celsius, and NASA predicts
that at current emissions rates, it will have
risen between 2°C and 6°C by the end of the
twenty-first century. Even a 2°C increase has
not been seen on Earth for 125,000 years, and
f:he speed of the current temperature increase
18 over twenty times faster than any past
warming pattern after ice ages, Thirteen of
the fifteen hottest years on record have oc-
curred since 2000, with 2014 eclipsing both
2005 and 2010 for the warmest global average.
‘ Climate change is already having a signif-
lcant impact on human health, with unprec-
edented heat, drought, and extreme weather
patterns killing thousands every year, and
rising sea levels threatening the coastal liv-
Ing conditions of nearly half the world’s
population. Regional climate shifts are al-
ready increasing the range of diseases borne
by vectors such as mosquitos and snails, and
studies suggest that climate change will ex-
pose at least an additional two billion people
to malaria and dengue fever before the end
of the century. Many other changes, such as
the impact on viral and bacterial mutations,
are only beginning to be understood.
Destructive dynamics such as climate
change do not respect national boundaries. As
the 2014 Ebola outbreak and the 2010 H1N1
swine flu pandemic made clear, effective ac-
tion for any single nation’s public health is
often intertwined with global health. The
interdependence of national economies and
cultures is paralleled by increasing interde-
pendence of their populations’ health status,
a pattern that is mirrored by the global scope
of our environmental problems and the moral
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Defenders of this status quo argue that
patients are, in effect, voting with their dol-
lars, and that the higher salaries for urolo-
gists, for example, reflect their greater value
to society. On this view, suffering and sick-
ness in other societies might be an occasion
for optional private charity, but it does not
engender professional or moral obligations.
Critics argue that biomedical markets are
a particularly poor guide to social value.
Prescribing antibiotics to people with dys-
entery will never be a revenue-generating
enterprise, nor will treating destitute HIV
patients with antiretroviral medications. But
both interventions have enormous potential
to alleviate suffering.

Others argue that we have a moral obli-
gation to address global health disparities
because we are materially involved in the
medical conditions of foreigners. They con-
tend that international financial institutions
such as the World Bank and International
Monetary Fund are structured to favor
wealthy countries. Poor nations are, in part,
poor because of the colonial and postcolonial
theft of their natural resources and the long-
standing suppression of human rights and
human potential. On this view, the obligation
to alleviate poverty-driven illness abroad is
less like rescuing a drowning child than as-
sisting a child one has hit with one’s car.

Globalized Clinical Trials?

Issues of equity also arise with regard to the
design and implementation of clinical trials.
Health care disparities are so steep between
poor and rich countries that many desper-
ately ill people in the former effectively re-
ceive no treatment at all while most people in
the latter receive high-quality (but expensive)
treatment. Some researchers have argued
that because many expensive treatments are
not widely available in poor countries, trials
in those countries need not provide stan-
dard-of-care treatments to control groups—
as is generally required by the Declaration of

Helsinki and other codes of medical research
ethics. In a number of controversial studies in
the 1990s, for example, researchers gave pla-
cebos to poor HIV-positive pregnant women,
because their impoverished societies” “stan-
dard” treatment for avoiding maternal-fetal
HIV transmission was typically no treatment
at all. (See Social Context: Clinical Trials in
the Developing World.)

Defenders of such trials argue that they
made some subjects better off and no sub-
jects worse off than they would otherwise
have been. They also claim that if the results
are used to benefit the broader population,
then it is clearly better that such trials occur
rather than not occur. But critics suggest that
the real question is not whether such stud-
ies should occur or not, but why offering
First-World standards of care in Third-World
research contexts is deemed “unrealistic” or
“unfeasible” in the first place. If such current
best treatments are, in fact, medically and
scientifically inappropriate for destitute pa-
tients in poor countries, then lower-standard
studies may be justified. (This position is
similar to that adopted in the most recent
version of the Declaration of Helsinki, which
is reprinted in Chapter 2.) But if the decision
has been influenced by financial consider-
ations (either in denying poor people expen-
sive treatments or in selecting a poor country
as a cheaper place to conduct research), then
subjects are being exploited. Critics argue
that ethical research must not blindly ac-
cept and perpetuate immoral health care
disparities between rich and poor nations.
Defenders argue that such disparities are the
responsibility of government and aid orga-
nizations, and that biomedical research is ill
suited to address such problems.

Relativism and Pluralism

A persistent challenge for any global ap-
proach to bioethics is that different societies
and cultures appear to disagree over specific

biomedical practices and policies, and their
members often cite different or even in-
compatible values to justify these positions.
S(?me societies prohibit abortion, homosexu-
ality, and birth control, while others legal-
ize euthanasia, recreational drug use, and
prostitution. Some societies tolerate female
genital cutting, while others restrict both
male and female circumcision to varying de-
grees. Approaches to informed consent and
patient autonomy vary widely across societ-
les, with some cultures in Asia and Africa,
for example, emphasizing a more collective
fapproach to medical decision-making that
involves family or community groups.

In the Anglo-American tradition, bio-
ethics developed with an emphasis on the
application of universally binding ethical
principles such as nonmaleficence and in-
formed consent, with much of the debate
rgvolving around the scope of their applica-
tion. While this analytic approach, some-
times known as principalism, is both efficient
and powerful, it has often failed to engage
directly with biomedical concepts from non-
Western cultures. When such issues do arise,
they have often been framed as a conflict
between cultural relativism and objectivism.
Cultural relativism is the view that there are

no universally objective principles or values
beyond the beliefs and customs of specific
cultures, and thus there can be no basis for
cross-cultural criticism or debate. By con-
trast, ethical objectivism holds that there are
a set of universal and objective values and
principles that have application everywhere.
As many critics have argued, however,

the choice between these two positions

can be artificial and misleading. Cul-

tural relativism in ethics, critics argue, is

a notoriously ambiguous and possibly
self-contradictory view that few people
actually hold. The cultural relativist’s most

basic claim—that cultures have no right to

judge and should therefore tolerate each

other—is itself the type of cross-cultural
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evaluation that relativism forbids. Indeed,
cultural relativism appears to have no ethi-
cal grounds for criticizing aggressive intol-
erance between or within cultures. So long
as a culture’s dominant or majority view
endorses slavery or involuntary euthanasia,
for example, the relativist must consider
such practices “right for them” in that cul-
ture. Also, critics say, there are notorious
problems assessing the boundaries of any
given culture and formulating its views, and
most cultures (and individuals) are in fact
multicultural, shaped by many different sub-
cultural and foreign influences.

These long-recognized problems with
relativism do not, however, requife that we
endorse a view of ethics as consisting of a
set of universally objective “moral facts” or
principles that can be applied everywhere
without regard to cultural difference. As
many ethical theorists have pointed out,
our everyday use of moral language mostly
involves the practice of persuasion and
dialogue, rather than the application of uni-
versal concepts and principles. We use the
language of values and principles primarily
fo try to persuade others and to shape their
thoughts, emotions, and actions—not to

make objective statements about the world.
Based on this perspective, other approaches
to the problem of moral diversity have been
developed that avoid the extreme versions
of both objectivism and relativism.

Some of these approaches seek to iden-
tify a rough set of overlapping human
norms and values that are shared across
cultures but expressed differently in dif-
ferent societies. Finding such overlap in
global bioethics involves careful attention
to the specific cultural and religious values
that shape disputed practices or policies.
Take the expectation in some Asian and
African cultures that competent patients
may delegate their informed consent to
family members or community leaders.
Rather than simply imposing “Western’
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principles of truth-telling and patient
autonomy on these situations, an alterna-
tive approach would take seriously the
collectivist values that may underlie such
delegations of responsibility. Recogniz-
ing the importance of familial and com-
munal affiliation to patients’ well-being
may challenge us to expand traditional
conceptions of patient autonomy, while
also being mindful of the risks of cultural
coercion and undue influence. (Michelle
Gold’s article in Chapter 1 provides an ex-
ample of this type of moral reflection.) The
premise of such cross-cultural exchange is
that there is enough overlap in the moral
vocabularies of different societies to en-
gage in meaningful bioethical dialogue.
Although this process is unlikely to resolve
all sources of disagreement, the goal is to
identify some basic values that are central
to human flourishing and human dignity,
even as societies have come to express
them in substantially different ways.

A key feature of many newer approaches
to developing a global bioethics is that they
are explicitly pluralistic. They assume that
different people and cultures will have dif-
ferent conceptions of the good and that
their biomedical practices will be shaped by
different views on health, morality, and reli-
gion. For example, unlike utilitarian or most
Kantian approaches to moral judgment,
which reduce complex situations to a single
metric of value (e.g., the promotion of utility
or application of the categorical imperative),
pluralism avoids commitment to a single
comprehensive view. Instead, pluralistic ap-
proaches seek to find overlapping consensus
on some basic principles and policies that
different groups can endorse even though
they hold radically different comprehen-
sive views. According to John Rawls, such
approaches are “political” in that they
seek moral agreement for pragmatic pur-
poses, rather than to abolish religious and
philosophical disagreements.

A pluralistic approach to evaluating the
moral legitimacy of female genital cutting,
for example, could not simply rely on the
notion, associated with contemporary West-
ern ethics, that individuals are autonomous
(self-determining) and so it is wrong to per-
form surgery on them without their consent.
Relying on such a notion would run counter
to the idea in many traditional societies that
individuals are not, in themselves, fully
autonomous, but gain status as a person
only as part of a society or in relationship
to divinity. The pluralistic approach might
instead endorse a broader human capability,
such as the ability to secure one’s bodily
integrity, to challenge practices such as
genital cutting.

As such, this view might be endorsed
both by those who value bodily integrity as
a way of honoring God’s creation and those
who value it based on Kant’s conception
of autonomous control over one’s own
body. Such overlapping consensus may
not incorporate all viewpoints or convince
all supporters of FGM/C, but pluralists
argue that it usefully allows room for local
variations on broadly shared conceptions
of human dignity and human rights.

It is worth noting that some of the most
successful campaigns against FGM/C
appear to have employed strongly
pluralistic approaches to the issue. The
Senegal-based organization Tostan
has successfully brokered hundreds of
intervillage agreements in Africa to replace
FGM/C with a “circumcision by words”—

a ceremony that preserves marriageability
and a cultural rite of passage for girls who
receive it. Drawing on local community
values, such educational campaigns
seek to align diverse religious and
cultural perspectives around a pragmatic
shift in biomedical practice. (See Case
Presentation: Cutting and Culture.)

Pluralistic approaches to bioethics
are rooted in the view that moral
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community—both within and among
societies—admits of multiple conceptions
of the good. In this, they follow the work
of W. D. Ross and other theorists going
back to Aristotle who see social goods

as varied and incommensurable. The
difficulty for all such views is that they

provide little guidance when we face
: \ world’s diverse peoples can i
gonﬂlcts among recognized values and the  action to addresf thfl: urgent takilc e
uties they engender. Critics argue that we face sen problems
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Section 1: Global Health and Distributive Justice

they provide insufficient moral clarity to
resolve the tragic biomedical choices posed
by such phenomena as HIV, global health
disparities, and climate change. Defenders
of a Pluralistic approach to bioethics argue
that it provides the only appropriate and
effective framework through which the
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The distribution of resources for research and
f:levelopment (R&D) in biomedicine has a direct
Impact on the progress of the health sciences and
the distribution of health. Money spent on biomedical
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“He’s stopped breathing, Doctor,” the nurse
said. She sounded calm and deliberate. By
the time Dr. Sarah Cunningham had reached
Matteo Sabatini’s bedside, the nurse was al-
ready providing cardiopulmonary resuscita-
tion. But Sabatini still had the purplish blue
color of cyanosis, caused by a lack of oxygen
in his blood.

Sarah Cunningham knew that if Sabatini
was to survive, he would have to be given
oxygen fast and placed on a respirator. But
should she order this done?

Matteo Sabatini was an old man, almost
ninety. So far as anyone knew, he was alone
in the world. His health was poor. He had
congestive heart disease and was dying
slowly and painfully from intestinal cancer.
Wouldn't it be a kindness to Sabatini to al-
low him this quick and painless death? Why
condemn him to lingering on for a few extra
hours or weeks?

The decision that Sarah Cunningham faces
is a moral one. She has to decide whether she
should order the medical procedures that
might prolong Sabatini’s life or not order
them and accept the consequence that he will
almost surely die within minutes.

This kind of case rivets our attention be-
cause of its immediacy and drama. But there
are many other situations that arise in the
context of medical practice and research that
require moral decisions. Some are equal in
drama to the problem facing Dr. Cunningham,
while others are not so dramatic but are of at
least equal seriousness. There are far too many
to catalogue, but consider this sample: Should

physicians ever lie to their patients? Should
parents be able to allow their children to be
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used as experimental subjects? Should people
suffering from genetic diseases get access to
assisted reproduction? Should women's ac-
cess to abortion be restricted in certain cases?
Should children with serious birth defects
be allowed to die? Do terminally ill people
have a right to physician-assisted death? Does
everyone have a right to medical care?
Such questions are likely to strike some
of us as overly abstract or academic. This at-
titude often changes, however, when we find
ourselves in a position to make or influence
biomedical decisions that impact specific in-
dividuals. It changes, too, when we find our-
selves on the receiving end of such decisions.
But whether we view these problems ab-
stractly or concretely, they generate the same
question: Are there any rules, standards, or
principles that we can use as guides when
we are faced with moral decisions? If there
are, then Dr. Cunningham need not be
wholly unprepared to decide whether she
should order steps taken to save Matteo
Sabatini’s life. Nor need we be unprepared
to decide issues like those discussed above.
The branch of philosophy concerned with
principles that allow us to make decisions
about what is right and wrong is called eth-
ics or moral philosophy. Bioethics is specifically
concerned with moral principles and deci-
sions in the context of medical practice, pol-
icy, and research. Bioethics has a specialized
focus but remains a part of the discipline of
ethics. Thus, if we are to answer our question
as to whether there are any rules or prin-
ciples to use when making moral decisions
in the medical context, we must turn to gen-
eral ethical theories and to a consideration
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of moral principles that have been proposed
to hold in all contexts of human action.

In the first section, we will discuss five
major ethical theories that have been put
forward by philosophers. Each of these
theories represents an attempt to supply
basic principles we can rely on in mak-
ing moral decisions. We'll consider these
theories and examine how they might be
applied to moral issues in the medical con-
text. We will discuss the reasons that have
been offered to persuade us to accept each
theory, but we will also point out some of
the difficulties each theory presents.

In the second section, we will examine and
illustrate several moral principles that are of
special relevance to biomedical research and
practice. These principles are frequently ap-
pealed to in discussions of practical ethical
problems and are sufficiently uncontroversial
to be endorsed in a general way by any of
the ethical theories mentioned in the first
section. (The application of these principles

independent of traditional moral theories is
sometimes called principlism.)

In the third and final section, we will
consider approaches to ethical theory that
are not identified with a specific set of
foundational principles. These include the
capabilities approach, virtue ethics, care
ethics, and various identity-based theories.
We will consider how these theories may be
used in making moral decisions, but we will
also call attention to some of the criticisms
urged against them.

The three sections are not dependent on
one another, and it is possible to profit from
one without reading the others. (The price for
this independence is a small amount of repeti-
tion.) Nevertheless, reading all three sections
is recommended. Readers will find it easier to
follow and evaluate many of the book’s Brief-
ing Sessions, as well 'as Social Context and
Case Presentations, if they have at least some
familiarity with these various approaches to
ethical theory and moral principles.

BASIC ETHICAL THEORIES

Ethical theories attempt to articulate and
justify principles that can be employed as
guides for moral decision-making and as
standards for the evaluation of actions and
policies. In effect, such theories attempt to
define what it means to act morally, and in
doing so, they stipulate in a general fashion
our duties or obligations.

Ethical theories also offer a means to ex-
plain and justify actions. If our actions are

- guided by a particular theory, then we can

explain them by demonstrating that the prin-
ciples of the theory required us to act as we
did. In such cases, the explanation also con-
stitutes a justification. (In some cases, we may
justify our actions by showing that the theory
permitted our actions—that is, didn’t require
them, but didnt rule them out as wrong.)
Advocates of a particular ethical theory
present what they consider to be good
reasons and relevant evidence in its sup-

port. Frequently, their aim is to show that
the theory is one that any reasonable in-
dividual would find persuasive or would
endorse as correct. Accordingly, appeals
to faith, ideology, or other comprehensive
views of the world are not considered to
be either necessary or legitimate to justify
the theory. Rational persuasion alone is re-
garded as the basis of justification.

In this section, we will briefly consider.
four general ethical theories and one theory
of justice that has an essential ethical com-
ponent. In each case, we will begin by ex-
amining the basic principles of the theory
and the grounds offered for its acceptance.
We will then explore some possible appli-
cations of the theory that arise within the
medical context. Finally, we will mention
some of the practical consequences and
conceptual difficulties that raise questions
about the theory’s adequacy or correctness.
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Utilitarianism

The ethical theory known as utilitarianism
was given its most influential formulation
in the nineteenth century by the British
philosophers Jeremy Bentham

(1748-1832) and John Stuart Mill (1806—
1873). Bentham and Mill did not produce
identical theories, but both of their ver-
sions have become known as “classical
utilitarianism.” Subsequent elaborations
and qualifications of utilitarianism usually
draw on the formulations of Bentham and
Mill, so their theories are worth careful
examination.

The Principle of Utility

The foundation of utilitarianism is a single
apparently simple principle. Mill calls it the
“principle of utility” and states it this way:
Actions are right in proportion as they tend to
promote happiness, wrong as they tend to pro-
duce the reverse of happiness.

The principle focuses attention on the
consequences of actions, rather than on some
feature of the actions themselves. The utility
or “usefulness” of an action is determined by
the extent to which it produces happiness.
Thus, no action is in itself right or wrong.
Nor is an action right or wrong by virtue
of the actor’s hopes, intentions, or past
actions. Consequences alone are important.
Breaking a promise, lying, causing pain, or
even killing a person may, under certain
circumstances, be the right action to take.
Under other circumstances, the action might
be wrong.

We need not think of the principle as
applying to just one action that we are con-
sidering. It supplies the basis for a kind of
cost-benefit analysis to employ in a situa-
tion in which several lines of action are pos-
sible. Using the principle, we are supposed
to consider the possible results of each
action. Then we are to choose the one that
produces the most benefit (happiness) at the

least cost (unhappiness). The action we take
may produce some unhappiness, but it is a
balance of happiness over unhappiness that
the principle tells us to seek.

Suppose, for example, that a patient in a
large hospital is near death: she is in a coma,
an EEG shows only minimal brain func-
tion, and a respirator is required to keep
her breathing. Another patient has just been
brought to the hospital from the scene of an
automobile accident. His kidneys have been
severely damaged, and he is in need of an
immediate transplant. There is a good tissue
match with the first patient’s kidneys. Is it
right to hasten her death by removing one
of them for transplant?

If we view this scenario in isolation, the
principle of utility would likely prompt us to
view the removal of the kidney as justified.
The woman is on the brink of death, with
little-to-no chance of recovery, while the man
has a good chance of surviving if he receives
the kidney. It is true that the woman’s life is
threatened even more by the surgery. It may
in fact kill her. But, on balance, the kidney
transplant seems likely to produce more hap-
piness than unhappiness. In fact, it seems bet-
ter than the alternative of doing nothing. For

in that case, both patients are likely to die.

The principle of utility is also called the
“greatest happiness principle” by Bentham
and Mill. The reason for this name is clear
when the principle is stated as follows: Those
actions are right which produce the greatest hap-
piness for the greatest number of people. This
alternative formulation makes it obvious
that, in deciding how to act, it is not just my
happiness or the happiness of a particular
person or group that must be considered.
According to utilitarianism, every person is
to count just as much as any other person.
That is, when we are considering how we

should act, everyone’s interest must be con-
sidered. The right action, then, will be the
one that produces the most happiness for
the largest number of people.




904 Part VI Foundations of Bioethics

Mill is particularly anxious that utilitarian-
ism not be construed as a sophisticated jus-
tification for crude self-interest. He stresses
that, in making a moral decision, we must
look at the situation objectively. We must, he
says, be a “benevolent spectator” and then
act in a way that will bring about the best
results for all concerned. This view is sum-
marized in a famous passage:

The happiness which forms the utilitarian standard
of what is right in conduct is not the agent’s own
happiness, but that of all concerned. As between his
own happiness and that of others, utilitarianism
requires him to be as strictly impartial as a
disinterested and benevolent spectator. In the golden
rule of Jesus of Nazareth, we read the complete spirit
of the ethics of utility. To do as you would be done
by, and to love your neighbor as yourself, constitute
the ideal perfection of utilitarian morality.

The key concept in both formulations
of the principle of utility is “happiness.”
Bentham simply identifies happiness with
pleasure—pleasure of any kind. The aim
of ethics, then, is to increase the amount of
pleasure in the world to the greatest possible
extent. In furtherance of this aim, Bentham
recommends the use of a “calculus of plea-
sure and pain,” in which characteristics of
pleasure such as intensity, duration, and
number of people affected are measured and
assigned numerical values. To determine
which of several possible actions is the right
one, we need only determine which one re-
ceives the highest numerical score. Unfortu-
nately, Bentham does not tell us what units to
use or how to make the measurements.

Mill also identifies happiness with plea-
sure, but he differs from Bentham in a major
respect. Unlike Bentham, he insists that
some pleasures are “higher” than others.
Thus, pleasures of the intellect are superior
to, say, purely sensual pleasures. This dif-
ference in the concept of pleasure can be-
come significant in a medical context. For
example, Mill’s view might assign reduced
value to the life of a dementia patient with

severely diminished cognition, but who still
gets intense pleasure from eating ice cream.
The loss of “higher pleasures,” such as read-
ing or meaningful conversation with loved
ones, cannot be compensated by any quan-
tity of pleasure derived from ice cream. (For
Bentham, by contrast, pleasure is pleasure,
no matter what the source.)

Both Mill and Bentham regard happiness
as an intrinsic good. That is, it is something
good in itself or for its own sake. Actions,
by contrast, are good only to the extent to
which they tend to promote happiness.
Therefore, they.are only instrumentally good.
Since utilitarianism determines the rightness
of actions in terms of their tendency to pro-
mote the greatest happiness for the greatest
number, it is considered to be a teleological
ethical theory. (Teleological comes from the
Greek word telos, which means “end” or
“goal.”) A teleological ethical theory judges
the rightness of an action in terms of an
external goal or purpose—“general happi-
ness” or utility for utilitarianism. However,
utilitarianism is also a consequentialist theory,
for the outcomes or consequences of actions
are the only considerations relevant to deter-
mining their moral rightness. Not all teleo-
logical theories are consequentialist.

Some more recent formulations of utili-
tarianism have rejected the notion that hap-
piness, no matter how defined, is the sole
intrinsic good that actions or policies must
promote. Critics of the classical view have
argued that the list of things we recognize
as valuable in themselves should be in-
creased to include ones such as knowledge,

beauty, love, friendship, liberty, and health.
According to this pluralistic view, in applying
the principle of utility we must consider the
entire range of intrinsic goods that an action
is likely to promote. Thus, the right action
is the one that can be expected to produce
the greatest sum of intrinsic goods. In most
of the discussion that follows, we will speak
of the greatest happiness or benefit, but it is
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easy enough to see how the same points can
be made from a pluralistic perspective.

Act and Rule Utilitarianism
Utilitarians generally accept the principle of
utility as the standard for determining the
rightness of actions. But they divide into two
major groups over how to apply the principle.
- Act utilitarianism holds that the principle
should be applied to particular acts in par-
ticular circumstances. Rule utilitarianism
maintains that the principle should be used
to test rules, which can in turn be used to
decide the rightness of particular acts. Let us
consider each of these views and see how it
works in practice.

Act utilitarianism holds that an act is right
if, and only if, no other act could have been
performed that would produce a higher util-
ity. Suppose an infant is born with severe im-
pairments. The child has an open spine, severe
brain damage, and dysfunctional kidneys.
What should be done? (We will leave open the
question of who should decide.)

The act utilitarian holds that we must
attempt to determine the consequences
of the various actions that are open to us.
We should consider, for example, these pos-
sibilities: (1) Give the child only the ordinary
treatment that would be given to a healthy
infant; (2) give the child special treatment
for his problems; (3) give the child no treat-
ment—allow him to die; (4) actively end
the child’s life in a painless way.

According to act utilitarianism, we must
explore the potential results of each possibil-
ity. We must realize, for example, that when
such a child is given only ordinary treatment,
he will be worse off, if he survives, than if
he had received special treatment. Also, an
impaired child allowed to die may suffer
more pain for a longer period of time than
one killed by a lethal injection. Furthermore,

a child treated aggressively will have to un-
dergo numerous surgical procedures of lim-
ited effectiveness. We must also consider the

child’s family and assess the emotional and
financial effects that each of the possible ac-
tions will have on them. Then, too, we must
take into account such matters as the “quality
of life” of a child with severe brain damage
and multiple impairments, the effect on phy-
sicians and nurses in killing or allowing the
child to die, and the financial costs to society
in providing long-term care.

After these considerations, we should
then choose the action that has the greatest
utility. We should act in the way that will
produce the most benefit for all concerned.
Which of the possibilities we select will
depend on the precise features of the situa-
tion: how impaired the child is, how good
his chances are for living a tolerable life, the
values and financial status of the family, and
so on. The great strength of act utilitarian-
ism is that it invites us to approach each case
as unique. In another case with different
circumstances, we might, without inconsis-
tency, choose another of the possible actions.

Act utilitarianism shows a sensitivity to
specific cases, but it is not free from difficul-

* ties. Some philosophers have pointed out

that there is no way that we can be sure that
we have chosen the right action. We are sure
to be ignorant of much relevant information.
Besides, we can’t predict with much confi-
dence what the results of our actions will
be. There is no way to be sure, for example,
that even a severely impaired infant will not
recover sufficiently to live a better life than
we predict.

The act utilitarian can reply that acting
morally doesn't require omniscience. We
must only make a reasonable effort to obtain
relevant information, which we can use to
determine the likely consequences of our
actions. Acting morally doesn’t require any-
thing more than this.

Another objection to act utilitarianism is
more serious. According to the doctrine, T am
obligated to keep a promise only if keeping
it will produce more utility than some other
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action. If some other action will produce

the same utility, then keeping the promise

is permissible but not obligatory. Suppose

a surgeon promises a patient that only she
will perform an operation, then allows a
well-qualified resident to perform part of it.
Suppose all goes well and the patient never
discovers that the promise was not kept.
The outcome for the patient is exactly the
same as if the surgeon had kept the promise.
From the point of view of act utilitarianism,
there is nothing wrong with the surgeon’s
failure to keep it. Yet critics charge that there
is something wrong—that, in making the
promise, the surgeon took on an obligation.
Act utilitarianism is unable to account for ob-
ligations incurred by such actions as promis-
ing and pledging, critics say, for such actions
involve something other than consequences.

A third objection to act utilitarianism

arises in situations in which nearly every-
one must follow the same rules in order

to achieve a high level of utility, but even
greater utility can be achieved if a few people
disregard the rules. Consider the relationship
between physicians and the Medicaid insur-
ance program. The program pays physicians
for services provided to patients with very
low incomes. The program would collapse

if most physicians were not honest in billing
Medicaid for their services. Not only would
many poor people suffer, but many physi-
cians would lose a source of income.

Suppose a particular physician believes

that the requirements to qualify for
Medicaid are too restrictive and that many
who urgently need medical care are denied
coverage. As an act utilitarian, she reasons
that it is right for her to apply for funding
under Medicaid to open a free clinic. She
intends to bill for services she does not pro-
vide, then use that money to treat those not
covered by Medicaid. Her claims will be
small compared to the entire Medicaid bud-
get, so it is unlikely that anyone who quali-
fies for Medicaid will go without treatment.

Since she will tell no one what she is doing,
others are not likely to be influenced by her
example and make false claims for similar
or less altruistic purposes. The money she is
paid will bring substantial benefit to those
in need of health care. Thus, she concludes,
by violating the rules of the program, her
actions will produce greater utility than
would be produced by following the rules.

The physician’s action would be morally

right, according to many act utilitarians. Yet,
critics say, we expect an action that is mor-
ally right to be one that is right for everyone
in similar circumstances. If every physician
in the Medicaid program acted in this way,
however, the program would be destroyed
and thus produce no utility at all. Further-
more, according to critics, the physician’s
action produces unfairness. Although it is
true that the patients she treats at her free
clinic gain a benefit they would not other-
wise have, similar patients elsewhere must
go without treatment. The Medicaid policy,
whatever its flaws, is at least prima facie
fair in providing benefits to all who meet its
requirements. Once again, according to crit-
ics, more seems to be involved in judging
the moral worth of an action than can be ac-
counted for by act utilitarianism.

In connection with such objections, some
critics have gone so far as to claim that it is
impossible to see how a society in which ev-
eryone was an act utilitarian could function.
We could not count on promises being kept
nor take for granted that people were telling
us the truth. Social policies would be no more
than general guides to action, and we could
never be sure that people would regard them-
selves as obligated to adhere to the provisions
of those policies. The critics are not neces-
sarily right, of course, and defenders of act
utilitarianism have made substantial efforts
to answer such criticisms. Some have denied
that the theory has those implications; others
have argued that some of our common moral
perceptions should give way to more rational

Chapter 12 Ethical Theories, Moral Principles, and Medical Decisions

standards. For example, concerning euthana-
sia, Carl Wellman writes,

Try as I'may, I honestly cannot discover great
hidden disutilities in the act of killing an elderly
person suffering greatly from an incurable illness,
provided that certain safequards like a written
medical opinion by at least two doctors and a request
by the patient are preserved. In this case I cannot
Jfind any way to reconcile my theory with my moral
judgment. What I do in this case is to hold fast to
act-utilitarianism and distrust my moral sense.
Iclaim that my condemnation of such acts is an
irrational disapproval, a condemnation that will
change upon further reasoning about the act.... That
I feel wrongness is clear, but I cannot state to myself
any rational justification for my feeling. Hence, I
discount this particular judgment as irrational.

Rule utilitarianism maintains that an
action is right if it conforms to a rule of
conduct that, according to the principle of
utility, will produce at least as much utility
as any other rule applicable to the situation.
A rule like “Provide only ordinary care for
severely brain-damaged newborns with
multiple impairments” would, if estab-
lished, allow us to decide about the course
of action to follow in situations like the one
described above.

The rule utilitarian is concerned with as-
sessing the utility not of individual actions
but of particular rules. In practice, then, we
do not have to go through the calculations in-
volved in determining in each case whether a
specific action will increase utility. All that we
have to establish is that following a certain
rule will, in general, result in a situation in

which utility is maximized. Once rules are es-
tablished, they can be relied on to determine
whether a particular action is right.

The basic idea behind rule utilitarianism
is that having a set of rules that are consis-
tently observed produces the greatest social
utility. Having everyone follow the same rule
in each case of the same kind yields more
utility for everyone in the long run. An act
utilitarian can agree that having rules may

produce more social utility than not having
them. But the act utilitarian insists that the
rules be regarded as no more than rough
guides to action, as “rules of thumb.” Thus,
for act utilitarianism it is perfectly legitimate
to violate a rule if doing so will maximize
utility in that instance. By contrast, the rule
utilitarian holds that rules must be followed
even though following them may produce
less net utility (more unhappiness than hap-
piness) in a particular case.

Rule utilitarianism can endorse rules
such as “Keep your promises.” Thus, un-
like act utilitarianism, it can account for
the general sense that, in making promises,
we are placing ourselves under an obliga-
tion that cannot be set aside for the sake of
increasing utility. If “Keep your promises”
is accepted as a rule, then the surgeon who
fails to perform all of an operation herself
when she has promised her patient she
would do so has not done the right thing,
even if the patient never learns the truth.

Rule utilitarians recognize that circum-
stances can arise in which it would be di-
sastrous to follow a general rule, even when
it is true that, in general, greater happiness
would result from following the rule all the
time. Clearly, we should not keep a promise
to meet someone for lunch when we have
to choose between keeping the promise and

rushing a heart-attack victim to the hospital.
It is consistent with the theory to formu-
late rules that include appropriate escape
clauses. For example, “Keep your promises,
unless breaking them is required to save a
life” and “Keep your promises, unless keep-
ing them would lead to a disastrous result
unforeseen at the time the promise was
made” are rules that a rule utilitarian might
regard as likely to produce greater utility
than “Always keep your promises no mat-
ter what the consequences may be.” What a
rule utilitarian cannot endorse is a rule like
“Keep your promises, except when break-
ing a promise would produce more utility.”

!

907




908 Part VI Foundations of Bicethics

This would cause the rule utilitarian’s posi-
tion to collapse back into act utilitarianism.

Of course, rule utilitarians are not com-
mitted to endorsing general rules only. It
is compatible with the view to offer quite
specific rules, and in fact there is no con-
straint on how specific a rule may be. A rule
utilitarian might, for example, establish a
rule such as, “If an infant is born with an
open spine, severe brain damage, and dys-
functional kidneys, then the infant should
receive no life-sustaining treatment.”

The possibility of formulating a large
number of rules and establishing them
separately opens this basic version of rule
utilitarianism to two objections. First, some
rules are likely to conflict when they are ap-
plied to the same case and basic rule utilitari-
anism offers no way to resolve such conflicts.
What should a physician do when faced both
with a rule like that above and with another
that directs him to “Provide life-sustaining
care to all who require it”? Rules that pass
the test of promoting utility when consid-
ered individually may express contradictory
demands. A further objection to basic rule
utilitarianism is that establishing rules to
cover many different circumstances and situ-
ations results in such an abundance of rules
that employing them to make moral deci-
sions becomes difficult, if not impossible.

Partly due to such difficulties, some rule
utilitarians have instead tried to establish the
utility of a fixed set of rules or an entire moral
code. The set can include rules for resolving
potential conflicts, and an effort can be made
to keep the rules few and simple to minimize
the practical difficulty of employing them.
Once again, as with basic rule utilitarianism,
the principle of utility is employed to deter-
mine which set of rules, out of the various
sets considered, ought to be accepted.

In this more sophisticated form, rule utili-
tarianism can be characterized as the theory
that an action is right when it conforms to
a set of rules that has been determined to

produce at least as much overall utility as
any other set. It is possible to accept as con-
straints certain social and economic institu-
tions, such as private property and a market
economy, and then argue for the set of rules
that will yield the most utility under those
conditions. However, it is also possible to
argue for a different set of rules that would
lead to the greatest possible utility, quite
apart from those social forms. Indeed, such
a set might be defended in an effort to bring
about changes in present society that are
needed to increase the overall level of utility.
Utilitarianism, whether act or rule, need not
be limited to individual moral obligation. It is
also a social and political theory.

We have already seen that rule utili-
tarianism, unlike act utilitarianism, makes
possible the sort of obligation we associ-
ate with making promises. But how might
rule utilitarianism deal with the case of the
physician who files false Medicaid claims to
raise funds to operate a free clinic? An obvi-
ous answer, although certainly not the only
one possible, is that any set of rules likely
to be adopted by a rule utilitarian will con-
tain at least one rule making fraud morally
wrong. Without a rule forbidding fraud, no
social program that requires the cooperation
of its participants is likely to achieve its aim.
Such a rule protects the program from mis-
calculations of utility that individuals may
make for self-serving reasons, keeps the
program focused on its goals, and prevents
it from becoming fragmented. Even if a few
individuals commit fraud, the rule against
it is crucial in discouraging a large major-
ity from committing it. Otherwise, as we
pointed out earlier, such a program would
collapse. By requiring that the program op-
erate as it was designed, rule utilitarianism
also preserves prima facie fairness, because
only those who qualify receive benefits.

The most telling objection to rule utili-
tarianism, according to some critics, is that
it is inconsistent. The justification for a set
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of moral rules is that the rules maximize
utility. If rules are to maximize utility, then
it seems obvious that they may require

that an act produce more utility than any
other possible act in a particular situation.
Otherwise, the maximum amount of utility
would not result. But if the rules satisfy this
demand, then they will justify exactly the
same actions as act utilitarianism. Thus, the
rules will deem it permissible to sometimes
break promises, make fraudulent claims,
and so on. When rule utilitarianism moves
to block these possibilities by requiring that
rules produce only the most utility overall,
it becomes inconsistent: the set of rules is
said to maximize utility, but the rules will
require actions that do not maximize utility.
Thus, rule utilitarianism seems both to ac-
cept and reject the principle of utility as the
ultimate moral standard.

Preference Utilitarianism

Some critics have questioned the wisdom of
using happiness or any other intrinsic value
(e.g., knowledge or health) as a criterion of the
rightness of an action. The notion of an intrin-
sic value, they have argued, is too imprecise
to be used as a practical guide. Furthermore,
itis not at all clear that people share the same
values, and even if they do, they are not com-
mitted to them to the same degree. One per-
son may value knowledge more than health,
whereas someone else may value physical
pleasure over knowledge or health. As a re-
sult, there can be no clear-cut procedure for
determining what action is likely to produce
the best outcome for an individual or group.
The effort to develop clear-cut procedures

for determining the best action or policy has
led some thinkers to replace considerations of
intrinsic value with considerations of actual
preferences. What someone wants, desires,

or prefers canbe determined, in principle, in
an objective way by consulting the person
directly. In addition, people are often able to
do more than merely express a preference.

Sometimes they can rank their preferences
from that which is most desired to that which
is least desired.

Such a ranking is of special importance in
situations involving risk, for individuals can
be asked to decide how much risk they are
willing to take to try to realize a given prefer-
ence. A young woman with a hip injury who
is otherwise in good health may be willing
to accept the risk of surgery to increase her
chances of being restored to many years of
active life. By contrast, an elderly woman in
frail health may prefer to avoid surgery and
accept the limitations that the injury imposes
on her physical activities. For the elderly pa-
tient, not only are the risks of surgery greater
because of her poor health, but even if the
surgery is successful, she will have fewer
years to benefit from it. :

Alternatively, the older woman may place
such a premium on physical activity that
she is willing to take the risk of surgery to
improve her chances of securing even a few
more years of it. Only she can say what is im-
portant to her and how willing she is to take
the risk required to secure it.

These considerations about personal pref-
erences can also be raised with regard to so-
cial preferences. Statistical information about
what people desire and what they are willing
to forego to see their desires satisfied be-
comes relevant to institutional and legislative
deliberations about what policies to adopt.
For example, a crucial question facing our
own society is whether we are willing to pro-
vide everyone with at least a basic minimum
of health care, even if this requires harming
the private insurance industry or reducing
spending on other social goods.

Employing the satisfaction of prefer-
ences as a criterion for the moral value of
an action or policy makes it possible to in-
corporate determinate data into our ethical
deliberations. The life expectancy of infants
with specific impairments at birth can be
estimated on a statistical basis; surgical
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procedures can be associated with a certain
success rate and a certain mortality rate.
Similarly, a particular social policy has a cer-
tain financial cost, and if implemented, the
policy is likely to mean the loss of other pos-
sible benefits and opportunities.

Ideally, information of this kind should
allow a preference utilitarian to calculate
the best course of action for an individual or
group. The best action will be the one that
best combines the satisfaction of preferences
with other conditions (e.g., financial costs
and risks) that are at least minimally accept-
able. To use the jargon of the theorists, the
best action is the one that maximizes the
preference utilities of the person or group.

A utilitarianism that employs prefer-
ences has the advantage of suggesting more
explicit methods of analysis and decision-
making than the classical formulation. Tt
also has the potential for being more sensi-
tive to the expressed desires of individuals.
However, preference utilitarianism is not -
free from specific difficulties.

Perhaps most obvious is the problem
posed by preferences that we would gener-
ally regard as unacceptable. What are we to
say about those who prefer mass murder,
child abuse, or torturing animals? A second
problem involves adaptive preferences, or the
way people’s preferences are often shaped
(and limited) by the social conditions cur-
rently available to them. These problems
suggest that subjective preferences cannot
be treated equally or taken at face value, and
we must have a way to distinguish accept-
able from unacceptable ones. Whether this
can be done by relying on the principle of
utility alone is doubtful. In the view of some
commentators, some other moral principle
(or principles) is needed.

Difficulties with Utilitarianism
Classical utilitarianism is open to a variety
of objections. Here we will concentrate on
only one, however, for it seems to reveal

a major flaw in the structure of the entire
theory. This serious objection is that the
principle of utility appears to justify the im-
position of great suffering on a few people
for the benefit of many people.

Certain kinds of human experimentation
forcefully illustrate this possibility. Suppose
an investigator is concerned with acquiring
a better understanding of human brain func-
tions. She could learn a great deal by system-
atically destroying the brain of one person
and carefully noting the results. Such a study
would offer many more opportunities for in-
creasing medical knowledge than traditional
studies that focus on animals or human sub-

jects with accidental brain damage. We may
suppose that the investigator chooses a sub-
ject without education or training, without
family or friends, who cannot be regarded as
making a significant contribution to society.
The subject will die from the experiment,
but it is not unreasonable to suppose that the
knowledge of the human brain gained from
the experiment will improve the lives of
many more people.

The principle of utility seems to make
such experiments legitimate because the
outcome is a greater quantity of good than
harm. One or a few have suffered im-
mensely, but the many will profit to an ex-
tent that far outweighs that suffering.

Clearly, what is missing from such sce-
narios is the concept of justice. Tt cannot be
right to increase the general happiness at the
expense of one person or group. There must
be some way of distributing happiness and
unhappiness and avoiding exploitation. Mill
acknowledged that utilitarianism needed a

principle of justice, but many contemporary
philosophers do not believe that such a princi-
ple can be derived from the principle of utility.
In their opinion, utilitarianism as an ethical
theory suffers severely from this defect. Yet
some philosophers, while acknowledging the
defect, have still held that utilitarianism is the
best substantive moral theory available.

Chapter 12 Ethical Theories, Moral Principles, and Medical Decisions 911

Kant’s Ethics

For utilitarianism, the rightness of an action
depends upon its consequences. In stark
contrast to this view is the ethical theory
formulated by the German philosopher
Immanuel Kant (1724-1804). For Kant, the
consequences of an action are morally ir-
relevant. Rather, an action is right when

it accords with a rule satisfying a broader
principle that he calls the categorical impera-
tive. Since this is the basic principle of Kant’s
ethics, we will begin our discussion with it.

The Categorical Imperative

If I decide to have an abortion and act on my
decision, it is possible to view my action as
involving a rule. I can be thought of as en-
dorsing a rule to the effect that “Whenever
I'am in circumstances like these, then I will
have an abortion.” Kant calls such a rule a
maxim. In his view, all reasoned and consid-
ered actions can be regarded as involving
maxims.

The maxims in such cases are personal or
subjective, but they can be thought of as can-
didates for moral rules. If they pass the test
imposed by the categorical imperative, then
Wwe can say that the actions they approve are
right. Furthermore, in Ppassing the test, these
maxims cease to be merely personal and sub-
jective. They gain the status of objective rules
of morality that hold for everyone.

Kant formulates the categorical impera-
tive in this way: Act only on that maxim which
You can will to be a universal law. Kant calls
the principle categorical to distinguish it from
hypothetical imperatives. The latter tell us
what to do if we want to bring about cer-
tain consequences—such as happiness. A
categorical imperative prescribes what we
ought to do without reference to any con-
sequences. The principle is an “imperative”
because it is a command.

The test imposed on maxims by the cat-
egorical imperative is one of generalization

or universalizability. The central idea of the
test is that a moral maxim is one that can be
generalized to apply to all cases of the same
kind. That is, it could be adopted as a maxim
by everyone who is in a similar situation,
and thus willed as a universal law. For a
maxim to satisfy the categorical imperative,
itis not necessary that we be willing in some
psychological sense to see it universally ad-
opted. Rather, the test is one that requires us
to avoid inconsistency or logical conflict in
what we will as a universal law.

Suppose, for example, that I am a physician
and Itell a patient that he has a serious illness,
although I know that he doesn’t, This may be
to my immediate advantage, for the treatment
and the supposed cure will increase my in-
come and reputation. The maxim of my action
might be phrased as, “Whenever it is to my
advantage, I may lie to healthy patients and
tell them that they have serious illnesses.”

Now suppose that I try to generalize my
maxim. In doing so, I will discover that I am
willing the existence of a universal practice
with contradictory properties. If “Whenever
itis to my advantage, I may lie to healthy
patients and tell them that they have serious
illnesses” is made a universal law, then trust
in the diagnostic pronouncements of physi-
cians will soon be destroyed. But my scheme
depends on my patients’ trusting me and ac-
cepting the truth of my lying diagnosis.

Itis as if I were saying, “Let there be a rule
of truth telling such that Ppeople can assume
that physicians are telling them the truth, but
let there also be a rule that physicians may
lie to their patients when it is in the interest
of the physician to do so.” In willing both
rules, I am willing something contradictory.
Thus, I can will my action in an exceptional
case, but I can’t will that my action be uni-
versal without generating a logical conflict.

Kant claims that such considerations
show that it is always wrong to lie. Lying
produces a contradiction in what we will. On
one hand, we will that people believe what




