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"Let no man make you bad because he is." 
Seneca, De Beneficiis. 

Many members of the medical profession and the public 
were shocked recently when a prominent cardiac surgeon 
refused to operate on patients with HIV infection and argued, 
to boot, that he was morally justified in doing so. He bluntly 
challenged the long-held assumption that altruism is intrinsic 
to medical morality. Instead, he asserted that physicians had a 
moral right to place their own and their family's interests 
ahead of those of the patient. 

I believe this surgeon's action and the arguments advanced 
to support it are morally untenable. But he has exposed for 
public debate a growing conviction among many physicians 
today that it is no longer requisite, nor possible, to adhere to 
the nobler ideals of the profession. This conviction, if it gains 
more support, threatens to be fatal to medical ethics as we 
have known it. 

Many pragmatically minded physicians now agree with the 
cardiovascular surgeon. They argue strongly that medicine is 
no different from any other service in society. Its practioners 
are expected to be competent and to avoid deliberate harm to 
their patients. But they are not obliged to practice higher 
degrees of effacement of self-interest like risking AIDS con
tagion or malpractice litigation, forgoing the profits of medi
cal entrepreneurism, or caring for the poor or the uninsured. 

There is a weaker argument that is equally disastrous for 
medical ethics. This is advanced by idealists who genuinely 
believe that effacement of self-interest is a moral duty of 
physicians. Given the "climate" of medical practice today, 
these physicians argue, survival is impossible without com
promising medical ethics. By "climate," they mean some 
combination of crises now pouring out of the comocupia of 

, social change-malpractice litigation, AIDS, physician sur
pluses, legitimation of advertising, corporate medicine, en
trepreneurism, the strictures of cost containment, public and 
media hostility, and the general decline of morals in all the 
professions. 
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While the pragmatists respond aggressively, the idealists 
suffer moral lassitude. They succumb to a kind of Gresham's 
Law in which the bad moral currency drives out the good. So 
they retire early, discourage their children from entering 
medicine, and become embittered cynics. They give silent 
approbation to Machiavelli's dictum that virtue simply does 
not work in an evil world. 

I believe, however, that there are counter arguments that 
can give pause to the pragmatists, and encouragement to the 
listless idealists. Moreover, I believe that we will be morally 
overwhelmed only if our profession fails to use the moral 
power it already has. 

A moral obligation of effacement of self-interest can be 
grounded in at least three things internal to medicine. First is 
the special nature of the experience of illness, the vulnerabil
ity and exploitability it engenders. The sick person is depend
ent upon the knowledge and skill of the physician and is 
forced by his circumstances to trust him. Without that knowl
edge and skill the patient may die, become disabled or suffer 
unnecessary pain and anxiety. 

Second is the fact that the physician's knowledge is not 
proprietary. It is the product of an education the physician 
was privileged to obtain by invasions of the privacy of sick 
people. Medical students are permitted to dissect human 
bodies, assist at autopsies and operations, participate in daily 
care at the bedside, and they are made privy to the personal 
details of other people's lives. Society permits all of this so 
that the medical knowledge may be passed on to the next 
generation. Medical knowledge, therefore, is not a commod
ity that doctors own, but an object of trust over which they 
hold stewardship. 

Finally, the physician is morally bound by an oath that 
acknowledges both the vulnerability of the sick and his stew
ardship of medical knowledge. When he takes this oath he 
formalizes the implicit covenant he entered as a student when 
he accepted the privilege and obligations of a medical educa
tion. 

This role-related specific moral obligation is analogous to 
that of the policeman, fireman or soldier. It entails exposure 
to certain risks-physical, financial and personal. To be sure, 
it does not require suicidal heroism, a monastic vow of 
poverty or neglect of reasonable obligations to self and fam
ily. Few physicians today are asked to make choices that are 
so momentous. The risk of AIDS, even for surgeons, is not 
suicidally high. And few physicians would be reduced to 
penury by more pro bono work or by disdaining the profits of 
the medical entrepreneur. 

(continued on page 2) 
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Is Medical Ethics an Ideal Without a Future? 
( continued from page 1) 

Obviously, some balance must be struck between heroic 
self-sacrifice and neglect of our covenant with the sick. There 
is no universal formula that will define the point of balance for 
everyone. What is clear is that some physicians are already 
weighting the balance too heavily on the side of self-interest. 
To make matters worse , they deny the validity of a moral 
substructure for their calling. 

What can the ethically sensitive and responsible physician 
do in such a morally intemperate climate? For one thing, he 
can maintain his own moral integrity by practicing rational 
diagnosis and therapeutics, and by avoiding those financial 
conflicts of interest that arise from seeing medicine as primar
ily a business; by recognizing and respecting the role-specific 
altruisim built into medicine by its very nature; by refusing to 
cooperate in policies that violate the patient's interests, and 
by being an advocate for the sick whenever economics, 
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organizations or regulations threaten the patient's good. 
Of course, no individual physician can reasonably be ex

pected to carry the full weight of moral redemption for the 
whole profession. The profession itself has enormous unused 
power for moral good. No one can compel hundreds of 
thousands of physicians to do what they believe violates 
medical ethics so long as they build their ethics and their 
cases on the primacy of the patient's welfare rather than their 
own self-interests. What would happen if the majority of 
physicians were joined by a majority of nurses and other 
health professionals in advocacy for the interests of the sick? 
Would all those forces that create the "climate" that so many 
think is irresistible witnstand such a moral assault? Would the 
forces of public opinion not add to the pressure? 

Seneca was right-none of us need accede to moral com
promise just because others are doing it. Medical ethics need 
not be a failed ideal. If it becomes so, it is because we-pub
lic and professional alike-want it so. 
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Callahan, Daniel. SETTING LlMITS: MEDICAL GOALS 
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1987. 256 p. Allocation of resources in caring for the elderly 
is discussed by the director of the Hastings Center in this 
excellent work. 
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CATHOLIC SOCIAL TEACHING. New York: Paulist 
Press, 1986. 459 p. (Shriver Collection of Christian Ethics.) 
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of social teaching as expounded by modem popes are consid
ered. 
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1987. 159 p. Actual treatment decisions ate discussed show
ing the different factors that influenced the outcomes . 
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WORLD. New York: The Jewish Theological Seminary of 
America, 1986. 194 p. (Kampelman Collection of Jewish 
Ethics.) The author examines how a return to moral and 
religious values can alleviate conflicts in contemporary life. 

Hastings Center. GUIDELINES ON THE TERMINA
TION OF LIFE-SUSTAINING TREATMENT AND THE 
CARE OF THE DYING. Briarcliff Manor, NY: The Center, 
1987. 159 p. The ethical dilemmas of treatment decisions and 
policy considerations of caring for the terminally ill and 
guidelines for their resolution are presented. 

Walters, LeRoy and Kahn, Tamar Joy, eds. BIBLIOGRA
PHY OF BIOETHICS, VOLUME 13. Washington, DC: 
Kennedy Institute of Ethics, 1987. 519 p. The largest volume 
to date of the bibliography, it has 2,250 new references to 
articles, court decisions, government documents, and books, 
arranged by subjects within the field of bioethics. 
(By Marlene Fine) 



Bioethics Making 
Inroads, but Slowly 
In Face of Japan's 
Paternalistic Ethos 

By Rihito Kimura 

In the last year, a Japanese version of the play "Who's Life 
Is It, Anyway?" has been attracting large audiences in Tokyo. 
This is one of several signs suggesting that the Japanese may 
finally be developing a serious interest in a number of bioethi
cal issues that impinge on Japanese values. Traditionally, 
Japanese patients have been expected to obey and remain 
completely dependent on medical experts whose ethos was 
fonned in the framework of the paternalistic, Confucian 
notion of Jin (loving kindness) as a basis for medical practice. 

The concept of patients' rights in Japan dates only from the 
early eighties. The Japanese Hospital Association, in 1983, 
published a guide to patient's rights in its official handbook 
for hospital physicians. And the first national conference on 
patients' rights took place in Tokyo in December, 1984. A 
declaration at this conference put greather emphasis than in 
the past on each patient's right to make decisions based on his 
or her own moral values. 

However, the notion of purely individualistic autonomy, 
one of the fundamental principles of Western bioethics, does 
not fit the Japanese socio-cultural model, particularly within 
the dominant practical tradition of communal family decision 
making in the context of paternalistic medical services. Even 
the notion of a physician sharing infonnation or decision 
making with the patient is still viewed as quite radical by 
many Japanese physicians and patients. 

As the Japanese psychoanalyst, T. Doi, explained in his 
1973 book, "The Anatomy of Dependence," in Japanese 
society people are encouraged to be dependent on each other 
and are expected to suppress egoism. In other words, Japa
nese society is not rights oriented, as Western societies tend to 
be. Moreover, Japanese bioethical principles require a more 
nuanced sense of the way in which all living things are related 
to one another, based on the Buddhist notion of En (related
ness). A sharing-of-life principle, for example, would be 
more appropriate in a Japanese social context, than a right-to
life principle, because it affirms the values of dependent life 
and togetherness. The idea of sharing life with others, includ
ing all living beings who suffer, are sick, or aged, is viewed 
as a positive, creative living principle that is critical to human 
empathy. 

I believe this sense of the relatedness of all life, along with 
Buddhist strictures about the integrity of the human body, 
helps to explain why Japan is one of the few medically 
advanced countries that has no practical standard of brain 
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death. As a result, most kidney transplants in Japan come 
from living donors, and there has been only one heart trans
plant operation, which was done in 1968 and caused serious 
questions to be raised about the brain criteria used to declare 
the donor dead. The case also raised questions about medical 
experts making decisions and practicing without public scru
tiny. 

The situation in Japan has been gradually changing as the 
public becomes more aware of the concept that patients can 
have rights and need not mindlessly obey physicians' orders, 
and as a result of more open debate and a new interdisciplin
ary approach toward life and death issues . The Bioethics 
Council of the Japan Medical Association, which includes a 
lawyer, a philosopher, an author, and an anthropologist, as 
well as medical experts, has drafted an interim report on brain 
death criteria and organ transplantation. This draft encour
ages positive consideration for those who wish to donate 
organs for transplantation based on an individual's decision to 
accept the document's brain death criteria. However, the 
document also recognizes traditional death criteria and would 
permit individuals to choose between the two. According to 
public opinion data issued by the Prime Minister's office in 
October, only 23.7 per cent of those surveyed accepted the 
principle of brain death, and 17. 8 per cent agreed to donate 
organs. 

Another issue that has raised bioethical concerns in Japan is 
policy with respect to AIDS. As of Nov. 24 there were 986 
persons in Japan who were infected with the AIDS virus, and 
59 AIDS patients, of whom 33 have died. On March 31 the 

( continued on page 4) 

Theology and Medicine 
Topic of Rome Meeting 

The Accademia Alfonsiana is organizing an Interna
tional Bioethics Congress on Issues in Morality and Medi
cine to be held in Rome on April 5-8. The aim of the 
congress is to foster dialogue between moral theology and 
medical science. It is conceived as a forum for reflection 
on pastoral and ethical issues in the fields of medicine, 
health, and human development. The congress will com
memorate the bicentennial of the death of St. Alphonsus 
Maria de Liguori, Doctor of the Church and Patron of 
Moral Theologians. 

Some of the main themes of the congress will be: The 
human person at the meeting point of morality and scienae; 
psychology and personhood; the story of AIDS; theology 
and morality encounter the empirical sciences; possible 
impact of technological advances on biological evolution; 
and fertility and conception. Dr. Edmund D. Pellegrino, 
director of the Kennedy Institute will be among the pre
senters. 

For additional information write to the Rev. F.X. 
Murphy, St. Mary's, 109 Duke of Gloucester Street, An
napolis, MD, 21401. 
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Bioethics in Japan 
(continued from page 3) 

Japanese Cabinet proposed a draft law on AIDS. The draft, if 
passed would empower the government to trace the sexual 
contacts of AIDS patients. The national debate has been 
heated and and on July 7 the Tokyo Bar Association criticized 
the draft, which was prepared by the Ministry of Welfare and 
Health. The bar association noted the possibility of discrimi
nation against AIDS patients, and that the draft law fails to 
take adequate account of the need to provide support and care 
for those who have AIDS. 

Also under the draft, local government officers who are not 
necessarily physicians are authorized to question AIDS pa
tients or those in high-risk categories, which could lead to 
violation of their privacy rights. Because the draft has been 
prepared with only limited review by legal, public health, 
clinical and other experts, there has been widespread concern 
about its enactment. 

Roundup 
• The Kennedy Institute's spring members' symposium will 
be held May 5-6. There will be conversations with the 
scholars in their offices on Thursday, the 5th, and a keynote 
speaker at a dinner held jointly with the Washington Area 
Ethics Seminar in the evening. 

Kennedy Institute of Ethics 
Georgetown University 
Washington, D.C. 20057 

• Dr. Laurence B. McCullough of the Kennedy Institute 
faculty, has been appointed to the adjunct faculty of the 
Cornell University Medical College-The New York Hospital, 
in New York City. McCullough is also professor of commu
nity and family medicine and pediatrics at the Georgetown 
University Medical Center. 
• The Center for Applied Biomedical Ethics has become part 
of a new Center for Health Ethics and Policy at the University 
of Colorado at Denver. 
• A conference titled American Hospitals and Human 
Values:1860-1988 will be held in Tampa, FL, on April 14-16. 
The co-sponsors are the Society for Health and Human 
Values, the Tampa General Hospital, the Florida Endowment 
for the Humanities, and the department of Comprehensive 
Medicine, College of Medicine, University of South Florida. 
Speakers include Perri Klass, M.D., Laurence B. McCul
lough, and Daniel Fox, professor of humanities in medicine at 
the State University of New York, Stony Brook. 
• On Dec. 11, the Rev. John Langan, S. J. testified before the 
ad hoc committee of the National Conference of Catholic 
Bishops charged with preparing a further statement on nuclear 
deterrence. Two days later he spoke on practical conse
quences of the bishops' pastoral on the economy at the forum 
of Christchurch of Capitol Hill (Episcopal). 
• Abigail Evans of the Kennedy Institute will be a visiting 
professor at the Presbyterian School of Christian Education 
during January. She will co-teach a course called Integrated 
Health Care. 
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