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New Data Suggests 
African-Americans 
Have Own Perspective 
On Biomedical Ethics

By Harley Flack and Edmund D. Pellegrino

Biomedical ethics in its present form is largely the product 
of Western culture. Its analytical mode of reasoning and its 
values and principles derive from Western philosophy and 
theology. Productive as this tradition has been, it fails to take 
sufficient account of the millions of Americans whose moral 
beliefs are rooted in non-Western world views.

African-Americans are a special case in point. Theirs is a 
unique history that blends Western and African value sys
tems. There is at present insufficient concern in biomedical 
ethical discourse about these differences. Empirical data are 
lacking on how their perspectives on moral issues may di
verge from the dominant view. Yet biomedical ethics must 
concern itself with these differences if the participants in 
medical-ethical decisions—  physicians, families, patients, 
institutions— are to understand each other better.

Roots Retained
African-Americans constitute 11 per cent o f our popula

tion. While some of them are recent emigres from Africa, 
more are rediscovering their roots in African culture as a part 
of the diaspora. Many retain those roots without consciously 
adverting to them. Little attention has been given to the ways 
they might respond to the individualistic rights and principle- 
based, autonomy-oriented and strongly analytically biased 
direction of contemporary biomedical ethics. Yet daily moral 
choices are made for, and by, African-Americans by health 
professionals and institutions. If this segment of our popula
tion approaches moral choices in significantly different ways, 
we have an obligation to learn about those differences and the 
way they shape the processes and substance of ethical dis
course.

Is there, in fact, something distinctive about the African-

American perspective on medical ethics? If there is a differ
ence, in what does it consist, and how can a dialogue be 
opened between that perspective and the dominant perspec
tives of Anglo-American biomedical ethics? Parenthetically, 
if we could answer these questions we might also understand 
why so few African-Americans are involved in scholarly 
work in biomedical ethics and how their number might be 
increased.

Washington Conference
To respond to these questions, Howard University and the 

Kennedy Institute of Ethics, with funding from the Kaiser 
Family Foundation, convened a conference in Washington in 
February, 1987, of 35 African-American scholars, educators, 
health professionals and philosophers. The preliminary con
clusions of the conference strongly suggest that an African- 
American perspective does exist, that it differs materially 
from the dominant Anglo-American perspective, and that it 
may significantly alter the way African-American people 
confront and resolve medical-ethical dilemmas. Some of 
these differences are striking. They are also suggestive of 
other differences that probably exist with other communities 
within our society— the Asian or Hispanic-American commu
nities, for example.

The conferees were in general agreement about some of the 
contrasts between the African-American perspective and the 
dominant characteristics of Anglo-American medical ethics. 
This latter tradition is based on prima facie principles. “Doing 
ethics” is perceived as applying these principles to specific 
moral choices, analyzing the conflicts between principles, 
and resolving conflicts in a systematic way. Autonomy, indi
vidual rights and duties, and liberty are ordering principles. 
The spirit of Western ethical discourse is strongly utilitarian, 
often relativistic, and in general insensitive, neutral or indif
ferent to religion or virtue as elements in ethical decisions.

Perspective On Morals
These features contrast with what the conferees defined as 

the dominant ideas of the African-American perspective on 
morals. In this perspective, the community has a dominant 
role in setting ethical standards and resolving ethical di
lemmas. The group and tribal point of view remains influen
tial in the African-American consciousness. The analytical, 
rationalistic, principle-balancing mode of resolving ethical 
disputes is foreign to this consensual view. Indeed, consensus 
formation takes clear precedence over individualistic moral 
assertion. Religion plays a larger and more influential role as

(continued on page 2)



Vol. I ll, No. 2, April, 1989

African-American Perspective on Bioethics 
Is Suggested by Data From ’ 87 Conference

(continued from page 1)

does the ethics of virtue, i .e ., the kind of person one ought to 
be, what is expected in the way of behavior of the good man 
or woman. Personal life experiences are also given greater 
weight than in Westem-style ethical discussions.

These perspectives have been fused in African-American 
life in special ways because of the unique nature of the 
African-American experience. Slavery, segregation, discrim
ination, poverty and a disadvantaged position with respect to 
education, health and medical care, sensitize African-Ameri
cans in specific ways. These experiences evoke a more em- 
pathetic response to the social-ethical questions—justice in 
the distribution of resources, sensitivity to the vulnerability 
and dependence of the sick person, and a sense of responsibil
ity for the poor and rejected members of society.

Dialogue Needed
These observations by the African-American conferees call 

for further examination and verification. Already, they indi
cate the clear necessity of a dialogue between the dominant

The existence o f a 
“black perspective” is 

paradigmatic o f other 
transcultural 
intersections.

ethos of biomedical ethics and non-Western moral philoso
phies. The existence of a “black perspective” is paradigmatic 
of other transcultural intersections between Western and non- 
Westem ethical customs. For example, in Japan and China 
where the Confucian philosophy is still influential, ethics is

largely an affair of virtue. It is nonanalytic and nonrationalis- 
tic. Its attitudes on life and death are also different. In conver
sation with a Japanese philosopher, one of us (E .D .P.) was 
reminded that Japanese culture was neither “Socratic nor 
Aristotelian” in its approach to ethical decisions. The philoso
pher specifically criticized the excessive rationalism of con
temporary Western biomedical ethics.

Cultural Differences
There are cultural differences even within the “Western 

tradition,” e .g ., an Hispanic-American might interpret that 
tradition differently from an Anglo-Saxon; a continental Eur
opean would be more open to a phenomenological approach 
than an Englishman; an American philosopher more prag
matic than a Frenchman or Italian. When we move to the 
world scene the divergencies become sharper. Very different 
answers might be forthcoming to the same ethical questions 
relating to care of the aged or the very young, genetic engi
neering, organ transplantation, etc.

Ethical decisions eventually must draw on some ultimate 
source of morality, on those deeper well-springs of our moral 
being with which we identify as persons. For some these 
sources will be religion or philosophy; for others, culture,

What we believe at 
these deeper levels 
shaped the way we 
regard every other level 
o f ethical discourse . . .

history or biology. What we believe at these deeper levels 
shapes the way we regard every other level of ethical dis
course from the image we hold of the physician-patient rela
tionship, to the way we interpret the ethical principles and 
ethical theories we espouse. These deeper presuppositions lie 
at one base of the sharp divergence of opinion about abortion, 
euthanasia, discontinuing life support, fetal research, genetic 
manipulation and a myriad of other ethical dilemmas.

Moral Choices
A deeper examination of the ethical perspectives of Afri

can-Americans could serve as a model to study the other 
intersections between Western biomedical ethics and other 
non-Westem world views. From a practical standpoint, such 
an exam ination is essential to understanding the moral 
choices of the millions who have been brought up in non- 
Westem moral and philosophical systems. Only in this way 
can choices be made with mutual respect. Most important of 
all the dialogue between the African-American and the cur
rent spirit of medical ethics can enrich the capacity of both 
moral systems for sensitive and humane resolutions for 
today’s complicated ethical dilemmas.
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Doctors Investigate 
Whether Iraqis Used 
Poison Gas on Kurds

By Robert Mullan Cook-Deegan

The defense of ethical principles can lead to faraway places 
and bizarre situations where lives are on the line. I recently 
went to southeastern Turkey to investigate whether the gov
ernment of Iraq had used lethal poison gas against its own 
Kurdish citizens in late August, 1988. I was one of three 
medical doctors representing Physicians for Human Rights, a 
1,000-member organization of health professionals based in 
Boston. The other two members were Howard Hu, an epide
m iologist from Harvard M edical School, and Asfandiar 
Shukri, an emergency room director from Detroit who grew 
up in the parts of Iraq allegedly attacked with poison gas, and 
who therefore knew Kurdish, Farsi and Arabic, the languages 
essential to our mission.

On Aug. 25, 1988, a few days after the cease-fire between 
Iran and Iraq took effect, Iraq mounted a major military 
campaign against the Kurdish population in northern Iraq. 
Press reports from southeastern Turkey described a mass 
exodus of 50,000 to 100,000 Kurds into Turkey and Iran from 
Iraq. Most were reported as saying that they left their homes 
as a result of poison gas attacks.

After several days, however, there were additional news 
reports casting doubt on the allegations of poison gas attacks. 
In response to this uncertainty, Physicians for Human Rights 
decided to try to determine whether Iraq had used poison gas 
against Kurds under its rule. Because the sites of the alleged 
attacks were inaccessible, the best available source of infor-

It was our hope that 
the medical data . . . 
would resolve the 
uncertainty.

mation was medical assessment of refugees who had purport
edly undergone attack. It was our hope that the medical data 
obtained in this way would resolve the uncertainty. The 
importance of the mission increased when Iraq and Turkey 
denied requests by the United Nations for permission to 
investigate.

We sought access to Iraq and Iran, but a month later we had 
no response. Since visas were not required to enter Turkey, 
we decided to interview the Kurdish refugees there. We were 
able to enter two of five refugee camps and we conducted 
videotaped interviews with dozens of residents. We also 
brought with us a 120-item questionnaire that elicited details 
of the attacks, the symptoms caused by them, and other 
relevant facts. We compared the responses of people who

came from the same village, but were residing in different 
refugee camps. They told similar stories with agreement 
down to considerable detail about the number of planes in the 
attacks, the number killed and injured, and the hour of the 
attack.

We also found a consistent cluster o f symptoms indicating 
lung damage, eye injury, gastrointestinal distress, and blis
tering skin bums. All four organ systems were reported 
injured by roughly half of the 27 persons who completed our 
questionnaire. These are symptoms expected from poison gas 
injury, and such a symptom complex is not known from any 
infectious or other diseases in that region. We concluded that 
Iraq had indeed used poison gas against the Kurds on Aug. 
25, 1988.

It is ironic that we encountered ethical dilemmas in writing 
the report of our mission. The acts of the Iraqi government 
were plainly wrong. But just as Nazi atrocities raised difficult 
questions about the obligations of observers to break their 
silent complicity or to stop what they saw, we had difficulty in 
finding out what Turkish doctors had done and in judging 
what they should have done. We do not know whether they 
chose not to thoroughly investigate the allegations of poison 
gas attacks, whether they courageously tried to report them 
but encountered political obstacles, or whether they colluded 
with the Turkish government in preventing investigation. 
Perhaps there were instances of each.

The professional duties of physicians to report and investi
gate human rights abuses or other violations of international 
law are not clear. In a review of the standard international 
codes of physicians’ ethics, including those related to torture 
and the treatment of prisoners, I found no relevant provisions. 
As is often the case, the standard for nurses is clearer than that 
for doctors. The International Council of Nurses recognizes 
an obligation to report the abuse of prisoners and detainees 
“to appropriate national and/or international authorities” 
(Resolution of Singapore, 1975), which could logically ex
tend to cover the situation in southeastern Turkey.

This trip to Turkey highlights the immense gap in medical 
ethics between the robust literature on the doctor-patient 
relationship, and the dearth of material on the role of physi
cians regarding questions of justice and public policy. The 
physician’s duty regarding diagnosis and treatment is abun
dantly clear in comparison to the duties regarding use of 
medical knowledge in social contexts such as allocation of 
resources, improvement of public health, and reporting viola
tions of international law.

Physicians for Human Rights became interested in chemi
cal warfare with the poison gas bombing of Halabja in March,

1988. In this attack, which was widely reported in the interna
tional press, Iraq and possibly Iran assaulted a civilian town 
in northern Iraq, that had been recently captured by Iran in the 
waning phases of the Iran-Iraq war. There were an estimated 
5,000 casualties, the vast majority of which were civilian, 
including a disproportionate number of the very young and 
the very old. The civilian nature of the catastrophe made clear 
that poison gas was an effective weapon of mass terror, 
potentially a new tool for human rights abuse that govern
ments could use against those they govern.



Vol. I ll, No. 2, April, 1989

US Bioethics Board 
And Advisory Panel 
Begin Their Tasks; 
Chairman Elected

By Robert Mullan Cook-Deegan

At long last, the Biomedical Ethics Board and the Biomedi
cal Ethics Advisory Committee have begun to operate. These 
two groups, established by the Health Research Extension 
Act of 1985, jointly constitute the third federal entity created 
by Congress to study broad issues in biomedical ethics. The 
board comprises 12 members of Congress, three Republicans 
and three Democrats  from each house. The advisory com
mittee, which is appointed by the board, is composed of 14 
nongovernmental representatives from diverse backgrounds.

At the advisory committee’s first meeting on Sept. 27, 
1988, Alexander Capron, formerly executive director of the 
President’s Commission for the Study of Ethical Problems in 
M edicine and Biom edical and Behavioral Research was 
elected chairman. Mr. Capron was affiliated with the Ken
nedy Institute while he was on the faculty of the Georgetown 
Law Center. He was recently named university professor of 
law and medicine at the University of Southern California. 
Edmund D. Pellegrino, M .D ., director of the Kennedy Insti
tute, was elected vice chairman.

Political Insulation
The board and its advisory committee were made part of 

Congress to insulate them from partisan politics and instabil
ity. The need for a federal bioethics body has been demon
strated by the National Commission for the Protection of 
Human Subjects of Biomedical and Behavioral Research and 
by the President’s commission. The national commission 
operated from 1974 to 1978 and issued nine reports, most of 
which were focused on protection of research participants. 
The President’s commission was created in a 1978 statute, 
and the first commissioners were sworn in at the White House 
in January, 1980. The commission operated until March, 
1983, and issued 11 reports on a broad range of topics 
concerning biomedical research and the delivery of health 
care.

The function of the board and the advisory committee is “to 
study and report to the Congress on a continuing basis on the 
ethical issues arising from the delivery of health care and 
biomedical and behavioral research, including the protection 
of human subjects o f such research and developments in 
genetic engineering (including activities in recombinant DNA 
technology) which have implications for human genetic engi
neering.” In addition, the board was charged with reporting 
on the federal regulation of research involving human fetuses 
and the administration of nutrition and hydration to dying 
patients.

The board and advisory committee will have their hands 
full just completing the three mandated reports on time. The 
first report, on human genetic engineering, is due in March, 
1990. The report on nutrition and hydration of dying patients 
is due in May o f that year, and the fetal research report in 
November. At the first appropriation hearing to fund the 
board and the committee in February, 1989, it became clear 
that there was broad bipartisan recognition of the important 
function they would serve, but also a resounding sense of the 
current difficulty in funding new federal initiatives.

Two Staffers
There are two staff members. I am the acting executive 

director and Claire Pouncey is a research assistant. For now, 
our budget does not permit hiring more staff or to do more 
than to begin work on the study of human genetic engineer
ing. We provisionally plan to study issues in human gene 
therapy, genetic testing and screening, and eugenics. We will 
also follow progress in mapping the human genome.

If we receive the requested funding from Congress, we can 
then hire a permanent executive director and other staff up to a 
total o f 18. We could also complete work on the human 
genetics study and begin work on the studies of fetal research 
and of nutrition and hydration of dying patients. We are also 
actively pursuing private funding. The budget we can expect 
for next year should become clearer by late April, but we are 
unlikely to have significant new funds before the end of the 
summer.

A Social Dimension 
Attributed to MDs

A new book by James F. Drane titled “Becoming a 
Good Doctor, The Place of Virtue and Character in 
Medical Ethics” (Kansas City, MO: Sheed & Ward, 
1989), 211 p . , has the following to say about the social 
dimension o f physicians:

“If illness and patients have a social dimension, so do 
doctors. Are doctors today the same as they were 100 
years ago? The idea of what it means to be a good 
docto r has changed. M edical education , too , has 
changed, not just in scientific content, but in the moral 
formation given to doctors, and these changes are re
flections of widespread changes that have taken place 
within our society.”

“It is obvious that doctors are not all the same. Some 
are aristocratic; others proletarian; most are middle 
class. These social differences affect the way a doctor 
practices m edicine. Religious doctors (Protestant, 
Catholic, Jewish), secular or atheistic doctors, doctors 
working for the government or for a company, doctors 
involved in research groups: they all practice differently 
because o f the ir association  w ith d ifferent social 
groups. The fact that the doctor is educated at great 
social expense and exercises a considerable social 
power as a result o f that education gives to every 
medical practitioner a distinct social dimension.”

Patients, keep that in mind.



Vol. I ll, No. 2, April, 1989

Books

Recent Acquisitions
(New additions to the collection o f the National Reference 
Center fo r  Bioethics Literature.)

Amnesty International. ETHICAL CODES AND DECLA
RATIONS RELEVANT TO THE M EDICAL PROFES
SION. London: Amnesty International, International Secre
tariat, [1984]. 55 p. Fourteen documents proscribing the 
behavior of physicians, nurses and other health professionals 
are gathered together to describe the responsibilities of those 
in the medical professions. Included are the Hippocratic 
Oath, the Declaration of Hawaii, the International Code of 
Medical Ethics, and the United Nations codes on treatment of 
prisoners.

Brody, Baruch. LIFE AND DEATH DECISION MAK
ING. New York: Oxford University Press, 1988. 250 p. 
Pluralistic casuistry is described as a decision-making tool in 
medicine and then demonstrated in cases involving competent 
and incompetent adults and children.

Corillon, Carol, ed. SCIENCE AND HUMAN RIGHTS. 
W ashington, DC: N ational Academy Press, 1988. 92 p. 
Papers from a symposium held by the National Academy of 
Sciences’ Committee on Human Rights consider the effect of 
human rights on science in Chile, South Africa and the Soviet 
Union. Scientific freedom, national security and medical 
ethics are discussed.

C outts, M ary C arrington. ETH ICA L ISSUES IN IN 
VITRO FERTILIZATION. Washington, DC: Kennedy Insti
tute of Ethics, 1988. 12 p. (Scope Note 10) An introductory 
essay discusses the technique of assisted human gamete fertil
ization occurring outside the body. The annotated bibliogra
phy includes literature considering the issues from the legal, 
philosophical, religious, and public policy perspectives.

C z e iz e l ,  A n d re w . T H E  R IG H T  TO  B E  B O R N  
HEALTHY: THE ETHICAL PROBLEMS OF HUMAN GE
NETICS IN HUNGARY. New York: Alan R. Liss, 1988. 
194 p. The experiences and counseling methods of an Eastern 
European geneticist are presented. Some of the dilemmas 
encountered include the right of a child to be bom healthy, 
maternal-fetal conflict, selective abortion and genetic screen
ing.

Durbin, Paul T ., ed. TECHNOLOGY AND RESPONSI
BILITY. Boston: D. Reidel, 1987. 392 p. Seventeen essays 
discuss social responsibility in relation to technology. Medi
cine, genetics and reproductive technologies as well as relig
ious and technical responses to technology and responsibility 
are among the topics presented.

G robstein, Clifford. SCIENCE AND THE UNBORN: 
CHOOSING HUMAN FUTURES. New York: Basic Books,

1988. 207 p. The personhood status of the fetus at different 
stages in its development are detailed. Controversies about 
the moral and public policy aspects of fetal research are 
discussed.

Haas, Peter J. MORALITY AFTER AUSCHWITZ: THE 
RADICAL CHALLENGE OF THE NAZI ETHIC. Philadel
phia: Fortress Press, 1988. 257 p. (Kampelman Collection of 
Jewish Ethics.) How German society could reform ethical 
principles so that the Holocaust seemed morally acceptable to 
the people of that society is explored along with the resulting 
loss of the idea of evil.

Kuhse, Helga. THE SANCTITY-OF-LIFE DOCTRINE 
IN MEDICINE: A CRITIQUE. Oxford: Clarendon Press, 
1987. 235 p. “Sanctity of life” is described as a motivating 
factor in making medical treatment decisions such as euthan
asia. “Quality of life” is advocated as an important alterna
tive.

May, William W ., ed. VATICAN AUTHORITY AND 
AMERICAN CATHOLIC DISSENT: THE CURRAN CASE 
AND ITS CONSEQUENCES. New York: Crossroad, 1987. 
208 p. The role of the theologian in the Catholic Church and 
in Catholic universities is examined in light of the suspension 
of Father Curran, a professor of moral theology. The impact 
o f this decision on authority and dissent in the Catholic 
Church and on academic freedom is explained in 14 essays.

Sass, Hans-Martin and Massey, Robert U ., eds. HEALTH 
CARE SYSTEMS: MORAL CONFLICT IN EUROPEAN 
AND AMERICAN PUBLIC POLICY. Boston: Kluwer Aca
demic Publishers, 1987. 368 p. Comparing the health-care 
systems of the U .S ., West Germany, France, the Soviet 
Union, the Netherlands, and Great Britain, 19 authors discuss 
value conflicts in medical resource allocation.

New Book Club at NIH 
Is Devoted to Bioethics

The Bioethics Program at the Clinical Center of the 
National Institutes of Health recently held the first 
meeting of its journal/book club. The club is open to 
NIH employees and other interested individuals in the 
Washington area. It is intended to provide a forum to 
discuss philosophical, clinical and other perspectives 
on bioethics. The group meets monthly to read and 
discuss journal articles. Once a quarter a current book 
in the field will be discussed. The club will usually meet 
on the last Friday of the month from 3:30 to 5 P.M.

In April, the discussion topic is animal research. The 
subject o f the May meeting will be medical resource 
allocation. And in June, the club will discuss a book by 
Edmund D. Pellegrino and David C. Thomasma titled 
“For the Patient’s Good.” For more information, con
tac t Janice V inicky or Evan D eRenzo at the NIH 
Bioethics Program, (301) 496-2429.
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Roundup
•  Daniel Callahan, director of the Hastings Center, will 

deliver the Hellegers Lecture at the banquet concluding the 
Kennedy Institute’s Annual Members’ Symposium on May 
12. Dr. Callahan’s talk will be titled “Bioethics: Means and 
Ends.” The faculty of the Kennedy Institute will run seminars 
during the day. There will also be tours of the National 
Reference Center for Bioethics Literature and training on how 
to search the BIOETHICSLINE database. The fee for attend
ing the symposium is $50. For additional information please 
call Michael Stanley at (202) 687-6771 or Marti Patchell at 
(202) 687-6729.

•  Hans-Martin Sass and Stephen Klaidman of the Kennedy 
Institute of Ethics addressed a conference on health and 
human values at Waseda University in Tokyo in January. The 
session was moderated by Rihito Kimura, who holds appoint
ments at both the Kennedy Institute and Waseda. While in 
Japan, Mr. Klaidman also delivered a lecture on journalism 
ethics to leading Japanese journalists gathered at the Japanese 
Publishers and Editors Association.

•  The American Society for Public Administration will 
hold a conference on ethics in government in Washington 
from Nov. 12 to Nov. 15. Issues to be discussed include 
conflicts of interest, financial disclosure, fraud, and waste. 
The conference will be structured along several tracks that 
include ethics, laws and regulations, ethics and administra
tive systems and ethics and public policy. The conference will 
be held at the Hyatt Regency Washington Hotel on Capitol 
Hill. For further information contact: American Society for

Public Administration, 1120 G Street, NW, Suite 500, Wash
ington, DC 20005. Phone: (202) 393-7878.

•  Two major international conferences are scheduled for 
this summer. The Second International Conference on Health 
Law and Ethics will be held from July 16 to July 21 in 
London. For additional information call the American Society 
of Law and Medicine at (617) 262-4990. And in September, 
from the 12th to the 15th, a conference titled The Individual 
Versus Society: The Third International Congress on Ethics in 
Medicine, will be held in Stockholm. Papers are invited. 
Contact Third International Congress on Ethics in Medicine, 
Department of Development, Beth Israel Medical Center, 
First Avenue and 16th Street, New York, NY, 10003. The 
phone number is (212) 420-4082.

Books

Recent Acquisitions
Shannon, Thomas A. and Cahill, Lisa Sowle. RELIGION 

AND A R TIFIC IA L REPRO D U CTIO N : AN INQUIRY 
INTO THE VATICAN “INSTRUCTION ON RESPECT 
FOR HUMAN LIFE IN ITS ORIGIN AND ON THE DIG
NITY OF HUMAN REPRODUCTION.” New York: Cross
road, 1988. 201 p. Artificial insemination, in vitro fertiliza
tion and o ther reproductive technologies are exam ined 
according to Catholic moral teaching, especially in relation to 
the document “Instruction on Respect for Human Life.”
(By Marlene Johnson)
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