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PrefACe

This book was largely written by the late Alfonso Gómez-Lobo, Ryan 
Professor of Metaphysics and Moral Philosophy at Georgetown Uni-
versity.1 He was an eminent scholar, beloved teacher, and cherished col-
league. His loss was, and remains, keenly felt, both at Georgetown and 
at the Pontifical Catholic University of Chile, where he was a visiting 
professor. An authority on classical Greek philosophy (he was fluent in 
ancient and modern Greek as well as six other languages), he was also 
an expert on bioethics. His expertise was recognized by the president 
of the United States, George W. Bush, who appointed him to the Presi-
dent’s Council on Bioethics.2

Gómez-Lobo died at the close of 2011. He left an unpublished man-
uscript on bioethics, which he had submitted to Georgetown University 
Press. The press had commissioned three referees’ reports. Although he 
had replied to these reports, his final illness prevented his completion 
of the project. My goal in completing his project has been, broadly, to 
finish it in the way he indicated in his response to the referees’ reports 
that he intended to finish it and, where he left no indication, to finish it 
in the way I think he would have finished it or at least would not have 
objected to it being finished. I have also made a number of relatively 
minor changes of my own, such as the addition of definitions, examples 
that illustrate points made in the text, and a bibliography. I have also 
added an appendix containing personal statements to the President’s 
Council by Gómez-Lobo on the status of the human embryo and on 
the determination of death, statements that flesh out his views on those 
matters. I have amended the work to take account of a number of de-
velopments since the original manuscript was written and have made 
some stylistic changes and changes of emphasis and nuance. However, I 
have neither added nor subtracted anything fundamental. The finished 
product remains largely the work of Gómez-Lobo. About a third of the 
book is material I have written.

There are precious few texts introducing students with an interest in 
bioethics—whether students of philosophy, medicine, or law—to the 
“natural law” approach to ethical reflection. Given the deep, historical 
influence of that tradition on Western political, legal, and moral phi-
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losophy and, more particularly for our purposes, on professional medi-
cal ethics and the law governing medical practice (not least the criminal 
law), this dearth is regrettable. It is doubly regrettable given the growing 
importance of bioethics in educational curricula, whether in university, 
college, or high school, and to modern society.

Recent years have witnessed the welcome publication of several 
books and papers reflecting a renaissance of interest in ethics or moral-
ity (in this book the two terms are used interchangeably) from a natural 
law perspective. Much of this literature is, however, aimed at academ-
ics.3 There are few works of an introductory nature aimed at the gen-
eral reader. Gómez-Lobo’s excellent introductory book Morality and the 
Human Goods is an exception (2002). Moreover, although the litera-
ture on bioethics is vast, there is only a handful of books on bioethics 
that adopt a natural law perspective, and although they are impressive 
works, they tend to deal with specific issues such as research on human 
embryos or abortion.4 There is, then, something of a void facing the 
college student or the intelligent general reader who wants a clear, basic 
introduction to bioethical theory and its application to a number of key 
life and death issues from a natural law perspective.

To make matters worse, natural law, to the very limited extent that 
the enormous literature on bioethics mentions it at all, is more often 
than not misunderstood and caricatured. Natural law is often summar-
ily dismissed as “religious,” or as based on the belief that “what is right 
is a matter of following natural inclinations,” or as holding that “any 
interference with natural processes is wrong.” Though it is fair to say 
that some natural lawyers over the centuries have expressed themselves 
using terminology that invites such criticisms, the criticisms are never-
theless misguided.

Let us take just the first misunderstanding, that natural law is “reli-
gious.” It is true that natural law has historically been the philosophical 
tradition adopted by the Christian Church and that many of its leading 
exponents have been in the past, and are today, Catholic Christians. 
However, natural law has its origins in pre-Christian Greek philosophy, 
and it remains to this day a philosophy, not a theology. It can there-
fore—like human rights and social justice (which are also strongly de-
fended by Catholic thinkers)—be adopted by anyone, whether or not 
they subscribe to Catholicism, Christianity, or indeed any faith tradi-
tion. Would the US Congress have been justified in dismissing Martin 
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Luther King Jr.’s campaign for civil rights for African Americans, which 
invoked natural law, because he was a minister of the Christian reli-
gion?5

Many religious believers, particularly but by no means only those 
in the Judeo-Christian tradition, will have parallel theological reasons 
for agreeing with or sympathizing with natural law ethics, especially its 
emphasis on respecting the equal dignity of all human beings, not least 
the vulnerable, such as the very young, and the marginalized, like the 
very old. But the ethical theory and arguments outlined in this book are 
based on reason, not faith.

When it comes to introductory, informed books on natural law, par-
ticularly in relation to bioethics, the void is, then, as great as the need. 
It is to be hoped that this short book will help to fill the void and meet 
the need by introducing the reader to the foundations of natural law 
theory in relation to bioethics, and to the application of that theory to 
some of the key issues at the beginning and end of life. Its sister book, 
Morality and the Human Goods, which could profitably be read before 
this one, offered a short introduction to natural law ethics. This book 
offers a short introduction to natural law bioethics. It does not attempt 
a deep, scholarly exposition of natural law theory, or to address all the 
differences and nuances of opinion between natural law thinkers on 
bioethical issues, still less to explore the veritable host of complex bio-
ethical issues facing the contemporary world, especially in developed 
societies. Nor does it contain copious citations to the vast literature in 
bioethics; it is lightly annotated. It contents itself with citations to some 
important contemporary texts on natural law bioethics, as well as some 
leading sources which take a different view. 

The book introduces the reader to a way of thinking that in the view 
of Gómez-Lobo and several other expert bioethicists, such as Dr. Ed-
mund Pellegrino (the “Father of Bioethics”), offers the soundest ap-
proach to bioethics. It is an approach grounded in a recognition of 
the fundamental equality-in-dignity of each and every human being. 
It holds, in concord with the Preamble of the Universal Declaration 
of Human Rights, that “recognition of the inherent dignity and of the 
equal and inalienable rights of all members of the human family is the 
foundation of freedom, justice and peace in the world.”6 It is an ap-
proach that—in contrast to the “utilitarian” or “ends justify the means” 
approach to ethics that is in one form or another now so influential in 
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many universities and colleges—refuses to regard any human being as 
expendable or disposable, as a mere means to the “autonomous” wishes 
of others or to their “greater happiness,” or to the “greater good” of 
society. Similarly, in contrast to the “principlist” approach to bioethics, 
which is scarcely less influential than utilitarianism, it refuses to allow 
any human being to be afforded less protection than others or to be 
used as a mere means to the ends of others on the basis of a contro-
versial interpretation and application of the four ethical principles of 
nonmaleficence, beneficence, justice, and respect for autonomy. This 
book will sketch a natural law interpretation and application of those 
principles. Moreover, although those principles, properly understood, 
are a vital part of a sound bioethics, they are by no means exhaustive.

Natural law is an approach that, in line with the Hippocratic tradi-
tion of medical ethics, which has shaped medical ethics for centuries 
and which—although increasingly challenged by utilitarian and prin-
ciplist thinking—to a significant extent still does, holds that some ways 
of dealing with patients (such as intentionally killing them, exploiting 
them, or lying to them) are always and everywhere wrong, regardless of 
the good consequences that such conduct may bring about.7

Whether, before or after reading this book, you are persuaded by nat-
ural law ethics or not, you should at least end up better informed about 
an approach to ethical reflection that has profoundly shaped Western 
medicine, law, and society.8 That goal was, I am sure, what inspired 
Alfonso Gómez-Lobo to embark on this work.

John Keown

Notes

1. A short biography of Gómez-Lobo is found on Wikipedia, http://en 
.wikipedia.org/wiki/Alfonso_G%C3%B3mez-Lobo. His video-recorded testimo-
ny to the Maryland House of Delegates against the proposed funding of research 
on human embryos is available on YouTube, “Prof Alfonso Gomez-Lobo vs em-
bryonic stem cell research,” http://www.youtube.com/watch?v=450eZU5qU4g.

2. This prestigious council was chaired in turn by two eminent physician-
philosophers: first, Dr. Leon Kass of the University of Chicago and, later, Dr. 
Edmund Pellegrino, founding director of the Center for Clinical Bioethics at 
Georgetown University (now the Pellegrino Center). For some of the Council’s 
publications, see the President’s Council on Bioethics entries in the references. A 
few of Dr. Pellegrino’s many publications are also listed in the references.

http://www.youtube.com/watch?v=450eZU5qU4g
http://en.wikipedia.org/wiki/Alfonso_G%C3%B3mez-Lobo
http://en.wikipedia.org/wiki/Alfonso_G%C3%B3mez-Lobo
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3. See for example Finnis (2011b). John Finnis, a preeminent authority on 
law and philosophy, has been largely responsible, with his collaborators Germain 
Grisez and Joseph Boyle, for the contemporary renaissance of natural law phi-
losophy. See generally Keown and George (2013). For a lucid, concise overview of 
Finnis’s natural law approach to bioethics, see Fisher (2013).

4. See, for example, Beckwith (2007); Lee (2010); George and Tollefsen 
(2011); Kaczor (2015). For more general books, see Fitzpatrick (1988); Oderberg 
(2000a, 2000b); Watt (2000); Tollefsen (2008); Spitzer (2011); Napier (2011); 
Kaczor (2013).

5. See, for example, King (1963), where he wrote: “To put it in the terms of 
Saint Thomas Aquinas, an unjust law is a human law that is not rooted in eter-
nal and natural law. Any law that uplifts human personality is just. Any law that 
degrades human personality is unjust. All segregation statutes are unjust because 
segregation distorts the soul and damages the personality” (7).

6. United Nations, “The Universal Declaration of Human Rights,” http://
www.un.org/en/documents/udhr/ (1948).

7. The Oath of Hippocrates (460–375 BC) prohibited abortion and physi-
cian-assisted suicide. See National Institutes of Health, “Greek Medicine: The 
Hippocratic Oath,” http://www.nlm.nih.gov/hmd/greek/greek_oath.html. Until 
relatively recently in the history of medicine, abortion was condemned by the 
medical profession as a whole. Physician-assisted suicide still is.

8. It should not be assumed that natural law ethics is only of relevance to the 
West, not least because if the claims of natural law ethics are true, they are valid 
universally. On the compatibility of natural law with Buddhist ethics, see Keown 
(2001). For a Jewish perspective, see Novak (2007).

http://www.un.org/en/documents/udhr/
http://www.un.org/en/documents/udhr/
http://www.nlm.nih.gov/hmd/greek/greek_oath.html
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xvii

INtroduCtIoN

The Oxford English Dictionary defines bioethics as “the discipline deal-
ing with ethical issues relating to the practice of medicine and biology 
or arising from advances in these subjects.”1 In one sense, it is a fairly 
new field that has become prominent due to the remarkable techno-
logical progress of recent decades. New biomedical technologies affect 
life in ways that were hitherto unimaginable. There is, for example, in 
vitro fertilization (IVF), in which a woman’s egg is fertilized by a man’s 
sperm in vitro (“in glass”) in the laboratory. Since the birth of the first 
“test-tube” baby in the United Kingdom in 1978, this technology has led 
to the births of millions of babies worldwide (Frith 2014). It has also 
generated a plethora of bioethical questions.

Millions more embryos created in vitro have never been implanted 
in a woman than have been born.2 Moreover, IVF technology has been 
developed through research involving the destruction of countless hu-
man embryos. Is such research ethical? The practice of IVF to provide 
babies for infertile couples typically involves the discarding of human 
embryos either because they are “spare” (i.e., surplus to requirements) 
or because they are judged “defective” and therefore unsuitable for im-
plantation in a woman. It also involves the storage of many human em-
bryos in freezers until such time as they may, or may not, be wanted 
for some use. Is it ethical to destroy or discard human embryos or to 
keep them in “suspended animation”? And, even if no embryo were 
destroyed, discarded, or frozen, would it be ethical to create human life 
in the laboratory, or would it be objectionable because it would be treat-
ing human procreation like product manufacture? Again, is it ethical 
for a couple to pay another woman to gestate their embryo (surrogate 
motherhood); for rich couples to pay poor women for their eggs; or to 
create a child for A, with an egg donated by B and a sperm donated by C, 
to be gestated by D? Should unborn babies be aborted if disabled, or if 
the continuation of the pregnancy would involve a risk to the mother’s 
life or health, or if they are simply unwanted? Should babies born very 
prematurely be placed in incubators or left to die? Should babies born 
with serious disabilities be given lethal injections? The list of bioethi-
cal questions goes on. Whereas IVF produces embryos by combining a 
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woman’s egg and a man’s sperm in the laboratory, another technologi-
cal development allows embryos to be created in the laboratory without 
even the male sperm—cloning. As the birth of Dolly the sheep dramati-
cally demonstrated in 1996, scientists can now clone mammals.3 The 
technology involves removing the nucleus from a female mammal’s egg 
and replacing it with the nucleus from another cell, such as a skin cell 
(whether taken from another animal or from the female herself), to 
produce a virtually identical copy of the animal that donated the cell 
nucleus. The science of mammalian cloning is still in its infancy, but 
it will surely not be very long before scientists are able to improve and 
perhaps perfect that technology and then turn their attention to the 
cloning of human beings. Would it be ethical to clone human beings? If 
so, in what circumstances? To create a child for a couple where the man 
cannot produce sperm? To replace a beloved child killed in an accident? 
To replicate a revered political leader?

At the other end of life, too, technology has provoked a range of bio-
ethical questions. With the use of artificial ventilators, it is now possible 
to keep people alive even though they cannot breathe on their own. If 
the patient is permanently unconscious, is it ethical to switch the ma-
chine off? Does it make any difference if, before becoming unconscious, 
the patient declared that they would not want to be kept alive in such 
a condition? Or if the patient is pregnant and maintaining ventilation 
for several months would allow the baby to be born and survive? Is a 
patient who is permanently comatose “alive” or “dead”? If a patient on 
a ventilator is conscious but asks for it to be removed because they do 
not want to live connected to a ventilator, is it ethical to remove it even 
though the patient will immediately die? If it is right to remove a venti-
lator from a permanently unconscious patient who cannot breathe on 
their own, is it right to remove tube feeding from such a patient who 
can breathe on their own? Modern medical technology has raised many 
difficult ethical questions at both the beginning and end of life.

On the other hand, human conduct has always had the ability to 
affect life, either positively or negatively; thus, bioethics—albeit by an-
other name—has existed for quite some time. Some of the contempo-
rary questions of bioethics are essentially old questions in a new form. 
For example, people have wondered in the past whether a disabled 
newborn baby should be left to die, or whether the life of a seriously ill 
person should be prolonged at all costs. The technological means to be 
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used, or not used, in such cases may have changed, but the underlying 
moral issues are essentially the same. And are some questions really a 
result of new technology? What is technologically new about feeding an 
unconscious patient through a tube?

There is a narrower field than bioethics—namely, medical ethics. 
From the origins of medicine in ancient Greece, physicians have ex-
plored ethical questions relating to its practice. The product of their re-
flections has been the formulation of an evolving body of ethical norms 
or standards of proper conduct. Those contained in the Hippocratic 
Oath have been doubtless the best known and the most influential on 
subsequent generations. Today many writers continue to address gen-
eral bioethical questions in connection with specific questions of medi-
cal ethics, thus generating the field aptly called “biomedical ethics.” It 
is laudable, of course, to develop an abstract philosophical discipline 
and to have at the same time the practical aim of being of service to 
the practitioners of the medical art. The latter is also one of the aims 
of this book.

It is wise, however, to draw a clear conceptual distinction between 
bioethics and medical ethics. Whereas medical ethics concerns ethical 
questions arising in the context of the doctor–patient relationship, bio-
ethics ranges more widely. For example, those researching on or cloning 
human embryos may well be scientists rather than physicians, and their 
contact with an individual patient may be nonexistent. Since the pri-
mary duty of a doctor is to heal and comfort an individual patient, it is 
hardly surprising that the virtues (i.e., good character traits or disposi-
tions) traditionally associated with the practice of medicine have a lim-
ited role to play in a laboratory engaged in pure biomedical research.4 
Medical ethics rightly focuses on the moral requirements within a par-
ticular profession, whereas bioethics unavoidably deals also with issues 
of a more general nature.

In this book the primary goal is to develop a broad conception of 
bioethics that also seeks to provide a foundation for medical ethics and 
for other practices, professions, and activities that directly affect hu-
man life (at least in the biomedical context). As the book progresses, it 
should become clear that the foundations of bioethics, in turn, are to 
be found in two more basic philosophical disciplines: ethics and ontol-
ogy. Ethics is a normative discipline that attempts to determine at the 
most general level which human actions are morally right and which 
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are wrong. Ontology, on the other hand, is a descriptive discipline that 
seeks to identify what something is, its nature. Ethics considers: “Is it 
right or wrong to treat X in a particular way?” Ontology considers: 
“What is X? A person? A thing? Something else?” Many philosophers 
would hold that before we can decide how we ought to treat X, we 
should first consider who, or what, X is: what kind of being. The moral 
question whether a hunter is right to shoot at something moving in the 
bushes surely depends on whether that something moving is a wart-
hog or his wife. Ontology is particularly important in bioethics because 
many central disagreements are ultimately disagreements about what 
certain organisms are. For example, is the in vitro human embryo a 
person, a thing, or something else? Is a patient in a persistent vegetative 
state (PVS) a person, a vegetable, or something else?

But why “bioethics and the human goods”? One reason this book 
accords human goods such a prominent position is to indicate its con-
trast with one of the most influential books in bioethics today, namely, 
Principles of Biomedical Ethics by Tom Beauchamp and James Childress 
(2013). This is a leading work that is considered canonical in many 
parts of the world. It advocates and expounds a “principlist” approach 
to bioethics. Beauchamp and Childress propose and defend the idea 
that biomedical ethics should be governed by four principles of equal 
importance: respect for autonomy, nonmaleficence, beneficence, and 
justice. However, this approach suffers from a serious underlying prob-
lem. Since nonmaleficence enjoins us not to harm people and benefi-
cence exhorts us to benefit others, any application of these principles 
logically requires a prior conception of “the good” that can provide cri-
teria to determine what is “harmful” and what is “beneficial.” If a person 
does not have a firm grasp of the human good(s), how can she argue 
with any assurance that her contemplated action will harm or benefit 
someone on the receiving end of her action? How can one judge cor-
rect and incorrect claims of beneficence or no-maleficence? In line with 
many writers in the modern liberal tradition, Beauchamp and Childress 
do not provide a theory of the human goods, and this leaves a signifi-
cant gap in the foundation of their approach.5

Many philosophers both ancient and modern are convinced that the 
prior identification of the good or the goods should be the cornerstone 
of ethics because morality, as commonly understood, is a social institu-
tion whose goal is the protection and promotion of things that are good 
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for humans. Aristotle’s strict condemnation of adultery and murder, 
for example, becomes intelligible only if we assume that he considered 
marriage and life to be basic goods that ought always to be protected.6

There is indeed a long tradition in philosophy going back to the an-
cient Greeks that takes a set of human goods as axiomatic and justi-
fies the general moral norms (i.e., standards of proper moral conduct) 
by reference to those goods. A contemporary version of that approach 
to general ethics is provided in Morality and the Human Goods, which 
was written for students, professionals, and other readers who are not 
formally trained in philosophy (Gómez-Lobo 2002). Bioethics and the 
Human Goods takes a similar approach, with the aim that it be fruit-
fully read both by nonspecialized readers and by health care profession-
als who feel confused by the contradictory views that emerge from the 
vast body of contemporary bioethical writings. This book is a reliable 
and self-contained introduction to bioethics that does not abandon the 
main positions of traditional Western ethics under the pressure exerted 
by the demands of modern biotechnology or yield to the challenges 
presented by other philosophical approaches like principlism and utili-
tarianism. The natural law positions should not be invoked dogmati-
cally, of course, and must be defended, by reason, in their own right.

By its very nature this is not a “neutral” book. Its aim is not to present 
all the different positions on the issues without preferring any. Few (if 
any) books on bioethics manage to do this. Indeed, many textbooks and 
anthologies that profess neutrality in fact contain an undisclosed (and 
sometimes perhaps unconscious) bias in their selection of the material 
or in the way in which the different extracts are introduced.7 The ap-
proach here is to explain and defend the natural law ethical position on 
certain issues of life and death. The vast majority of books on bioethics 
present alternative approaches, typically either principlist or utilitar-
ian.8

The natural law perspective on bioethics is, then, a minority view in 
the field of bioethics. However, the key question must be whether it is 
true, not whether the majority of bioethicists subscribe to it. Majorities 
are often wrong. And with the current emphasis in universities on the 
importance of diversity, it is to be hoped that greater attention will be 
given to this minority and widely neglected approach, not least given 
its historical importance in forming Western medical ethics and law. 
Indeed, it is difficult to see how any student could have a proper under-
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standing of the foundations of Western ethics and law without at least 
some appreciation of natural law thought.

Although this book is an introduction to bioethics and its medical 
applications from a natural law perspective, no effort is made to ad-
dress and resolve many of the more complex, difficult dilemmas that 
can arise in medical practice. In such cases the correct (or, as is often 
the case, the least defective) solution is often a function of a host of cir-
cumstances that have to be taken into account by the person or persons 
responsible for the particular decision. The multiple variables that can 
arise in individual cases resist adequate treatment in the setting of an 
introductory book like this. It is also often the case that because of the 
complexity of the circumstances, none of the two (or more) available 
choices may in fact be seriously wrong, or wrong at all. Nor does this 
book seek to identify, let alone explore, all the differences—sometimes 
significant differences—that exist between bioethicists within the natu-
ral law tradition.

What is important is that doctors and others should possess a sure, 
basic grasp of the norms and principles of natural law bioethics in light 
of which cases, including difficult cases, should be approached and de-
cided. The modest goal of this book is to offer a clarification of those 
norms and principles. The analytical framework adopted in this book 
will be the same four principles at the heart of the influential princi-
plist approach to bioethics—nonmaleficence, beneficence, justice, and 
respect for autonomy. These principles will be interpreted and applied 
from a natural law perspective. This is not to suggest that these four 
principles exhaust natural law bioethics; far from it (see Finnis and 
Fisher 1994). But they are of central importance, and it should be help-
ful to the reader, given the widespread popularity of the principlist ap-
proach, to see how those principles are broadly understood and applied 
in natural law bioethics.

No human being manages to live in perfect compliance with the de-
mands of morality. Sometimes people break the moral norms and are 
willing to admit it. But sometimes people search for rationalizations 
that consist in carving out exceptions to, rather than in a wholesale 
rejection of, well-established norms and principles. Most people would 
agree that torture should not be used in police interrogation, but many 
people would be willing to admit an exception in the case of a terror-
ist suspect. Most people would agree that adultery is morally wrong, 



Introduction xxiii

but some people think that a discreet and brief affair (especially if they 
themselves are engaging in one) is acceptable. The same line of thought 
is often evident in relation to contemporary bioethical issues: certain 
traditional principles are respected but with a tendency to admit excep-
tions. Most people would agree that physicians should not kill their 
patients, but many people think that in certain particular circumstances 
physicians should carry out “euthanasia” and administer a lethal injec-
tion to end suffering, at least if the patient has requested it. Most people 
agree that infanticide is wrong, but some people argue that in certain 
cases killing an infant is permissible, such as when a child has been born 
missing much of its brain and has only days to live, and when its vital 
organs, if taken now, could save the lives of other infants.

Such exceptions are often partly justified by emphasizing a factor not 
mentioned by the general norm such as, in the case of euthanasia, the 
presence of excruciating pain and, in the case of the killing of seriously 
disabled newborns, the need for organs for transplantation. It is also 
partly achieved by weakening the principle or norm itself. If the ratio-
nale for a moral rule is obscured or not fully understood, then it is only 
natural to think that absolute fidelity to a certain moral norm is merely 
“rule worship,” that is, a determination to uphold the rule simply for 
the rule’s sake. The admission of exceptions, even multiple exceptions, 
will then seem apposite.

Careful reflection both on the external factors invoked to justify ex-
ceptions and on the force of the norm can, however, show them to be 
linked to some good or evil. It is on those links that this book hopes 
to shed some light and thereby help to answer the difficult question of 
whether the common tendency to admit exceptions is ethical progress 
or, rather, ethical regress.

Let us now turn to a particular kind of action that has over the last 
thirty years, particularly the last fifteen years or so, been the subject of 
intense bioethical dispute—research on human embryos in vitro. We 
shall consider whether such research is morally justified or unjustified 
and, if justified, whether justified by a rule or as an exception to a rule.

Notes

1. Although the issues considered in this book largely arise in the context 
of the doctor–patient relationship, bioethics is not so limited. It extends, for ex-
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ample, to the question of justice in the allocation of health care resources. For 
an examination of this from a natural law perspective, see Fisher and Gormally 
(2001). Some bioethicists understand bioethics as extending to our treatment 
of the environment (at least insofar as it impacts life and health). See, for exam-
ple, Madison Powers, “FEW Resources.org,” http://www.fewresources.org/about 
-this-site.html. Oxford English Dictionary, 3rd ed., November 2010.

2. For official statistics from the United Kingdom, see Hough (2012).
3. Roslin Institute, “A Life of Dolly,” http://www.roslin.ed.ac.uk/public-in 

terest/dolly-the-sheep/a-life-of-dolly/. See also President’s Council on Bioethics 
(2002), chap. 4.

4. On virtue ethics in medicine, see Pellegrino and Thomasma (1993).
5. For a useful introduction to the principlist approach, see Gillon (1986). 

For an extensive treatment by advocates and critics, see Gillon (1994).
6. Aristotle Nicomachean Ethics II.6. 1107a 11–15. doi:10.4159/DLCL.aristo 

tle-nicomachean_ethics.1926.
7. One good example is a leading text in the United Kingdom on medical 

law and ethics: Kennedy and Grubb (1994). For a critical review of the book’s 
bioethical selectivity, see Keown (1995). It is not surprising, given the influence of 
such books, that natural law ethics is misunderstood by many, including eminent 
lawyers and judges. See generally Keown (2012).

8. In addition to Beauchamp and Childress (2013), see, for example, Glover 
(1991); McMahan (2002); and Singer (2011).

http://www.fewresources.org/about-this-site.html
http://www.fewresources.org/about-this-site.html
http://www.roslin.ed.ac.uk/public-interest/dolly-the-sheep/a-life-of-dolly/
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Chapter 1

BIoethICAL thINkINg

Stella, a research scientist, arrives at work early in the morning and 
changes into her white lab coat. She opens the freezer and removes a 
container. Inside the container are six human embryos that have been 
shipped from a fertility clinic the day before. They are so-called spare 
embryos, left over from fertility treatment at the clinic. Fred and San-
dra, who had been trying without success for two years to have a baby 
through sexual intercourse, had gone to the clinic to seek help, and the 
clinic had recommended in vitro fertilization (IVF). Ten embryos were 
created by mixing Sandra’s eggs with Fred’s sperm. All ten were exam-
ined under a microscope. Two were judged defective and left to one side 
to die. The other eight were judged to be of adequate quality, and two 
of those embryos were implanted into Sandra’s womb. Fred and Sandra 
asked for the remaining six, the “spares,” to be donated for scientific 
research, as they were “surplus to requirements.”

Stella is engaged in a research project into embryonic stem cell re-
search. These cells are special: they have the power to differentiate into 
other types of cells, such as skin cells and liver cells. Stem cells can be 
found in early embryos and in adult human beings.1 But Stella’s re-
search involves stem cells taken from embryos, not adults. Stella hopes 
that by studying embryonic stem cells, she, together with other scien-
tists involved in such research, will eventually be able to help doctors 
use them to treat patients who suffer from diseases like diabetes or can-
cer or Alzheimer’s. But the research inevitably involves the destruction 
of the human embryos. Should Stella, as part of her research project, 
proceed to disaggregate the embryos in order to extract their stem cells 
even though this will destroy the embryos? Some will reply that she 
should proceed because what she is about to do is morally permissible. 
Others, however, will answer that it is seriously immoral. How can one 
decide with some degree of confidence which of these two answers is 
correct? We need first to analyze the action itself and then assess it from 
a moral point of view.
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The analysis of the action can be said to be an exercise in—or ap-
plication of—what philosophers call the “theory of action” or “action 
theory.” This is a descriptive discipline that attempts to make an action 
intelligible by identifying the person who is acting (the agent), the point 
of the action, the intention of the agent, and the circumstances in which 
it is performed (Gómez-Lobo 2002, chap. 5). If we do not know who 
performs a certain action or what exactly it consists in, we may very 
well fail to understand it. Likewise, knowing what the agent intends and 
when and where the action is performed may also be crucial in reaching 
a correct understanding of what, precisely, is being done.

These inquiries (Who? What? Why? In what circumstances?) do not 
tell us that an action is right, acceptable, or permissible; that it is desir-
able; or that it is good that it be performed. In action theory we do 
not pass judgment, and we do not assign blame or praise. We dissect a 
whole and divide it into its constituent elements in order to understand 
it. It is simply an attempt to grasp what is or has been done. Action the-
ory certainly involves more abstract ingredients because it presupposes 
some general understanding of what it is to be an agent (and not just 
someone advising an agent or following orders from an agent); of what 
constitutes in general the core of an action (as opposed to its peripheral 
elements); and, above all, of what it means for an agent to intend and 
not merely to foresee the consequences of his or her action.

In bioethics it may not be necessary to explore the abstract ingre-
dients of action theory so long as we can successfully accomplish what 
is needed at the more particular level. In the example at hand we un-
derstand that the agent, Stella, is the researcher (and not one of the lab 
assistants or lab cleaners); that the action is the dismantling of human 
embryos; that the agent intends to extract embryonic stem cells with 
the further goal of making progress in biomedical research (and not 
for frivolous reasons), and that she is in the appropriate setting for do-
ing the work (she is not engaged in rogue experiments in her garage 
without institutional approval). None of these observations settle the 
bioethical question. Indeed, we may ask: What is the bioethical question 
in the first place? Insofar as it is an ethical question it is twofold: it is a 
question about an action, and it is a question about an agent.

Ethical questions about the agent who performs an action are ques-
tions of responsibility, of blame or praise. A judgment about an agent’s 
blameworthiness depends on various factors, including what the agent 
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knew, what she intended (in the ordinary sense of what her aim or pur-
pose was), and what she chose to do. Everyone should act according 
to his or her conscience. This is not to say that because a judgment is 
made conscientiously it is therefore morally right. Slave owners may 
have conscientiously thought they were right to own slaves. Nazis may 
have conscientiously thought they were right to gas Jews. We can still 
judge that, whether or not the agent was personally blameworthy, her 
action was wrong. Moreover, an agent may be blameworthy in the way 
she arrives at her conscientious judgment; for example, she may have 
overlooked matters she should have taken into account. Many consci-
entious judgments are carelessly made.

How does one judge an action from a moral point of view? The 
moral point of view is not the only alternative. We often judge actions 
(our own and those of others) from a prudential point of view. The 
prudential point of view is adopted when the primary consideration is 
the benefit or the interests of the agent. When one parks one’s car, it is 
imprudent to leave valuables in view. When it is icy underfoot, it is im-
prudent to wear slippery soles. If Stella, the researcher in our example, 
is working with funds from a grant awarded specifically to research on 
embryonic stem cells, it might be imprudent for her to refuse to disag-
gregate the embryos. Her grant may be withdrawn and she may even 
lose her job. Whether an action is or is not morally correct clearly does 
not depend on prudential considerations.2 If a person says, “This is cor-
rect because it is in my best interests,” she would be giving a justifica-
tion that few if any would accept. In deciding moral permissibility, the 
primary criterion is clearly not simply benefit to the agent.

Some philosophers have held that moral permissibility is strictly a 
function of the features of the particular case. Taken to the extreme, 
this view entails the claim that one can “see” that this concrete action 
was right and that the other one was wrong. Sometimes the technical 
term “casuistry” is used to describe a method in ethics that starts in this 
manner from “considered opinions” about particular kinds of action, 
real or imagined, and then makes similar opinions about larger classes 
of action. This is a “bottom-up” or inductive conception of morality. A 
person directly observing Stella may instantly reach the conviction that 
she is doing nothing wrong. She is just extracting stem cells. If other 
researchers do the same thing, so the thinking goes, they also would not 
be doing anything wrong. The end step in this inductive way of ethical 
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reasoning would be to make a general claim about actions of this sort: 
extracting stem cells from human embryos is ethical.

However, this approach to moral reasoning is flawed. The method 
relies heavily on an analogy with a method of scientific thinking that 
starts from direct observation. Multiple observations of particular in-
stances of a phenomenon may lead to a reliable generalization, and this 
is possible because sensible properties are perceptible and for the most 
part measurable, either directly or by means of instruments. Moral 
properties, on the other hand, are neither perceptible nor measurable. 
If X claims that a particular action is “wrong,” X cannot justify that 
claim by appeal to something X perceives, in the way that X could do 
if X claimed that something was “hot.” The terms “hot” and “wrong” 
stand for very different sorts of property. X can justifiably claim that a 
given object is hot because that is how it affects X’s touch or registers a 
temperature on a thermometer. But X cannot justifiably claim that an 
action is wrong because X feels it is wrong or can somehow measure its 
wrongness. There is no such thing as a moral thermometer. Slave own-
ers felt it was right to own slaves. Nazis felt it was right to gas Jews. Did 
those feelings make their actions right?

Sometimes observation or consideration of a particular action may 
be followed by reflection, and the conviction that it was right or wrong 
may be reached after some time has elapsed. This is what we usually call 
“a considered opinion.” Although it may seem that a considered opin-
ion has been drawn exclusively from the particulars of the case, in fact 
a more general ingredient is necessarily involved, for by its very struc-
ture a considered opinion is a judgment. To judge, for example, that a 
particular defendant is guilty of a crime is to hold that on a specified 
occasion he broke the law, and the law is a set of general rules.

A swift moral judgment may be passed with little or no reflection 
on the fact that one is subsuming or bringing a case under a rule. In 
fact, it often happens that the pertinent rule, such as the wrongness of 
rape, has been internalized long ago through education or because of 
the prevalence of that rule in the culture, and this contributes to the 
mistaken impression that the morality of what was done can be “read 
off” the particulars of the action itself. The fact that judgment may be 
swift and involve little reflection does not mean there was no judgment 
at all and that there was merely moral “feeling” or “intuition.”

A good reason to deny that we have such direct intuitions and in-
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sights comes from the fact that in our exchanges in real life we demand 
that allegedly intuitive claims be justified. If X says that it seems to him 
intuitively correct for Dr. M to treat patient P without consent, you 
can always ask “Why?” X will probably say, for example, that P has the 
Ebola virus and treatment is justified to prevent its spread to the com-
munity. If X provides some such justification for his intuition, he has 
gone beyond the particular case. X has made explicit the rule under 
which tacitly, and even perhaps unconsciously, he subsumed or brought 
the case. Not to do so would be to misunderstand how we use the terms 
“right” and “wrong” when we talk to each other. Both terms demand 
reasoned justification from a general perspective, not just personal feel-
ings or intuitions. It may of course be that our judgments confirm our 
intuitions, but they may not. In any event, our moral judgments should 
rest on reason, not feeling.

If the appeal to rules is built into our moral language, then the next 
step in our ethical reflection about Stella’s research must be to face the 
following question: Is there a rule or norm that prohibits or allows the 
dismantling of human embryos? The question is ambiguous. In one 
sense it asks whether there are accepted moral norms of what philoso-
phers have sometimes called positive morality that bear on this issue. 
Moral norms do not exist in the same way in which horses exist and 
centaurs do not exist—that is, as objects in space and time. Norms ex-
ist only as rules for action that are thought about, whether with ac-
ceptance or rejection, by a particular human community. If we take a 
narrow view of community and ask whether the natives of a remote 
area in the Amazon basin have a norm about the proper treatment of 
human embryos, we embark on a futile inquiry because they have not 
achieved the technological level that makes the action under scrutiny 
feasible. Surely, if an action is not feasible for the members of a human 
group, they will have no reason to formulate a general rule to govern it. 
If we take a broader notion of community, such as to embrace, say, all 
countries that possess a level of scientific development that allows them 
to fertilize human eggs in vitro, we are likely to find conflicting norms 
of positive morality: some countries pass laws banning human embryo 
research, others pass laws funding it.

Are there, in contrast to norms of positive morality, norms of criti-
cal morality—that is, norms that are true regardless of whether any 
community or, indeed, anyone at all accepts them? Historically, many 
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philosophers have taken the view that there is, indeed, a morality that 
transcends particular cultural communities, a “common morality” con-
sisting of a set of general moral norms that are truths about fully reason-
able action. These truths of morality exist, rather like truths of logic or 
scientific method or history exist, as awaiting discovery and acceptance 
as guides to right thinking, to right conscientious judgment and fully 
reasonable choices of action. These moral norms have been accepted, 
even if only in varying and distorted forms, by human communities 
supranationally through the ages, but their truth no more depends on 
their being accepted than do the truths of logic, science, or history. In 
earlier times this morality that we experience as common was called 
the “natural law” in contrast to “civil law.”3 Civil laws, like the law in 
Indiana prohibiting theft, or the law in the United Kingdom against 
driving over seventy miles per hour, are created in a particular jurisdic-
tion at a particular time. The natural law, by contrast, concerns moral 
truths. (So, natural “law” is a potentially misleading term: it would be 
more helpful if it were called natural “ethics,” but the label is now prob-
ably too established to change.) Both common morality and the natu-
ral law are conceived as normative and universally binding (even when 
not universally accepted) so that no practice within a group or country 
or culture can claim to be justified only because it is a practice of the 
group or the culture. For example, a country that claims that female 
genital mutilation is acceptable because it is part of its national tradi-
tion should surely be condemned from the perspective of the common 
or universal morality.4

But of what does the common or universal morality consist? A stan-
dard reply consists in giving a list of norms such as “Do not lie,” “Do not 
steal,” “Do not kill,” “Do not neglect the young and dependent,” “Do not 
commit adultery,” and so on. The lists, both traditional and recent, will 
vary somewhat, but no list will include a norm dealing with stem cell 
extraction from human embryos. This is a new practice in which very 
few individuals will engage and, hence, cannot be expected to have been 
the subject matter of historic reflection within any community. One ap-
proach would be to formulate a new rule allowing embryo destruction 
and then to bring it under a general moral principle that bids us to do 
good: the principle of beneficence. Since embryo research aims at the 
healing of the sick and the elimination of suffering, it would be justifi-
able. A contrasting approach would be to hold that the destruction of 
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human embryos falls under the widely accepted norm that forbids the 
intentional killing of innocent human beings, a norm that could be 
brought under the principle that requires us to do no harm: the prin-
ciple of nonmaleficence.

These approaches suggest that the norms of common morality can 
be (perhaps always ought to be) justified from the perspective of princi-
ples such as the principle of beneficence and nonmaleficence. But since 
both of these approaches ascend to principles that seem to be equally 
compelling, how can one decide, in the case of research that destroys 
human embryos, which approach to embrace and which to reject? This 
leads us to an examination of first moral principles.

Notes

1. For an explanation of stem cells, their methods of procurement, and their 
potential uses, see President’s Council on Bioethics (2002), chap. 4. See also Presi-
dent’s Council “New Developments in Stem Cell Research,” President’s Council 
on Bioethics, https://bioethicsarchive.georgetown.edu/pcbe/topics/stemcells_in 
dex.html.

2. “Failure in vigilance, commitment, inclusiveness, or detachment is not im-
moral. It is simply foolish in the overall enterprise of living one’s life…. A human 
action ceases to be only imprudent and becomes also immoral when a specifiable 
instance of a human good is seriously affected (i.e., when there is harm involved). 
This can happen through negligent failure to act; a positive, intentional action; or, 
more generally, unequal treatment.” Gómez-Lobo (2002, 43–44; emphasis origi-
nal).

3. Aquinas, S. Th. I-II. qq. 94–95; For acceptance of the idea of a “common 
morality” by two leading contemporary bioethicists see Beauchamp and Chil-
dress (2013, 410–29).

4. “Female genital mutilation (FGM) includes procedures that intentionally 
alter or cause injury to the female genital organs for non-medical reasons.” World 
Health Organization (2014).

https://bioethicsarchive.georgetown.edu/pcbe/topics/stemcells_index.html
https://bioethicsarchive.georgetown.edu/pcbe/topics/stemcells_index.html
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Chapter 2

PrINCIPLes

Human conduct (whether an action or an omission to act) can be jus-
tified by appeal to a norm or rule, and a norm or rule can be justified 
by appeal to a principle. Principles differ from norms and rules in that 
they are more general guides to conduct. “Do good to others” is a moral 
principle, but we need norms and rules to help us apply that principle, 
such as the norm that parents ought to educate their children by send-
ing them to school or by home schooling them. “Do not harm others” 
is a moral principle, but again we need norms and rules to help us apply 
it, such as the norm that forbids rape.

How can a principle be justified? Strictly speaking, it cannot, oth-
erwise it would not be a “starting point,” which is what “principle” (in 
Latin, principium, in Greek, arché) means. In other words, in bioethics 
as in other modes of thought, the process of justification cannot be one 
of infinite regression. We have to accept one or more starting points at 
face value (although not blindly).

Hippocratic medicine has for centuries accepted as self-evident the 
injunction “Do no harm” (even though, contrary to popular belief, the 
phrase does not appear in the Hippocratic Oath itself). Likewise, people 
everywhere have always admitted the imperative “Do good.” This is not 
surprising because “good” (and its equivalent in other languages) means 
“worth doing or having” or “desirable” (not in the sense of what can be 
desired but of what it would make sense to desire). That we ought to do 
what is good for people and abstain from doing what is bad for them 
is built into our language and therefore into the way we understand 
the world and ourselves. Beneficence (one should benefit people) and 
nonmaleficence (one should not harm people) are thus foundational 
ethical principles of our common morality that do not require further 
justification. How should these principles be understood? Is there a way 
of establishing an order of precedence between them? Are there other 
principles on a par with them?

The natural law tradition of morality starts from a twofold principle 
that is sometimes confused with the principles of beneficence and of 
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nonmaleficence. The classical formulation of the starting point of natu-
ral law ethics is that “good is to be done and pursued, and evil is to be 
avoided” (Aquinas, Summa theologiae I-II q. 94 art. 2). Strictly speaking, 
this is a premoral principle that covers all human action, including the 
kinds of action we would judge solely from a prudential point of view. 
To fail to pursue some good or to fail to avoid something bad may be 
imprudent (irrational, foolish) without being immoral. If, however, an 
agent is seriously negligent with regard to some good so that harm en-
sues, or if something harmful is deliberately done to someone, then the 
action is also in violation of beneficence and nonmaleficence and is im-
moral. The principle that allows us to pass both prudential and moral 
judgments has been called “the first principle of practical rationality.” 
Breaches of this first principle that involve breaches of beneficence or 
nonmaleficence involve not merely imprudence but immorality (Gó-
mez-Lobo 2002, 43–44).

Let us start with the principle of nonmaleficence. In its standard for-
mulation (“Do no harm”) this principle consists of a strong injunction 
not to intentionally engage in conduct that produces “harm.” Note that 
“avoid harming” is not an equivalent formulation of the moral prin-
ciple of nonmaleficence because “avoid harming” suggests a general 
policy that one may abandon in particular instances. “Avoid helping 
patients to commit suicide” does not necessarily exclude the rider “but 
in exceptional cases it may be alright for you to do it.” “Do no harm,” 
however, seems to be an exceptionless command. It might be objected 
that sometimes physicians are required to amputate limbs or admin-
ister drugs that can cause patients discomfort, such as chemotherapy, 
which causes nausea and hair loss. Is this because it is sometimes legiti-
mate to make an exception and to intentionally harm a patient, or is it 
because such actions are permissible because the patient is not being 
intentionally harmed?

The key notion here, of course, is that of “harm.” Some writers define 
harm by reference to interests. Harm is “thwarting, defeating, or set-
ting back some party’s interests” (Beauchamp and Childress 2013, 153). 
However, apart from the opacity of this definitional attempt, it carries 
with it the ambiguity of the term “interests.” On the one hand, some-
thing can be in my interest whether I am aware of it or not, but on the 
other, I cannot take an interest in something without being aware of it. 
This latter meaning of the term leads some to claim that people without 
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“the capacity for interests”—that is, those who lack awareness—cannot 
be harmed or wronged (Glannon 2005, 78). But whether harm requires 
awareness on the part of the subject is a substantial issue that should 
not be settled by invoking a notoriously ambiguous term like “inter-
ests.” An adequate definition of “harm” must not depend on whether or 
not there is a drive toward a goal that would be thwarted by the harm-
ful intervention. Stealing jewels from a woman who never wears them 
may not thwart any of her desires, but the theft surely inflicts financial 
harm. Raping a woman who is unconscious, whether temporarily or 
permanently, surely harms and wrongs her.

In natural law thinking, to harm someone is to deprive that person 
of a good. The greater the importance of the good, the greater the mag-
nitude of the harm inflicted. Harm, which can be caused intention-
ally or unintentionally, constitutes an objective condition of which the 
person harmed may or may not be aware. It is perfectly possible for a 
patient to suffer harm while in a coma (if a wound is inflicted or if the 
patient is raped) or before full consciousness is achieved (if an unborn 
child is presently harmed by the mother’s addiction to crack cocaine). It 
is also possible, on the other hand, to suffer pain without being harmed. 
If a physician in the course of a prescribed treatment causes pain, we do 
not judge that she is harming the patient. The pain may be caused, for 
example, by an injection in the leg that does not entail the loss of the 
function of the leg (and that may indeed save the function of the leg). 
Having a functioning limb is good for any person. But even if a surgeon 
amputates a gangrenous leg, she should not be accused of inflicting 
harm on the patient. The deprivation in this case is part of a broader 
concern for the whole body. The action is performed in pursuit of the 
good of the overall health of the patient. If the life and health of the 
patient can only be saved by amputation of a suppurating, gangrenous 
leg, amputation is not a harm. It is a benefit, indeed a vital benefit.

Moreover, the principle of nonmaleficence is respected in our ex-
amples of injection and of amputation not only because there is no 
deprivation of a good but also because there is no intention on the part 
of the physician to deprive the patient of a good. Natural law thinkers 
use the word “intention” in its ordinary sense of “aim” or “purpose.” 
To intend a goal entails aiming to bring about an effect (in this case, a 
harm) and a decision to bring the effect about by effective means. Nei-
ther of these two conditions is met in our two examples.
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There are cases in which a physician may produce harm unintention-
ally, if, for example, during the course of a complex surgical procedure, 
a blood vessel is punctured or a nerve severed. The unintended harm 
may or may not be due to negligence, but both alternatives—namely, 
negligent and nonnegligent conduct (and whether involving an action 
or an omission)—are better understood as a failure in the protection of 
a good rather than as the infliction of harm. The same holds true for ac-
tions that involve risks of harm. All such cases of unintended harm are 
to be understood primarily as violations of beneficence, for violations 
of nonmaleficence, in the strict sense, require intentionally depriving 
someone of a good.

Let us now return to the lab and the question we posed at the start of 
the previous chapter, whether it is ethical for Stella to disaggregate the 
six human embryos in vitro. We now have a better view of the moral 
conflict involved. One side (position A) argues that by not proceed-
ing with the extraction of the stem cells, Stella is violating the moral 
principle of beneficence. Although it may not be her intention, she is 
depriving future patients of the good of health since their health could 
(let us assume) be restored by treatments derived from embryonic stem 
cell research. The other side (position B) holds that by destroying the 
human embryos, Stella is in violation of the moral principle of nonma-
leficence because she is intentionally depriving those embryos of the 
good of life. Since life is a basic good (and one that plays a foundational 
role without which we cannot enjoy any other good), it follows that 
deliberately destroying the embryos amounts to inflicting the most se-
rious form of harm possible.

Although we have not yet managed to resolve the initial question 
about the morality of embryo destruction, we have made some prog-
ress on two fronts. On the one hand, we have a better view of how the 
opposing views should be articulated. Each invokes a different moral 
principle to justify its conclusion. So we seem to be facing not simply a 
dispute about a particular case but apparently a conflict between gen-
eral moral principles. On the other hand, our discussion of the first 
moral principles has naturally led us to identify certain basic goods by 
reference to which beneficence and nonmaleficence make sense and ac-
quire their rationale. The foundational goods we have noticed so far 
are health and life. The deprivations that constitute the corresponding 
forms of harm are illness and death.
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Life (in its most basic biological sense) and health (in all its functional 
complexity) are certainly not the only “basic” human goods—goods, 
that is, that are ends in themselves and not merely instrumentally good, 
as means to another good. Having family and friends, being knowledge-
able, and appreciating art and beauty are also basic goods that make for 
a truly flourishing human life. (And basic goods are self-evidently good 
for us. If someone argued that death, disease, loneliness, ignorance, phi-
listinism, etc., were good for us, or asked for reasons why health, friend-
ship, knowledge, etc., were good, we might reasonably begin to wonder 
whether they had parted company with reality.) All the basic goods are 
equally basic: there is in this respect no hierarchy among them. But in 
the context of bioethics, life and health are the key, relevant basic goods. 
Life and health are not only good in themselves, they are good instru-
mentally as well, enabling us to participate in the other goods.

If we all agree in principle that it is rational and morally obligatory 
to pursue health and to preserve human life, why is there such disagree-
ment surrounding the ethics of research on human embryos?

Note

The discussion in this book of the natural law understanding of the principles 
of nonmaleficence, beneficence, and justice should be read in the light of the dis-
cussion of the guidelines of “respect,” “care,” and “impartiality” in Gómez-Lobo 
(2002), chap. 4.
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Chapter 3

the ethICAL dIvIde

There are several reasons why disputes in bioethics, such as the dispute 
about research on human embryos, can be so difficult to resolve. Promi-
nent among them is the lack of agreement on certain basic philosophi-
cal matters such as the interpretation of the moral principles and the 
so-called moral status of human beings of a certain age and condition. 
The former are issues in ethics, the latter in ontology.

One of the main disagreements in ethics today concerns the focus of 
the moral judgment. When we bring an action under a norm or directly 
under a principle in order to assess its morality, should we concentrate 
on the action’s consequences, or should we consider primarily the ac-
tion itself?

The doctrine that the morality of an action should be decided exclu-
sively by reference to its consequences is aptly called consequentialism. 
Together with hedonism (the claim that pleasure is the one intrinsic 
good) and majoritism (the claim that the morally right action is the 
one that aims at the greatest good of the greatest number), consequen-
tialism is one of the defining characteristics of classical utilitarianism, 
a moral theory commonly invoked today in bioethics.1 At its core is 
the notion that the right course of action is that which produces the 
greatest good for the greatest number, “good” often being conceived in 
terms of pleasure. The master principle for the utilitarian is to produce 
the greatest pleasure for the greatest number.2 The standard utilitarian 
argument in favor of embryonic stem cell research, reflected in what we 
called position A, interprets the principle of beneficence in consequen-
tialist terms and justifies embryo research by appeal to the expectation 
that many people will be cured of a range of illnesses. The state of af-
fairs thus achieved would be one in which pain has been minimized and 
pleasure maximized.

Other philosophers, however, are nonconsequentialists. They reject 
the claim that the morality of an action should be decided on the basis 
of consequences and consequences alone. A plausible objection to con-
sequentialism may be introduced along the following lines. Imagine a 
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car accident in which the driver, Stan, is severely injured but has a very 
good chance of survival. A team of paramedics arrives on the scene. 
They consider the overall ethical situation, including the acute shortage 
in their hospital of organs for transplantation. They decide against pro-
viding emergency treatment to Stan so that he will die and his organs 
used to save lives of patients in their hospital. Denied the emergency 
treatment he needs, Stan duly dies and his organs are later successfully 
transplanted into five seriously ill patients who would otherwise have 
died.

In judging the paramedics’ omission to save Stan, it seems clear that 
they did not violate the principle of nonmaleficence. They did not cause 
the accident, nor did they intentionally worsen Stan’s condition. Their 
action seemed to follow the principle of beneficence, at least under the 
strict consequentialist interpretation, for they aimed at maximizing the 
overall good, the greatest good for the greatest number. One life was 
lost, but five were saved. And yet any reasonable observer will surely 
grant that the paramedics acted wrongly.

Under what principle can we justify the conclusion that they acted 
wrongly? The omission was a failure to care for the victim and, as such, 
a failure in beneficence. But why should one care for only one individ-
ual instead of caring for a larger number? Shouldn’t one be guided by 
the anticipated benefit for the majority? The correct reply will require 
us to mention a novel element: the omission that led to the death of the 
victim not only resulted in harm (Stan lost the good of life), but Stan 
was also wronged. It was unfair to him to omit due treatment in order 
to use his organs for others. We could even say that Stan had a right to 
be treated as victims of car accidents ought to be treated, that is, with 
a view to their own welfare and not primarily to the welfare of others.

To claim that someone was wronged, that he or she had a right, and 
that there was unequal and unfair treatment is to introduce the concept 
of justice into the debate. Although we are used to making claims of 
justice and fairness in different contexts of our lives, it is notoriously 
difficult to formulate a general notion of justice and to specify the crite-
ria that determine just actions and fair distributions. Since our present 
purpose is to object to the consequentialist interpretation of the first 
moral principles, it is sufficient at this point to rely on our ordinary 
conviction that certain things are due or owed to certain persons, and 
that what is due or owed should not be omitted or withheld simply 
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because there is an alternative that promises to bring about better over-
all results. Indeed, the principle of justice, in its broadest formulation, 
commands that every agent should give others what is due or owed to 
them, without further qualification. This is not to say, for example, that 
accident victims have a right to whatever treatment could help them. 
Resources are not unlimited, and doctors often face difficult moral de-
cisions about how best to allocate scarce resources. But our example 
did not concern such a case. The paramedics had the resources to save 
Stan: they simply chose not to use them. Our example concerned the 
unjust deprivation of a patient’s own vital organs in order to help other 
patients.

Many other similar examples of unjust treatment of an individual 
in order to maximize overall good could be given, and can be found in 
the ethical literature. If a town’s police chief lynches an innocent black 
person in order to pacify racist rioters, has he acted ethically because 
the rioters would otherwise have burned the town to the ground and 
there was no other way to stop them? If hospital orderlies rape a patient 
who is and will remain unaware of the rape, such as a patient in a per-
manent coma, have they acted ethically because it gives them pleasure 
and causes her no discomfort? If a doctor researches on a competent 
patient without her consent—or even against her wishes—while she is 
temporarily unconscious, has the doctor acted ethically if the research 
makes an important advance in medical science? If a doctor cuts off a 
Somalian woman’s clitoris, has the doctor acted ethically if the woman 
freely requested it because it is standard practice in her culture?

Anyone who admits that there are binding requirements of justice, 
and that certain acts (and omissions) are inherently unjust, will have 
to abandon the consequentialist interpretation of beneficence. Conse-
quences are, to be sure, an important aspect of ethical judgment. It is 
prudent and right, for example, to use medical resources responsibly, to 
maximize the benefit they can produce. It is wasteful and wrong to use 
them irresponsibly, to save five lives when they could without unfair-
ness have saved ten. But it is not always the case that the morality of 
an action is determined exclusively by its consequences. If the action 
itself is unjust, it would be morally wrong to perform it even if it were 
conducive to the greatest pleasure or happiness of the greatest number 
(whatever that means and however it is to be calculated, assuming it 
could be calculated at all).
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Within the consequentialist camp, however, some utilitarians have 
introduced the distinction between “act” and “rule” utilitarianism in 
order to avoid the unpalatable approval of an obvious injustice. Ac-
cording to act utilitarianism, an action should be judged by reference 
to its expected consequences. According to rule utilitarianism, an action 
should be judged by reference to a rule that in turn should be judged 
by reference to the consequences of general compliance with the rule. 
Upholders of this second alternative can hold that, generally, decisions 
to provide due care to the victim of an accident bring about better so-
cial results than decisions based on the particular calculations in any 
individual case. However, in order to remain in the consequentialist 
camp, they must take the rule as merely provisional, as a rule of thumb, 
that may (or should) be violated when the evidence of maximization of 
benefit is particularly strong.

To those in the nonconsequentialist camp, such as natural law ethi-
cists, treating others justly is not a matter of maximizing pleasure or 
happiness. Indeed, treating others justly sometimes requires choosing 
against huge anticipated benefits. There are some things (like rape or 
torture or the intentional killing of the innocent) that should never be 
done, however much pleasure or happiness for the majority they would 
produce.

The criticism of consequentialism hitherto has focused on one of its 
key defects: its injunction that we endorse whatever will maximize over-
all pleasure (or other such “utile” supposed to be maximizable). That is 
indeed a serious defect. But it is by no means its only defect. We should 
mention, if only in passing, a number of others. First, there is the prac-
tical difficulty of predicting consequences, especially in the medium 
to long-term future. Even meteorologists, aided by the latest satellite 
technology, regularly fail accurately to predict tomorrow’s weather. It is 
often much more difficult to predict the consequences of human con-
duct (including the reactions of other people, and the effects of one’s 
conduct upon oneself). Second, there is the difficulty of “weighing” the 
consequences to determine the overall good. For example, which will 
produce the greatest pleasure for the greatest number: giving money to 
subsidize concerts at Carnegie Hall, or to build a hospice in Harlem, or 
to endow a Chair at Oxford University, or to subsidize “happy hours” in 
Boston bars? Finally, is “pleasure” (or other such “utile” considered sim-
ilarly quantifiable) really the ultimate or sole intrinsic good to which we 
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should direct our efforts? Might some people not derive great pleasure 
from things any reasonable observer knows to be wrong (such as rape)?3

What characterizes, then, a nonconsequentialist interpretation of 
beneficence in the natural law tradition? First, it would be seriously 
wrong to think that whereas consequentialism attaches importance 
to consequences, natural law does not. Nothing could be further from 
the truth. It is obviously irresponsible to overlook the consequences of 
one’s proposed acts or omissions. Consequences matter. Take Brad. He 
is an abusive parent who repeatedly beats his child, Zak, with a baseball 
bat. Brad brings about a terrible consequence: the infliction of serious 
physical and emotional harm on Zak. Conversely, Kelly is a responsible 
parent who ensures that her daughter, Mary, is loved and well cared 
for. Kelly brings about a very good consequence: a child who is physi-
cally and emotionally healthy. So natural law ethics takes very seriously 
indeed the consequences of conduct and whether conduct promotes or 
impedes human flourishing or participation in the basic goods. What 
natural law theory rejects is the claim that the moral evaluation of our 
conduct should be based solely on its expected consequences. On the 
natural law view, the focus is on how the goods protected by morality 
fare both in the consequences and in the action itself. In short, it is a 
both/and, not an either/or, approach to morality.

In our earlier example of the car accident, regard for the well-being 
of Stan, as required by the nonconsequentialist, natural law interpreta-
tion of beneficence, coincides with justice. In fact, the normative prin-
ciple of justice that requires us to give each person his or her due is a 
specific application of the general principle of beneficence. It adds to 
the general requirement of care for the good of others (and for our own 
good) the further precision that in a subset of cases care for the good 
is due or owed. We are not forced to choose between what is good and 
what is just: they go hand in hand.

The nonconsequentialist approach avoids the conflict between the 
principle of beneficence and the principle of justice because it does not 
posit a future state of affairs called “social utility,” characterized as the 
greatest pleasure or happiness for the greatest number. In contrast with 
that approach, care for the collective good has been traditionally formu-
lated by natural law ethics in terms of “the common good.” This good 
encompasses all of the conditions that allow members of the human 
community successfully to engage in the pursuit of their own goods, 
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their own flourishing. Viewed in this comprehensive way, the common 
good does not exclude but rather includes respect for justice, for unfair 
dealings are a major obstacle to people seeking their own flourishing. 
Violating Stan’s rights, the right to be stabilized and taken to hospital, 
violates the common good in spite of the utilitarian benefit rendered to 
the five recipients of his organs. In short, the common good includes 
and respects individual rights and holds that individuals should not 
be treated unjustly, even if unjust treatment would benefit a majority.

Someone might object that on certain occasions the individual good 
has to yield to the good of the majority, for example, when the expropri-
ation of private land is necessary to allow the building of a public road, 
hospital, or school for the benefit of the many. This is true, but rights 
to land are not absolute, unlike basic human rights—such as the right 
not to be intentionally killed, enslaved, tortured, or raped—which are 
absolute. Indeed, property law, like the criminal law, exists to safeguard 
not only the good of the individual but also the good of the community. 
Rape is an unjust violation of not only the rights of an individual, but 
of the good of the community. This explains why criminals are pros-
ecuted and punished in the name of the community (“the State,” “the 
People,” or “the Crown”), and not by the victim or the victim’s relatives. 
Criminal punishment is retribution, not vengeance, and is meted out 
according to the requirements of justice, according to what is due to the 
criminal, what the criminal deserves.4 This is why we talk of our system 
of criminal justice. So, too, property law is shot through with concern 
for the common good. The rights of the owner of property are not ab-
solute. There are many rightful restrictions on how owners of land (or 
cars or guns) may use their property, and sometimes the community 
is entitled even to deprive the owner of his or her land, for public use 
(the law of “eminent domain” or “compulsory purchase”).5 Of course, 
the expropriation must be justified: it is one thing to expropriate prop-
erty because it is needed to build a much-needed public hospital, but 
quite another to do so to build a holiday home for the mayor’s mistress. 
Moreover, appropriate compensation should be paid to the property 
owner: it would be unjust simply to seize the land without compensa-
tion. The principle at stake here is the very same one as in the accident 
case involving Stan: no human being should be treated as a mere means 
to further the goals of others.

Historically, there has been at least one egregious practice that obvi-
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ously involves treating human beings as mere means “for the sake of 
another”: slavery. In the historical opposition to slavery we have come 
to emphasize freedom, its direct opposite. Respect for the freedom of 
human beings is a requirement of justice. It is unfair not to allow a per-
son to live “for her own sake,” that is, in pursuit of his or her own goods 
as he or she sees fit. On the other hand, freedom cannot and should not 
be exercised in a totally unrestricted manner. The limits imposed on 
the exercise of freedom are also requirements of justice. If my action 
violates someone else’s right to some good, then it would be morally 
wrong for me to perform it. As the saying goes, my right to swing my 
fist ends at the point of your nose.6 Ultimately, however, the restriction 
of freedom rests on nonmaleficence. A free choice that intentionally 
harms someone is morally unacceptable. It is also morally unaccept-
able intentionally to harm oneself, as by selling oneself into slavery, un-
dergoing female genital mutilation, having a healthy limb amputated, 
using crack cocaine, agreeing to be killed and eaten, or killing oneself.

Freedom enters the contemporary bioethical debate in the language 
of “autonomy.” According to some authors, this notion adds to free-
dom of choice the idea of a freely adopted plan. On this assumption, 
autonomy is a much stronger condition for action than freedom. A pa-
tient may freely accept or reject a treatment proposed by her physician, 
but a truly autonomous patient would decide as part of an overarching 
project or clear design concerning her treatment. The implausibility 
of the latter condition (unless the patient is herself a physician) leads 
most authors to use the term “autonomous action” in a way that makes 
it equivalent simply to “voluntary” or “freely chosen action,” regardless 
of whether the agent makes the choice in light of a broad plan. In what 
follows, an “autonomous” choice means a free and informed choice. 
The moral “principle of autonomy” can be formulated as follows: every 
agent should respect the freely chosen actions of a person as long as 
they do not harm others.

The claims that autonomy should be respected, that patients should 
not be treated without their freely chosen and informed consent, and 
that interventions should not be imposed on unwilling patients are re-
quirements of justice. We owe it to people—certain emergencies aside—
to step back and allow them to pursue their own plan for participation 
in the basic goods, as they see fit. There are many different choices 
consistent with true human well-being, and different patients may well 
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have different priorities in their pursuit of the basic goods. Take just one 
hypothetical scenario, concerning Nora and Nigel. Nora is retired and 
spends much of her time at home with her kittens, knitting. Nigel plays 
football for Notre Dame University, loves the sport, and hopes to be-
come a professional footballer. They both have back pain. The surgeon 
explains to each of them that she can perform an operation to relieve 
the pain, but that the procedure involves a one-in-a-thousand risk of 
paralysis in the right leg. Nora and Nigel are confronted with the same 
operation and the same risk of paralysis as a side effect, but they may 
arrive at different decisions about whether to consent to the operation. 
The risk of paralysis may assume far less importance in Nora’s decision 
making than it does in Nigel’s. Paralysis for Nigel would dash his hopes 
of a future career in football. Nigel refuses the operation, but it would 
be unreasonable to say his decision was mistaken, let alone unethical.7

Even when a decision is based on a patient’s obviously mistaken 
understanding of the facts, it does not follow that the physician may 
override a patient’s autonomous refusal. If a patient, Lucy, whose prog-
nosis is good refuses a treatment on the grounds that she thinks it will 
be ineffective, her attending physician can judge that she is making a 
mistake with regard to the pursuit of the good involved—namely, her 
health, or perhaps even life itself. He should try to correct her misun-
derstanding about the effectiveness of the procedure. But if, at the end 
of the day, Lucy does not change her mind, he should respect her deci-
sion and withhold the procedure because the patient—indeed, every 
human person—should act in light of what she sees as the good to be 
pursued and the evil to be avoided. Not to do so would be for her to act 
against her particular judgment about the situation at hand. It would 
be to act against the dictates of her moral conscience. Respect for the 
autonomous choices of patients is thus grounded on respect for their 
conscience, the human power that provides the ultimate and irreplace-
able guide for action.

But does respect for autonomous choice require a physician to com-
ply with every autonomous decision of a patient? This question has 
arisen acutely in relation to abortion. Is a physician, Dr. Morgan, who 
regards abortion as the killing of an innocent human being, under an 
ethical duty to grant a woman’s request for an abortion, or at least to 
refer her to a physician willing to perform an abortion? Following the 
principle identified above, it seems clear that Dr. Morgan should do 
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neither. In fact, a physician has to be guided by her own conscience so 
that if she is asked to perform an action by which, in her judgment, 
she would impair or destroy an instance of a basic human good, she 
should refuse. Respect for autonomous choices of a patient that do not 
harm others does not require compliance with autonomous requests 
to produce harm to the patient herself even though the patient may in 
good faith see it not as harm but as benefit. Respect for autonomy is, 
properly understood, more like a shield than a sword. It is one thing for 
a patient to refuse the offer of an operation or drugs and for a physi-
cian to respect that refusal. It is quite another for a patient to demand 
an operation or drugs and expect the physician to comply with that 
demand. The principle of conscience can be formulated as follows: ev-
ery agent should perform an action only if she judges it to be morally 
permissible, and should refrain from performing it if she judges it to 
be morally impermissible. Since the principle of autonomy only tells 
us that we should respect autonomous choices that do not harm oth-
ers, but does not tell us anything about the morality of those choices, 
it follows that a judgment of conscience does not need to yield to the 
autonomy of someone else. A conscientious agent may in fact judge 
that an important human good of that person herself is being attacked 
in her autonomously chosen action and that it would therefore be both 
irrational and immoral to yield and cooperate. If, for example, helping 
patients to kill themselves is unethical, and a patient, Gary, asks his doc-
tor, Dr. Mitchell, for a lethal prescription, Dr. Mitchell should conscien-
tiously refuse his request, however autonomous it may be.8

Standardly, physicians do not see themselves merely as technicians to 
prescribe whatever drugs or perform whatever operations are requested 
by patients, however autonomous those requests may be. And rightly 
so. A physician (or other professional, whether teacher, minister of reli-
gion, or lawyer) should always put the true good of the patient (student, 
believer, client) first, and not simply do whatever they are asked to do.9 
Sadly, this understanding of professionalism is under increasing threat 
in modern society. Some doctors seem to be little more than scalpels 
and prescription pads for hire.

In general, the principle of autonomy rightly requires physicians 
to respect the free and informed choices of patients. Natural law eth-
ics holds that the person primarily responsible for the health of the 
patient is the patient, not the physician (though the patient ought to 
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seek medical advice whenever that is required to help her safeguard 
her health). But natural law ethics avoids the extreme and untenable 
position that respect for patient choice should be unlimited. The reader 
of the contemporary bioethical literature could be forgiven for think-
ing that much of contemporary bioethics adopts, or at least seems to 
adopt, something like this extreme version of the principle of respect 
for autonomy. This may well be because much of contemporary bioeth-
ics appears to lack any substantive conception of what is truly good for 
human beings and therefore falls back onto respect for the autonomous 
choices that patients happen to make. Respect for autonomy too often 
seems to serve as a bioethical default position. This could help to ac-
count for the contemporary emphasis on the right to choose rather 
than on the rightness of the choice made. But a little reflection is (or 
should be) sufficient to show that respect for choice cannot sensibly be 
unlimited. For example, it is often claimed, in articles on bioethics and 
biomedical law, that the right of competent patients to refuse treatment 
is absolute. But even respect for refusals of treatment by patients, what 
might be called the Holy of Holies of Autonomy, cannot sensibly be 
unlimited. Let us consider just one example.

Sarah visits Dr. Semmelweis, complaining of a fever. Sarah tests posi-
tive for a highly infectious and deadly virus, as deadly as Ebola but even 
more likely to spread though the community. Dr. Semmelweis tells her 
she must be quarantined and undergo treatment to stop its spread. 
Sarah, who is completely competent, refuses. She insists on going back 
to her house where she mistakenly thinks she will get better, or at least 
be no risk to others. Dr. Semmelweis contacts the local public health 
officials. When the officials arrive, Sarah adamantly refuses to go with 
them. “I am an autonomous woman,” she shouts. “You have no right 
to touch me without my consent.” She sits down and refuses to budge. 
The officials remove her, over her strident vocal protests, to the isolation 
ward of a local hospital. Sarah repeatedly tries to leave the ward, push-
ing past the nurses. The physicians order the use of restraining straps 
as the least restrictive means of confining her to her room. Was Sarah 
treated unethically? Of course not: Sarah’s conduct endangered the 
community. So even the right to refuse treatment cannot be absolute. 

Now that we have introduced and offered a natural law interpreta-
tion of a certain number of principles (nonmaleficence, beneficence, 
justice, autonomy, and conscience) we may return to our initial moral 
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problem. How do these principles equip us to judge the ethics of re-
search on human embryos in vitro?

Surely Stella must follow her conscience regarding researching on 
the embryos. She goes wrong if she fails to do what her conscience tells 
her is right, but this does not mean that her judgment of conscience is 
infallible and that she acts rightly whenever she follows her conscience. 
It can go wrong—and when it does, she acts wrongly both when she 
fails to follow and when she follows it—and because of this it is not 
a purely private or subjective affair. The judgment of conscience is a 
public matter in the sense that we can require Stella to justify her judg-
ment. We often inquire whether our own judgment is true, and try to 
show to others it is true, and inquire of others whether their judgment 
is true, and try to show them that their judgment is or is not true. We 
remonstrate with the racist or sexist, or with someone bent on doing 
something she regards as permissible if we have good reason to think it 
is not. Would we not—should we not—try to dissuade someone who 
told us they were going to join a terrorist organization and plant bombs 
on passenger planes, however conscientiously they had arrived at their 
decision? Hence, even if the claim that Stella is following her conscience 
leads us to refrain from assigning her personal guilt, it does not solve the 
problem of deciding whether in researching on the embryos she will be 
acting morally or immorally.

The fact that Stella is acting autonomously does not resolve the issue 
either. The principle of respect for autonomy only requires a second 
party not to interfere with autonomous actions (and even then we saw 
it is not unlimited: sometimes we may—indeed, ought to—interfere 
with autonomous actions), but it does not contribute to the discern-
ment of the morality of the autonomous action itself. A perfectly au-
tonomous choice may be morally wrong.

So we are led back to the first moral principles, that is, to nonmalefi-
cence and beneficence. Insofar as the purely consequentialist interpre-
tation of beneficence has been rejected, we have moved forward on one 
front: the expected results of embryo experimentation are not, as posi-
tion A holds, sufficient by themselves to justify embryo destruction. We 
have to consider how the relevant human goods fare in the action itself, 
as position B enjoins us to do. If there is also unfairness involved, then 
the action may entail violations of both nonmaleficence and justice.

At this point the objection can be raised that, in the case of an adult, 
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intentional dismemberment to provide organs for others would be both 
an extreme form of harm and a monstrous injustice but that in the case 
of embryos there is neither harm nor injustice. Human embryos, it is 
argued, cannot be harmed nor can they be treated unfairly. They are, it 
might even be argued, just “a clump of cells.” We must now, therefore, 
turn from ethics to ontology. What is a human embryo: a person, or a 
thing, or something else?
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Chapter 4

the oNtoLogICAL dIvIde

In contemporary bioethics there is not only a dispute between con-
sequentialist and nonconsequentialist interpretations of the moral 
principles. There is also a deep controversy about who or what human 
embryos are. This controversy concerns our whole understanding of 
ourselves.

As we noted earlier, the term “ontology” has been borrowed from the 
Aristotelian tradition and is the discipline concerned with “knowledge 
of being”—that is, with identifying the nature of things, what kind of 
being they are. Ethics, on the other hand, is the discipline that studies 
which human actions ought to be performed and which ought not to be 
performed. Ontology is a vast field covering many interesting questions, 
but here we shall restrict ourselves to questions that have a direct bear-
ing on contemporary bioethics. Our strategy will be eminently Socratic. 
We start out from a claim linking ethics and ontology about which the 
different parties to the debate are in agreement and then move forward 
from that agreement to the disputed issues.

In contemporary debates there is general agreement that it is wrong 
intentionally to harm normal human adults. This agreement involves 
an ontological claim about the nature of normal human adults and an 
ethical claim about how one ought to treat them. This twofold agree-
ment can be expressed in various ways. One of the favored formula-
tions has been that human adults are endowed with a set of properties 
that make them persons and that persons should be treated in a certain 
manner. Indeed, to be a person, it has been traditionally assumed, is to 
be endowed with dignity, and to have dignity is to be different from, and 
superior to, mere things that may be instrumentalized. The dignity of 
persons requires us to treat them as ends in themselves.

According to the philosopher Immanuel Kant and earlier philosoph-
ical tradition, “dignity” expresses the value of persons whereas “price” 
expresses the value of things (Kant [2012], 4:434–35).1 Although there 
can be variations in price, dignity does not admit of variations or de-
grees. A being either has dignity or it does not. Some contemporary 
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philosophers have introduced the terms “moral status” and “moral 
standing” to play a role more or less similar to that of “dignity.” Moral 
status, in their view, protects its possessor from being destroyed insofar 
as it gives him or her a claim on others: the claim to be respected. But 
moral status is conceived by many authors as ranging from “full” moral 
status to lesser degrees of moral status. And the variations are taken to 
occur not only among classes (e.g., mice having a lower moral status 
than human adults), but also among stages of the same individual. For 
example, a fetus has a higher moral status than an embryo, and an adult 
more than a fetus. Whether it is sensible to replace the notion of dignity 
with that of moral status is something we shall critically assess after we 
have attempted to clarify the foundation upon which both dignity and 
“full moral status” are alleged to rest: “personhood.”

It is important to note that the word “person” as employed in bioeth-
ics (and in ethics generally) can have both a descriptive meaning and 
a prescriptive meaning: it can not only describe the being but can also 
indicate how we ought to treat it. For an auctioneer to call a painting 
“an excellent painting” is both to say something about it and to encour-
age bidding. Likewise, “person” is often used not only to describe an 
individual but also to issue an injunction about how to treat her. In fact, 
the description provides (implicitly) the reasons for the prescription. 
To fail to attend to these two different meanings of the “person” creates 
confusion (Veatch 2012, 29–30).

The properties that comprise personhood in the descriptive sense 
can be presented as a list of capacities for certain activities, such as the 
exercise of consciousness and self-consciousness, of reasoning (both 
practical and theoretical), and of freedom to choose and moral agency. 
The list can be drawn up in different ways. What is important is to real-
ize that the human capacities or powers that make us persons are tightly 
interrelated. For example, freedom to choose is related to the exercise of 
reason, and moral agency is connected to self-consciousness. You can-
not have one without the other. In earlier philosophical tradition these 
properties were summed up in the Aristotelian formula “having lógos” 
or, in a broad sense, being rational.2 Only a physician aware of what 
she is doing, having engaged in professional and prudential delibera-
tion, can freely choose to heal or to kill a patient. Such is the power of 
persons. Neither fire nor foxes can act in this manner. Fire cannot but 
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burn. Foxes cannot choose between healing or killing their prey (ask in 
any hen house).

It is clear that both ancient and contemporary characterizations 
of persons take their cue from normal human adults, those humans 
who can exercise immediately and at will the relevant mental capaci-
ties. Some even call adults “paradigmatic persons” and ask, for example, 
whether infants, fetuses, and embryos, or certain higher animals, are 
close enough to this paradigm to qualify as persons. The primary fo-
cus on human adults has in turn generated a perplexity in the use of 
the term “person,” which may be responsible for some of the disagree-
ments. Let us take a closer look.

Some terms express what sort of thing an object is; others express 
what stage of development a thing is at.3 Take the word “puppy.” When 
a puppy grows up, it ceases to be a puppy, it does not cease to exist, and 
we say accordingly that “puppy” is a term used to characterize a dog 
during a particular phase of its life. But when a dog dies, it ceases to be 
a dog, and what is left is a decomposing body, a corpse. We say accord-
ingly that “dog” is a term that expresses what an object essentially is 
such that when it ceases to be a thing of that sort, it ceases to exist. This 
characterization equally holds for the coming-into-being of an object.

The distinction between these two sorts of terms, between, on the 
one hand, nature or kind and, on the other, phase of development, 
tracks two further distinctions. If an object undergoes a change in one 
of its properties, and if the property lost or acquired is essential to what 
it is, the object becomes something different from what it was. We then 
speak of a “substantial” change.4 There are two kinds of substantial 
change: coming-to-be and ceasing-to-be. On the other hand, when the 
property lost or acquired relates to a stage of development of a thing, 
the object becomes different but not something different. An adult dog 
is different from a puppy, but it is the same dog, which has now reached 
a mature stage in its life. The change in this case is what is called an 
“accidental” change.5 In contrast with coming-to-be and ceasing-to-be, 
between generation and corruption, this kind of change is merely an 
alteration. We shall call an object that comes to be a “substance,” and 
we shall call a property that a substance acquires due to an alteration 
an “accident.” Thus, a dog is a “substance” while the property of its now 
being at the puppy stage is an “accident.”
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When some people—notably, upholders of position A (those in fa-
vor of destructive human embryo research)—allude to “a fetus becom-
ing a person,” they are referring to a specific organism (a fetus) that 
takes on a set of new properties (the ones associated with personhood, 
such as self-consciousness). A close parallel is the talk about “a child 
becoming a teenager.” Since in these instances the fetus and the child do 
not cease to exist, it is reasonable to assume that both terms, “person” 
and “teenager,” are being used to refer to stages of development. But it 
is surely a mistake to confuse what a thing is with its stage of develop-
ment and to say, “This is not a person: it is a teenager (or an embryo).” 
Becoming a person is drastically different from becoming a teenager. 
When a person comes to be, something completely new begins to exist, 
and this obviously is not the case when one becomes a teenager.

Some of those opposed to destructive research on embryos and who 
espouse position B claim that a fetus or an embryo is already a person. 
This seems so obviously false to some of those who espouse position A 
that they barely take time to refute it. Those who do try to refute it usu-
ally call attention to the properties a person has and an embryo lacks. A 
person can think, talk, feel, act, choose; an embryo cannot. Therefore, 
they conclude, it is mistaken, if not absurd, to claim that an embryo is 
a person. But, they are using the word “person” to refer to a particular 
stage of development: the adult stage of a normal human being. And an 
embryo, obviously, is not an adult.

When some of those who espouse position B claim that an embryo 
is a person, they take “person” to refer not to an advanced stage of de-
velopment, the adult stage, but (in line with earlier philosophical tradi-
tion) to the type of being the embryo is, a being that has the capacity 
for rational thought, free choice, and moral agency, even if it is unable 
to exercise that capacity until a more mature stage of its development.

This does not mean that adherents of position B are using the term 
“person” simply to mean “human being” but rather for an essential 
property of humankind. This is a property every human possesses in so 
far as he or she is human: the capacity for rational thought, free choice 
and moral agency. Whether there might be other beings in the universe 
endowed with this capacity is thereby left open.6

The claim that personhood is an essential property of human beings 
is logically equivalent to the thesis that rationality is so deeply embed-
ded in our nature that we come to be as rational beings and that we 
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cease to exist when we cease to be rational beings. But isn’t this precisely 
what adherents of position A hold, namely, that we begin to exist when 
we begin to think or at least to exercise consciousness, and that we cease 
to exist when we lose consciousness or the use of our minds, something 
that may occur long before our biological death? Isn’t a person a being 
that is always preceded, and sometimes followed, by an organism dif-
ferent from it?

These difficulties bring us to the heart of the matter. How we ought 
to treat human embryos is a function of how we understand ourselves 
as adults, since we all agree that normal human adults such as those 
reading this book should be respected in the specific sense that they 
should not be intentionally killed or destroyed. Treatment of embryos 
is a function of how we understand ourselves now because this un-
derstanding determines our relationship to them. Is a human embryo 
a predecessor of a human adult that, precisely because a predecessor, 
does not require our respect in the same way as an adult? Or is a human 
embryo the same as a human adult, only younger, so that it deserves the 
same respect as an adult?

Underlying many contemporary bioethical disputes are two rival 
ontological conceptions of what we are. These conceptions are op-
erative as foundational assumptions that determine much of what is 
built upon them, although for the most part they remain hidden from 
sight. The two conceptions can be characterized in broad outline as  
follows:

1. On the first view, which is often called the “dualist” view, the core 
of our being is our mind or consciousness.7 The key intuition or self-
evident claim behind this view is my awareness of myself. It is a “first-
person singular” perspective. As long as I am conscious of the fact that 
I am thinking, I am assured that I exist, and if I should become perma-
nently unconscious, the person that I am would no longer exist, even 
if my body continued to live. Indeed, my body is somehow external to 
me, for I am, on this view, what might be called a “nonbodily person,” 
or a “mind inhabiting a body.” When Jane watches her mother baking a 
cake in the kitchen, Jane does not see a person: she sees only a biologi-
cal organism. The person is her mother’s mind, which merely inhabits 
her body. If her mother develops advanced dementia, she ceases to be a 
person, and all that remains is a biological organism.

2. On the second and competing view, often called the “monist” view, 
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the core of our being is our life.8 We are, on this conception, sentient 
living organisms endowed with mental properties, properties that we 
might cease to exercise without thereby ceasing to exist ourselves. This 
is a “first-person plural” perspective. Indeed, the root of this view is the 
common experience of interacting with other persons whom we see 
and identify primarily as bodily beings and whose bodies do not appear 
to us as external to who they are. When Jane watches her mother bake 
a cake, she sees her mother, not merely a biological organism. If her 
mother develops advanced dementia and Jane visits her in the nursing 
home, Jane still sees her mother and not merely a biological organism. 
We are, on this view, what might be called “personal bodies” or “a sub-
stantial unity of mind and body.”9

Which of the two basic ontological views, the dualist or the monist, 
is correct? This has been vigorously disputed since antiquity, and there 
is an extensive literature from ancient Greece to the present day con-
taining arguments on both sides. It would be an illusion to think that 
this question can be finally settled within the covers of this short book. 
But the book can offer a few lines of reasoning to suggest the implausi-
bility of the first view and the plausibility of the second.10

A good starting point is the application of some of our earlier dis-
tinctions. If Sophie is a mind inhabiting a body, then a “substantial” 
change took place when Sophie’s mind began to function. If so, then two 
generations must have taken place, first the generation of Sophie’s body 
and then the generation of Sophie’s mind. It is the latter that counts as 
Sophie’s coming-to-be. Sophie is a composite of two substances: an ini-
tially “unoccupied” body and a mind that began to “occupy” it at some 
point (McMahan 1999, 83).

Alternatively, if, as the second view would have it, Sophie is a living 
body capable of mental activity, then the change that took place when 
Sophie’s mind began to function was only the development of a latent 
capacity, a capacity that was present from Sophie’s beginning as a living 
body. The onset of mental activity was merely an “accidental” change 
that did not result in the coming-to-be of a new substance. Sophie is 
just one substance, and she began to exist when her body began to ex-
ist. As John Finnis, a leading defender of this view, has written: “One’s 
living body is intrinsic, not merely instrumental, to one’s personal life. 
Each of us has a human life (not a vegetable life plus an animal life plus 
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a personal life); when it is flourishing that life includes all one’s vital 
functions including speech, deliberation and choice; when gravely im-
paired it lacks some of those functions without ceasing to be the life of 
the person so impaired” (Finnis 1993, 334). In deciding which of these 
two conceptions, the dualist or the monist, is more likely to be true, 
and which squares better with our understanding of ourselves, can the 
empirical evidence from contemporary biology help?

Most people would surely have trouble thinking of themselves as 
somehow distinct from their body. They experience themselves primar-
ily as a single bodily being occupying a place in space and subject to the 
ravages of time. Illness affects them, not something they occupy, and it 
is on this assumption that they worry about their health and well-being. 
We are immediately affected by everything that happens to our body, 
such as the pain of a wound. All this could perhaps be explained within 
a dualist framework by postulating a sophisticated theory of the copres-
ence of two substances in the same place. However, the more sophisti-
cated the theory, the less persuasive it will probably be. What seems to 
count decisively against dualism, though, is the fact that the empirical 
evidence makes it highly unlikely that a substantial change occurs when 
the mind arises.

Although at present there is no adequate understanding of how the 
mind and the brain are related to each other, there is general agreement 
that a functioning human brain is at least a necessary condition for the 
operation of the human mind. But there is no empirical evidence to 
show that the activation of the brain marks a radical new beginning. 
The brain is formed gradually as required by the human genotype and 
is part of the unified overall development of the human organism un-
der the guidance of the human genome. Indeed, the neural activity that 
may indicate the onset of sentience arises at some point during gesta-
tion, but the brain continues to develop well after birth. If these elemen-
tary biological facts are taken into account, it becomes clear that the 
metaphor of an “unoccupied organism” before the detectable activation 
of a crucial human organ, the brain, is highly misleading. It is much 
more plausible to hold that a succession of continuous alterations is 
taking place in an organism that does not thereby receive something 
external or extraneous to itself. A young human body, by its genetic 
constitution, is internally programmed as a unified whole to undergo 
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the alterations that lead to the activation of the mind. It undergoes a 
dynamic, self-directed progression toward the full actualization of its 
indwelling capacity. 

The dualist understanding of personhood also invites two other 
objections that we should briefly mention, which we might call the 
“episodic” and the “equality” objections. First, on the dualist account, 
personhood can come and go, and this can create real difficulties decid-
ing who is and who is not a person. If a dualist holds that personhood 
begins with self-consciousness, then Alf started to be a person when 
he became self-conscious. But doesn’t this mean that Alf stops being a 
person when he falls asleep, or into a temporary or reversible coma? The 
dualist might reply that Alf is still a person in either case because he has 
the potential for self-consciousness. But then why doesn’t the unborn 
child’s potential for self-consciousness qualify him or her as a person?

Second, on the dualist account of personhood, only some human 
beings qualify as persons. Others do not. This account rejects some-
thing that many people regard as essential to any civilized society: the 
fundamental equality of all human beings. How defensible, how civi-
lized, is a criterion that excludes from personhood—and therefore from 
basic rights—millions of babies, both born and unborn, and millions 
of human adults with advanced dementia? And what of all those with 
profound learning disabilities? Are they, too, “nonpersons,” mere “bio-
logical organisms”?

As we noted earlier, the interpretation of the genetic program (a sci-
entific concept) as an instance of potentiality (a philosophical concept) 
provides a renewed opportunity to understand and attempt to resolve 
the ontological divide underlying much of contemporary bioethics. We 
shall continue our exploration of these important matters in the next 
chapter.

Notes

1. For a recent analysis by a natural law philosopher of dignity in the bioethi-
cal context, see Kaczor (2013). For a volume containing a variety of perspectives 
on dignity, see President’s Council on Bioethics (2008).

2. Aristotle describes this as the activation of a dúnamis metà lógou, “a power 
endowed with lógos,” that is, with the ability to assert or deny the same proposi-
tional content. Metaphysics IX. 2. 1046a 36-b 28. Here is not the place for a deep 
exploration of Aristotle’s analysis of the relationship between mind and body.
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3. Some philosophers use the word “sortal” in this context. A “proper sortal” 
is a term that refers to what a thing is; “phase sortal” is a term that tells us what 
stage of development the thing is at.

4. Or an “identity-nonpreserving” change.
5. Or an “identity-preserving” change.
6. The natural law position is not, then, as is often mistakenly claimed by 

some of its critics, “speciesist.” It does not value only human beings and value 
them simply because they are members of the species homo sapiens. It holds that 
any creature who has the radical capacity for reason, free choice, and moral agen-
cy has the innate dignity of personhood. If members of other species, like great 
apes, had this capacity, they would be persons. Similarly, if fictional characters 
like Master Yoda really existed, they too would be persons.

7. This is what might be called the “Neo-Cartesian” view, after the French 
philosopher René Descartes (1596–1650), who famously wrote, “I think, there-
fore I am.” Descartes (1637).

8. This is what we might call the “Neo-Aristotelian” view, after the Greek phi-
losopher Aristotle (384–322 BC).

9. Deliberately omitted from the foregoing characterization of two funda-
mental ontological conceptions is any reference to the nature of the mind. Actu-
ally, each is compatible with both a materialist and an immaterialist understand-
ing of the human capacity for thought. It is well known that Descartes took the 
mind or “thinking thing” (res cogitans) to be strictly immaterial, but is also clear 
that many contemporary Neo-Cartesians are materialists who would not follow 
him along that path. Likewise, a Neo-Aristotelian can hold either that mental 
events are bodily events or that they are not reducible to bodily events. The rea-
son for not taking a stand here on the nature of the mind is to set aside as many 
sources of disagreement as possible in order to work towards pivotal agreements 
from which to draw ethical conclusions.

10. For a comprehensive treatment, see Lee and George (2008).
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Chapter 5

PoteNtIALIty ANd geNetICs

The dispute we considered in the previous chapter between the dualist 
and the monist views of our nature hinges in part on how we should 
understand the rise of mental activity and the potentiality that allows 
such an important change to take place. The ontological notion of po-
tentiality was originally introduced by Aristotle to explain any kind of 
change. If something becomes an F, the explanation goes, it was capable 
of becoming an F. It was an F potentially. If something cannot become 
an F, it lacks the corresponding potentiality. We can thus state that a hu-
man embryo has the potentiality to become a human adult whereas a 
cat embryo lacks that natural potentiality. Indeed, according to current 
knowledge, the potentiality (or lack thereof) corresponds to the specific 
capabilities of the genome of an organism, and such capabilities can be 
empirically ascertained.

Any potentiality requires external conditions for its actualization, 
but the external conditions do not determine the nature of the poten-
tiality itself. It has been possible to gestate in a cow a cloned mammal 
from a different species, and this provides decisive evidence in support 
of the claim that the genotype, and therefore the species of the calf that 
is born, depends on the nucleus of cells of the embryo, not on the sus-
taining environment. This scientific fact in turn allows us to reject the 
frequent conflation of potentiality with probability. Some bioethicists 
would deny that a human embryo in a glass dish has the potentiality to 
become an adult (“the potential to become a person” in their wording) 
if the decision has been made not to implant it (Guenin 2008, 29–31). 
But this really means that it has zero probability of further develop-
ment because it is being denied the necessary external conditions for 
its survival. If it is a genetically well-formed embryo, it has the intrin-
sic properties that constitute the potentiality, regardless of the factual 
probabilities of that potentiality being actualized. A normal human 
teenager has the potentiality to become an adult but has zero prob-
ability of doing so if stranded on the moon without oxygen. Once the 
potentiality of an embryo is shown to reside in the genetic program that 
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includes information leading to the rudiments of the organs that sus-
tain the mind, the dualist position becomes less and less plausible as an 
ontological doctrine. At no time is an embryo or a fetus “unoccupied” 
because the potentiality that is continuous with its own actualization 
was present in it from the beginning. You were a person from your very 
beginning, at your conception. 

To avoid the controversy surrounding the use of the word “person” 
in the bioethical context, however, let us use “human being.” It has been 
claimed that a major argument against abortion (which has direct im-
plications for the dispute about embryo research) rests on the potenti-
ality of the unborn. The argument runs as follows:

First premise: It is wrong to kill a potential human being.

Second premise: A human fetus is a potential human being.

Conclusion: Therefore it is wrong to kill a human fetus.

This way of framing the argument against abortion is, however, weak. 
The main weakness resides in the mistaken application of the notion 
of potentiality in the second premise. A human embryo or fetus is not 
a potential human being but a human being with potential. As Pat-
rick Steptoe and (later Nobel Laureate) Robert Edwards, the pioneers 
of IVF, wrote about their initial agreement to collaborate on IVF, their 
work would enable them “to examine a microscopic human being—
one in its very earliest stages of development” (Edwards and Steptoe 
1981, 83). The human embryo already is a “man” (homo, anthropos), a 
living member of the human species, fully actualizing the basic biologi-
cal functions of nutrition, metabolism, homeostasis, growth, and so on. 
Were those functions not actualized, he or she would be dead. What is 
potential is the exercise of the functions of the mature organism, among 
them the higher mental capacities that will be activated in due course, 
if all goes well. Thus, the first premise with its allusion to potentiality 
becomes irrelevant. The pertinent moral rule required for a valid anti-
abortion argument is simply the unrestricted injunction that it is wrong 
intentionally to kill an innocent human being.

There are two further arguments against the personhood of the em-
bryo related to the role of potentiality that are equally unpersuasive. 
One is crafted as a reductio ad absurdum to sever the connection be-
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tween potentiality and due respect. The second seeks to rupture the 
identity that holds between an embryo and an adult of the human spe-
cies. These arguments are, respectively, the “argument from potentiality 
of the gametes” and the “argument from twinning.”

Potentiality of the Gametes

This argument (see Glannon 2005, 79; Mahowald 2004; Gómez-Lobo 
2004a; 2005) takes roughly the following form. Just as a fertilized egg 
has “the potential” for further development and is thus said to deserve 
respect, likewise an unfertilized egg has “the potential” to develop into 
a human being and hence also deserves respect, and, as this is absurd 
(since eggs and sperm are mere body parts), it is equally absurd to hold 
that a fertilized egg should be respected.

This argument fails. Appeal to basic facts in genetics shows that the 
assumed “potential” of the unfertilized egg is utterly different from that 
of the fertilized egg. The absurdity of the interim conclusion does not 
require us to drop the initial premise. An unfertilized egg is a cell pro-
duced by division (meiosis) that only has half, twenty-three, of the nor-
mal full set of human chromosomes. Strictly speaking it is a unipotent 
cell, a cell that because of its genetic constitution has only one potenti-
ality: the potentiality to fuse with a sperm to form a new organism. An 
unfertilized egg simply does not have within itself the genetic where-
withal to develop into a human being.

A fertilized egg on the other hand is no longer a gamete. Since it has 
the full complement of human chromosomes, comprising twenty-three 
from the egg and twenty-three from the sperm, the original egg has 
ceased to exist and has been replaced by a new organism that is already 
genetically human. This organism can indeed develop into an adult be-
cause it has within itself all of the genetic information required for its 
self-directed development. It is, unlike a gamete, a totipotent cell, a cell 
that has the potentiality to generate, by internal division and differen-
tiation, all human types of cells. Indeed, given the profound, substantial 
change that happens at fertilization, “zygote” or “embryo” is a more ac-
curate description than “fertilized egg.” 

In sum, the human gametes simply do not have the same potentiality 
that a zygote has. Two random gametes of the opposite type have the 
potentiality to fuse with each other, to lose their identity, and thus to 
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give rise to a drastically new biological entity. But only the latter entity 
has the potentiality to further develop without loss of identity. It is thus 
from the zygote stage onward that respect is due. From that point, all 
the early human being needs to reach the adult stage is a supportive 
environment.

Twinning

Some object that—even if it is granted that the change from gametes to 
zygote marks a substantial change in biological identity—there is, from 
the zygote stage until fourteen or sixteen days after fertilization, a lack 
of identity with the adult organism (Smith and Brogaard 2003). The 
reasoning goes like this: an adult is an individual, but no embryo is a 
single individual because in its early stages it can divide and give rise to 
twins. It is potentially two (or more) individuals. The alleged conclu-
sion to be drawn is that identity (the relation expressed by the phrase 
“is the same as”) cannot jump the gap that separates the early stages of 
embryonic development from an adult individual. An embryo, on this 
account, is only a predecessor of an adult and is not, therefore, entitled 
to the same degree of respect as an adult.

The argument from twinning also fails. First, twinning is a rare phe-
nomenon, and monozygotic twinning (twins from one egg) even more 
so. It is only the latter that is relevant for the argument because if the 
twins develop from the fertilization of two different eggs (and are thus 
dizygotic) they both are individuals from the start. It is only if they 
arise from a single zygote that the potentiality of an embryo to become 
more than one individual has to be assumed. However, the inference 
from the potentiality of a thing to be more than one to the conclu-
sion that it is not actually one is a well-known logical fallacy. A stick 
in your hand is potentially two sticks: you can break it into two. But 
right now it is one stick. A flatworm wriggling its way along your desk 
is potentially two living flatworms: you could cut it with a knife. But 
right now it is one flatworm. Potential plurality is not inconsistent with 
actual unity. Therefore, it would be unwarranted to claim that the hun-
dreds of thousands of human embryos that perhaps could have divided 
into two surviving embryos, but never did, were not individuals all  
along.

It is, moreover, sometimes claimed that an embryo lacks individual-
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ity because it is “only a cluster of cells,” devoid of unified coordination 
(an argument along these lines is developed in DeGrazia 2006). This, 
however, is inconsistent with the empirical evidence. In July 2002 the 
scientific journal Nature published a report of several experiments with 
early mouse embryos (Pearson 2002). In one experiment a researcher 
painted the first two cells after the division of the zygote and tracked 
them down to a later (blastocyst) stage. It turned out that for the most 
part the inner mass cells came from one cell and the outer layer (troph-
ectoderm) and other supporting tissues came from the other. The re-
searcher concluded that the first division determines the fate of each cell 
and ultimately of all the tissues of the body. If, by analogy, this applies 
to humans, it shows that there is hardly a stage at which an embryo is 
merely a clump of disconnected cells. The unity that characterizes a 
complete organism, and therefore individuality, are present right from 
the start (Gómez-Lobo 2007; 2004b).

If each of the cells in an embryo begins to differentiate early on and 
thus ceases to be totipotent—that is, capable of generating an embryo 
by itself—how, then, can twinning be explained? Cloning or somatic 
cell nuclear transfer (SCNT) has brought to the fore a biological con-
cept that may be of assistance in this context. When cloning works, the 
nucleus of a somatic cell that has long ago differentiated into a specific 
type of cell, like a skin cell, undergoes “reprogramming” so that the new 
cell into which that nucleus is inserted becomes dedifferentiated and 
capable of generating a new organism (Jaenisch 2004).1 In the case of 
twinning, the nucleus of a cell within the early embryo (at the morula 
or blastocyst stage) is programmed for that cell to be a part of a whole, 
but if, say, a cell (a blastomere) produced during cleavage of the em-
bryo emerges from the outer layer of the embryo (the zona pellucida), 
it can become reprogrammed back to a stage it had already left behind 
and thus give rise to a twin. This in turn explains why in mammals it is 
relatively easy to generate twins from a two-cell or a four-cell embryo, 
and why it becomes gradually more difficult in the case of more de-
veloped embryos. As differentiation progresses, reprogramming under 
natural conditions becomes more and more difficult until it disappears 
completely.

In human twinning there are two basic possibilities. In the case of 
twinning by budding, a blastomere separates off from an existing em-
bryo to form a second embryo. (After birth, determining which one was 
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the original embryo may be difficult or even impossible.) In the case 
of twinning by fission or division, more or less down the middle of an 
embryo, each born twin is identical to one of the two embryos that re-
sulted from the division. The original embryo, although unified and in 
principle capable of continuing to develop, ceased to exist when it split 
into two. Its remains have been incorporated into—have become—the 
two twins because the reprogramming has changed the nature of the 
original cells (Damschen, Gómez-Lobo, and Schönecker 2006). Some 
critics reject this interpretation of twinning by fission as giving rise to 
two new embryos on the ground that mourning would be due for the 
embryo that disappeared when it divided, and mourning for such a 
lost embryo would be absurd. However, their argument is misguided. 
Mourning is an attitude one assumes at the death of someone one has 
known. Do we mourn the millions of people who die in Africa each 
year from malaria or malnutrition? Generally, we do not mourn the 
passing of people we do not know, even though they are undoubtedly 
people. In natural twinning, not even the mother has known, in any 
meaningful sense, the embryo from which the twins arise. In any event, 
the issue of the appropriateness of mourning is derivative and can be 
properly examined only after the nature of the early embryo has been 
settled on independent grounds. On such grounds, as we have seen, an 
embryo appears to be a unified human individual either from concep-
tion or, in the case of a twin, from the moment of reprogramming of 
the genome at budding or fission, and it remains the same individual 
into adulthood.

The ethical conclusion to be drawn is that, under the agreement that 
prohibits the intentional killing of adult persons, it would be wrong to 
destroy them when they were at the embryonic stage, or at any other 
stage, of their lives. Not to accept this is to engage in a gross form of 
discrimination on the basis of age. This also explains why the assign-
ment of different degrees of “moral status” or “moral standing” to hu-
man beings should be rejected. To claim that an adult has “full moral 
status” but that an embryo has “lower status” or “an intermediate sta-
tus” (between persons and things) is to assign to the same individual 
different values at different points of his or her life. This is intolerable 
in terms of moral protection from destructive action. That protection 
is meaningful only if it remains constant, if it is the same at every age. 
We should therefore uphold the traditional notion of equal dignity and 
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equal protection of the very young, the mature, and the very old as a 
foundational principle of bioethics (Gómez-Lobo 2008).

Of course, if consequences alone determined the morality of an ac-
tion, then the expected good results of embryo experimentation could 
be invoked to justify embryo destruction. (It is worth noting, however, 
that the remarkable advances that have been made in recent years de-
veloping medical treatments for conditions such as multiple sclerosis 
have been made using stem cells taken from adult, not embryonic, hu-
man beings [Prentice and Macrito 2013]. Moreover, a consequentialist 
should also take into account the happiness that the embryonic hu-
man beings and their parents—natural or adoptive—would enjoy if 
they were implanted and born, rather than destroyed by research.) But 
consequences alone do not determine the morality of an action. It is 
always wrong to intentionally kill (or enslave, or torture, or rape) one 
human being for the benefit of others. And the human embryo is a hu-
man being even though he or she is not yet mature enough to exercise 
reason and free choice. We human beings are basically bodies that are 
biologically programmed for the gradual development of the organs 
that support our mind. Our higher functions were radically present 
when we were in our embryonic stage of development. All human be-
ings, even tiny embryos, share the same radical capacity for rationality, 
free will, and moral agency, a capacity that will—given a suitable envi-
ronment and barring eventualities like accident or untimely death—in 
due course exhibit itself as an exercisable ability. We existed from our 
beginning, and our beginning was at our conception.

The conclusion must be that the intentional destruction of humans 
at the embryonic stage either for research or for other purposes is wrong 
because it is a violation of the principle of nonmaleficence, a violation 
that cannot be mitigated by predicted beneficial consequences. In the 
action itself, young human beings are intentionally harmed—indeed, 
destroyed. They are being deliberately deprived of the basic human 
good of life and of the prospect of a fully realized, flourishing life.

Note

1. See also the President’s Council on Bioethics (2002, chap. 4).
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Chapter 6

BegINNINg-of-LIfe Issues

The choice of experimentation on human embryos as an example to 
lead us into the domain of bioethical thinking has already brought us 
into the field of moral problems concerning the beginning of peoples’ 
lives. The main strategy in the previous chapter was to articulate and 
defend the common sense realization that we are basically bodily be-
ings who grow and develop from our humble beginnings and without 
becoming something (or someone) else. As the permanence of our ge-
nome illuminates, we retain our identity through time in spite of many 
changes of appearance and performance. This identity thesis in turn 
paved the way for the following ethical argument:

(a) If we should respect B, and

(b) if A = B, then

(c) we should respect A.

The proposed substitutions were “a human adult” for “B” and “a human 
embryo” for “A.” The previous chapter relied on general agreement about 
(a) as an application of the principle of nonmaleficence. It was assumed 
that we all agree that it would be wrong to intentionally cause the death 
of an innocent adult. Only on the basis of such an agreement can the 
philosophical dialogue go forward. If someone thinks that it would be 
morally permissible to intentionally destroy human adults like you and 
me, then their view is so extreme that they place themselves outside the 
bounds of widely accepted bioethical norms and discourse. Thus, the 
previous chapter focused on showing that premise (b) is true. The chap-
ter responded to three strategies that sought to show that premise (b) is 
false: the dualist view of human personhood, the reduction of potenti-
ality to probability, and the invocation of twinning. Insofar as we have 
discredited these strategies and buttressed the common sense view, we 
have laid the groundwork for treating the rest of the moral issues that 
surround the early stages of life. Actions affecting very young human  
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beings should be morally judged as we would judge actions affecting 
adults, that is, primarily in accordance with the principles of nonma-
leficence and of beneficence. In the case of actions affecting competent 
adults, naturally enough, the principle of respect for their autonomy 
will also play an important role. Let us now examine a few highly con-
troversial types of action that affect very young human beings.

Preimplantation Genetic Diagnosis

Preimplantation genetic diagnosis (PGD) is a relatively recently devel-
oped technique consisting of the extraction of one or two cells from a 
three-day embryo generated in vitro in order to identify certain genetic 
defects it may have. It is generally assumed that an embryo, that by then 
may comprise eight to sixteen cells, is not harmed by this early form of 
biopsy because of the compensation mechanism inherent in the em-
bryo. It is thought that the expected role of the extracted cells will be 
played by other cells in accordance with the overall developmental pro-
gram of the organism. The aim of PGD is to decide whether to implant 
or not to implant a particular embryo in light of the results obtained. 
If the embryo appears to be abnormal or the carrier of an undesired 
trait, then he or she can be discarded. If not, then implantation in the 
woman’s uterus may proceed. How should this practice be judged from 
a moral point of view?

The most common justification of PGD is utilitarian. The avoid-
ance of the birth of a child affected with a genetic illness will spare the 
parents the unhappiness of raising and caring for such a child, while 
the birth of a normal child will lead them to experience happiness. The 
future avoidance of suffering and the promise of pleasure thus provide 
a clear-cut justification for PGD. An argument based on the autonomy 
of the parents can also be enlisted to buttress the utilitarian argument. 
Their free decision to reject the kind of child they do not want to have, 
and to have the kind of child they do want to have, would be, it could 
be claimed, an adequate reason to judge PGD morally acceptable. On 
this view, the choice of the parents, or of the mother alone (where the 
sperm was donated or purchased), if reached under conditions of full 
autonomy, would be ethical. There is an even more stringent argument 
that focuses on the consequences not for the parents but for the off-
spring. According to this view, “non-maleficence requires that we not 
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harm people by causing them to experience significant pain and suffer-
ing over the balance of their lives” (Glannon 2005, 101). All three argu-
ments are, however, unpersuasive. Let us first break down the practice 
of PGD into its component parts in order to examine them separately 
in light of the moral principles and the ontological claims defended in 
the foregoing chapters.

If we leave aside the action of in vitro fertilization as well as the 
standard generation of a plurality of embryos (neither of which is free 
from ethical objections1), the first action to consider is the extraction of 
the cell or cells for PGD. It is a general principle of medical ethics that 
interventions, especially interventions for which there is no consent on 
the part of the patient, can be justified if and only if they are performed 
for the good of the patient. This is a clear demand of the principle of be-
neficence. In this case the embryo, even if it were not exposed to signifi-
cant risk from the procedure, clearly receives no benefit from it. In fact, 
it may be seriously deleterious to a human embryo to undergo PGD 
because the next action that may follow is that he or she is discarded. To 
discard or throw away an embryonic human being is to fail to provide 
the conditions for him or her to continue to live and is thus a violation 
of beneficence: the basic good of life of that human being has not been 
adequately sustained. Moreover, to discard an embryo because it is de-
fective amounts to what might be called “negative eugenics,” that is, the 
elimination of the disabled, the weak, and the unwanted. (This may be 
contrasted with “positive eugenics,” which involves creating embryos 
with desired traits such as intelligence or strength.) Since the grounds 
for not wanting a child may range from serious genetic conditions, such 
as cystic fibrosis and Down syndrome, to not being of the desired sex or 
not having the desired eye color, there is no principled way of drawing a 
line once the practice of negative eugenics is accepted. By the end of the 
day, virtually any embryo could find himself or herself on this slippery 
slope, judged “undesirable” and eliminated.

The argument from autonomy, as we saw, does not have a problem 
with this particular version of the slippery slope, from serious genetic 
conditions to eye color, because it links the morality of an action to the 
free choice of the agent instead of the condition of the patient. But this 
cannot be right. As we saw earlier, the principle of autonomy, rightly 
understood, demands that free choices be respected provided there is 
no harm to others. As our analysis has shown, the discarded embryos do 
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suffer harm: they are intentionally deprived of the conditions necessary 
to sustain the basic good of life.

The objection that young humans do not really suffer harm because 
they lack awareness is unpersuasive because, as we saw in our earlier 
discussion of nonmaleficence in chapter 2, there are many instances of 
being harmed without awareness of harm. If B steals books from his 
uncle’s library, or traduces a colleague behind her back, B harms them 
both, even if they never find out what B has done. A correct analysis of 
harm, as we saw, should first and foremost identify the good or goods of 
which the victim is being deprived, regardless of her lack of awareness 
of the deprivation.

Moreover, the utilitarian argument for PGD based on consequences 
for the parents is objectionable because it violates human dignity at a 
deeper level. The idea of dignity, as we saw, entails the moral obliga-
tion to treat others as ends in themselves and not as mere means to our 
ends. If what justifies PGD is the future happiness of the parents, then 
children are clearly being viewed as mere instruments to their parents’ 
happiness.

Someone could reply that compassion is also involved: PGD is in-
tended to benefit not only the parents but also the child. The procedure 
allows a genetically defective child to be spared much suffering by being 
eliminated early on, which is precisely the point of the third argument. 
But this argument is paradoxical on two counts. It prescribes the de-
struction of certain embryos in the name of nonmaleficence—which is 
contradictory because destruction is a great harm—and it assumes that 
the cause of pain and suffering is not the genetic disorder but the refusal 
to destroy those affected by the disorder, which misplaces the causal ex-
planation. It rests on a principle that has untoward implications when 
generalized: it justifies the elimination of suffering not by the allevia-
tion of the condition itself but by elimination of those who suffer the 
condition. It would justify the idea of eliminating illnesses, such as HIV 
or sickle-cell anemia, by eliminating all those born with them. Accord-
ing to the principle of nonmaleficence, this is morally unacceptable.

We might also pause to ask what the eugenic elimination of those 
with serious genetic conditions says about, and to, those living with 
such conditions. Does not the practice of PGD and its endorsement 
by society send out the clear message that it is better not to be born 
than to be born with serious genetic conditions? We might also ask 
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how many people with serious genetic conditions who have escaped 
the “quality control” filter of PGD agree with that judgment and wish 
they had never seen the light of day. Does PGD not constitute unjust 
discrimination against those with disabilities? If not, why not?

There is a further use of PGD that we have not considered. We have 
discussed the fear of genetic disease and the elimination of genetically 
defective embryos. But it is logically possible to choose not only against 
certain embryos but also in favor of some because they could be used 
to benefit others. One such possibility is the creation and selection of 
an embryo for implantation because its genome makes it a good source 
of cells, after birth, for transplantation to an ailing sibling. The justifi-
cation for this would necessarily be consequentialist: the good conse-
quences for the ailing brother or sister. But if we consider the action 
itself, not just its consequences, numerous concerns arise. The choice 
of a matching embryo spells the intentional destruction of the non-
matching embryos, a destruction violating the principle of maleficence. 
Moreover, is not the production of a child as an instrument to benefit 
a sibling a violation of the basic dignity of a human being? Even if that 
child is loved and cared for afterward like any other, it remains true that 
the initial motivation for the generation of this particular human being 
was a goal beyond him or herself. Is not creating a child for the sake of 
another child akin to manufacturing a tool?

Is there a morally legitimate way of applying our newly gained ge-
netic knowledge to alleviate suffering? If it is wrong to destroy a human 
being because he is the carrier of a mutation that may cause a serious 
disease, should we simply stand by and do nothing? No. If someone has 
reason to believe that she is the carrier of a mutated gene (because, say, 
of family history), then genetic testing is advisable. If it is established 
that she has a mutation that will lead, for example, to a monogenic 
disease (caused, that is, by a mutation in one copy of a gene, such as 
Huntington’s disease), then she could ethically decide to abstain from 
procreation. There is a huge moral difference between, on the one hand, 
not conceiving a child and, on the other, eliminating a child at the early 
stages of his or her life. In the latter case a human being is intentionally 
harmed; in the former case no one is harmed.

A further legitimate application of genetic knowledge is the at-
tempt to correct the genetic defect in the cells that may cause a dis-
ease. Somatic cell gene therapy has as its goal the core aim of medicine, 
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restoring the condition of the patient to normal standards of health 
and well-functioning, not the elimination of the patient. This form of 
therapy is still at an early stage (Knapton 2015) and is not without risks. 
An even more distant prospect is a treatment called germ-line genetic 
therapy. The distinct feature of this approach is to correct a genetic 
defect in the gametes of adults in order to prevent the mutation from 
being passed along to their children and thus to future generations. 
However, we presently do not know what side effects the apparently 
beneficial manipulation of the genome might bring about. Moreover, 
if the genetic mutation to be corrected also happens to confer benefits 
in a certain environment, such as higher resistance to malaria in the 
case of those afflicted by sickle-cell anemia in Africa, then we might be 
harming future generations who will have to live in that environment 
without that resistance.

Aside from the risk of harming individuals or future generations, 
both forms of gene therapy are guided by the principle of beneficence 
and do not involve maleficence (as understood here, that is, there is no 
intention to eliminate or harm anyone). Both are morally acceptable 
projects (if engaged in with proper risk assessment) and ought to be 
researched.

Abortion

If, as we have seen, there are sound reasons for rejecting both destruc-
tive embryo research and the elimination of “defective” embryos, it 
seems reasonable also to reject the intentional killing of human beings 
beyond the embryonic stage. The arguments that are used to justify em-
bryo research and embryo selection—the advancement of biomedical 
knowledge and the prevention of suffering from genetic disease—are 
difficult to apply to abortion. Abortion does nothing to advance our 
knowledge of fetal development, and the vast majority of fetuses who 
are aborted are perfectly normal. If the standard consequentialist argu-
ments employed to justify embryo destruction have little application to 
the issue of abortion, what might?2

Let us recall the basic facts surrounding abortion. We mentioned in 
the previous chapter that Edwards and Steptoe, the IVF pioneers, de-
scribe the early human embryo as a “microscopic human being” (1981, 
83). As standard biology textbooks teach, a human embryo with its full 
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complement of human chromosomes comes into being at fertilization. 
For example, one textbook reads: “Human development begins at fer-
tilization when a sperm fuses with an oocyte [egg] to form a single 
cell—a zygote. This highly specialized, totipotent cell marks the begin-
ning of each of us as a unique individual” (Moore, Persaud, and Torchia 
2011, 13).3 Another reads: “The development of a human being begins 
with fertilization” (Sadler 1990, 1). Once he or she has been implanted 
in the uterus and the possibility of spontaneous twinning has ended, 
the unified development of the new organism can be closely followed 
by modern methods of observation such as sonograms. There can be 
no doubt that an integrated, self-directed organism is growing through 
well-known stages and that (if all goes well) a child will be born, who 
will one day be able to read these pages, just like you.

Is it apt, it might be asked, to refer to the fetus as a “child”? We speak 
of a child after birth, but it is perfectly natural to speak also of a child 
before birth. Indeed, the first definition of “child” given in the Oxford 
English Dictionary is “The unborn or newly born human being; foetus, 
infant.”4 And it is standard, outside the abortion context, for people to 
use the words “child” and “baby,” rather than “fetus,” in relation to the 
unborn. For example, we naturally say that a woman has “conceived 
a child,” and we ask a pregnant woman “How is the baby doing?” not 
“How is the fetus doing?”5 Government health departments issue pub-
lications explaining how an unborn “baby” grows and advising women 
against conduct that may harm their unborn baby. For example, The 
Pregnancy Book, published by the UK Department of Health, describes 
“how your baby develops from the day you conceive until you give 
birth” (UK Department of Health 2009, 18). It explains (quoting the 
medical terminology of “embryo” and “fetus” to describe different 
stages of development): “In the very early weeks, the developing baby 
is called an embryo. From about eight weeks, it is called a fetus” (18). 
The book advises against the consumption of certain types of food or 
drink that may harm the baby: “There are some foods that you should 
not eat when you are pregnant because they may make you ill or harm 
your baby” (26). (Note the perfectly natural use of the word “harm” in 
relation to the child, even though the child may be completely unaware 
of being harmed.) It cautions: “Every cigarette you smoke harms your 
baby. Cigarettes restrict the essential oxygen supply to your baby. So 
their tiny heart has to beat harder every time you smoke”(30). Histori-
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cally a pregnant woman was described, in common parlance and in the 
law, as “with child.”6 And the preamble to the UN Declaration on the 
Rights of the Child notes that “the child, by reason of his physical and 
mental immaturity, needs special safeguards and care, including ap-
propriate legal protection, before as well as after birth” (United Nations 
1959). In the context of the abortion debate, is it not use of the word 
“fetus” rather than “child” that should raise questions? Does the use of 
“fetus” rather than the more natural and usual terms “child” and “baby” 
not serve (deliberately or otherwise) to dehumanize and depersonalize 
the unborn (see Finnis 2010)? To avoid any such danger,  “human fetus” 
and “unborn child” will both be used hereafter to mean the same: the 
human being from conception to delivery.

Only determined dualists could evade the conclusion that the organ-
ism developing in his or her mother’s womb deserves respect. If dual-
ists conclude that the unborn child does not deserve respect, they have 
to face the challenge of pinpointing the occurrence of the substantial 
change that makes a child before birth and an adult drastically different 
sorts of beings. In the view of someone who adopted a consistent dual-
ist approach, it would have to be an extrabiological event. If the reply, 
however, is that the mind begins to “occupy” the body when the brain is 
activated and sentience becomes possible, it faces the problem that even 
the “arrival” of the mind was already determined from the very start by 
the zygote’s genetic constitution, that this “arrival” is merely one stage 
in gradual self-directed development, and that it does not represent a 
radical new departure. The beginning of sentience is a programmed 
step and does not mark a substantial change. Accordingly, the “moral 
status” of an adult and of a very young human being must be the same. 
As we have argued, they are the same sort of being, simply at different 
stages of development.

When you were an embryo at your conception, or your implanta-
tion in the womb, or when your organs began to form, or when you 
attained the ability to survive outside the womb, or when you were 
born, or when you started school, or when you went to college, was 
it not you all along, albeit growing, developing, unfolding in line with 
your remarkable and self-directed genetic endowment? If your mother 
opened the family photo album, pointed to an ultrasound photograph 
taken when she was pregnant, and said: “This was you at six months 
after conception,” would you reply “No, mum, you’re mistaken. That’s 
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not me. That’s just a biological organism. I didn’t begin to exist until I 
was about four years old, when I became self-conscious, when my mind 
began to inhabit that biological organism”?

However, abortion, by its very nature, generates a set of problems 
that do not arise in the case of research on in vitro embryos, where 
the key issue is the ontological status of early human beings. Abortion 
presupposes a pregnancy, and a pregnancy involves two individuals: the 
mother and the child. The objection that an unborn child is just a “part” 
of the maternal organism, like an arm or a leg, is factually wrong, not 
least because of the genetic difference between the two. Moreover, the 
every move of an obstetrician during prenatal care is grounded on the 
assumption of the distinctness of the child developing in his or her 
mother’s womb. No one is surprised by the realization that after the 
delivery the child has a perfectly independent biological trajectory from 
the mother, a trajectory that started at conception.

Some defenders of abortion concede that abortion ends the life of a 
human being. For example, Peter Singer, a leading utilitarian bioethi-
cist, has written: “It is possible to give ‘human being’ a precise meaning. 
We can use it as equivalent to ‘member of the species Homo sapiens’. 
Whether a being is a member of a given species is something that can be 
determined scientifically by an examination of the nature of the chro-
mosomes in the cells of living organisms. In this sense there is no doubt 
that from the first moments of its existence, an embryo conceived from 
human sperm and eggs [sic] is a human being” (Singer 2011, 73).7 Some 
bioethicists nevertheless justify abortion on the ground that, although 
the unborn child is a human being, it has no right to life because it lacks 
mental abilities like self-awareness. Other bioethicists justify abortion 
by claiming that any rights the child has can be outweighed by the rights 
of the mother. If a woman wants to have a child and acts accordingly, 
there is no conflict. But if a woman does not want to have a child and yet 
becomes pregnant, then, it is claimed, she has a “right” to terminate the 
pregnancy. This right may conflict with a “right” of the child to use her 
body, but, defenders of this view add, the right of the mother overrides 
the right of her child. Therefore, abortion is justified.

This is the basic pattern of an argument, which may be filled in by 
adding more detailed specifications. For example, one can claim that 
the “granting of the right” to the child to use the mother’s body depends 
on the manner of initiation of the pregnancy. If it was fully voluntary 
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on the part of the woman, the child has indeed been granted the right 
to be there. If the pregnancy was due, say, to contraceptive failure and 
hence was not fully voluntary, its right is compromised. If it was com-
pletely involuntary, due to rape, it has no right to be in her body.8

A further qualification that is sometimes added concerns the reasons 
the mother invokes to exercise her “right” to terminate the pregnancy. A 
late-term abortion for a trivial reason, such as not wanting to cancel a 
vacation, would not be justified, whereas an early abortion requested by 
a teen-age girl whose education would be jeopardized by continuation 
of the pregnancy would be justified. It should be noted that this type 
of argument seeks to show that even if the humanity or personhood of 
the fetal human being is acknowledged, it does not follow that abortion 
is wrong. Since the identity thesis summarized at the beginning of this 
chapter acknowledges the humanity of an unborn child, it follows that 
the “conflict of rights” approach, if correct, would represent a more se-
rious challenge to the case against abortion than the strategy of denying 
that very young human beings have rights.

How should we evaluate the alleged conflict of rights? The notion of 
rights has been the subject of intense philosophical discussion at least 
since the seventeenth century, and it is impossible to do justice to it in 
the present context. For our purposes it suffices to sketch a sense of the 
term “right” that roughly matches its use in the ethical debate on abor-
tion. That use is not uniform, and it covers both negative and positive 
rights. No attempt is made to assess the legal framework of abortion 
rights (if any) within a specific country or legal system, although for 
the sake of clarity some of the illustrations used will involve legal rights.

First, it seems that to have a moral right is to have either a justified 
claim against being interfered with in one’s enjoyment of something or 
a positive claim to something. Just wanting or desiring something does 
not create a right. Peter may want to own his neighbor’s car, but that 
does not make Peter the owner. His purchase of the car gives him title 
to it. On the other hand, not wanting or not desiring something does 
not nullify a right.9 Alexandra may not desire to own some property 
bequeathed to her, but she is the rightful owner until she disposes of 
it. Second, a moral right, either positive or negative, does not require 
consciousness or awareness of the right or its object. After the death of 
her uncle in Texas, Georgiana may have acquired property rights to his 
estate, but she may not know it because her cousins are withholding 
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the contents of her uncle’s will. Likewise, a permanently unconscious 
person can have property rights of which she is totally unaware. Third, 
a right has to be a claim to protection in or possession of something 
acknowledged to be good. It would be absurd to claim a right to be 
mugged or raped.

With the foregoing in mind we may now turn to the moral justifica-
tion of abortion in those cases in which there is said to be a conflict of 
rights between mother and child. When would the rights of the mother 
override those of the child? A dualist might reply that they always over-
ride because the rights of an actual person defeat those of a potential 
person (Warren 1973, 7). But we have already shown that this formula-
tion is inadequate because having the potentiality for the exercise of 
higher human faculties (which is what the term “potential person” al-
ludes to) does not exclude the actuality of being a human person. The 
potentiality for the exercise of those higher faculties is nothing other 
than an actual radical capacity inherent, now, in the unborn child. The 
ability to exercise that capacity must await the child’s maturing, but an 
ability must not be confused with a capacity. A human being can have a 
capacity for higher mental abilities without (yet) being able to exercise 
those abilities, just as you now have the capacity to speak Russian but 
may not (yet) have the ability to do so. 

Since the mother and the child are on the same footing with regard 
to being human, the key consideration will be the specific rights that are 
pitted against each other, and these in turn will depend on the goods at 
stake, since rights are specified by the goods they seek to secure. Let us 
start with the unborn child. Given that an abortion is an action whose 
goal is the death of the child in order to interrupt the pregnancy it is 
clear that the good at stake is the good of life. Since the developing 
child is enjoying the good of life, it is fair to say that she has a justified 
claim not to be deprived of it, under the principle of nonmaleficence. 
This negative right does not depend on consciousness. The good of life 
sustains consciousness but can be possessed without it. People who are 
sleeping do not lose their right to life, nor do those in a coma, even if the 
coma is irreversible. It is still wrong to intentionally kill them.

Someone might object that abortion does not involve an intention 
to kill the unborn child, that it amounts merely to intentionally detach-
ing the child from the mother and that, if it were possible to nurture 
the child in an artificial womb—which has, unfortunately, yet to be 
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invented—that should be done. This is an objection that must be taken 
seriously because it embodies the deeper attitude of disengagement 
that underlies the alleged conflict of rights. However, the description 
of standard abortion procedures as merely “detaching” a fetus is inac-
curate. It would be disingenuous to claim that an action that marshals 
means (whether chemical or surgical) to ensure the death of a fetus 
is not performed with the intention of securing its death. This is pre-
cisely what abortionists seek to achieve: a dead baby. This is their aim 
even when the baby is viable and perfectly capable of surviving if only 
allowed to emerge alive.10 In contrast to abortion, a cesarean section 
performed after viability to allow a child to continue to live outside the 
mother’s body satisfies the description of “detachment,” and from what 
it involves (carefully cutting through the woman’s abdomen without 
touching the baby, having an incubator and neonatologist at the ready, 
etc.), it is clear that it is an action of a drastically different nature from 
abortion.

In order to assess the merits of the conflict argument conclusively, 
we have to turn to the rights of the mother. Which are the goods that 
ground her rights and of which she would be deprived if the pregnancy 
continued? The good most commonly mentioned in this context is 
a woman’s control over her own body (though, of course, abortion 
standardly involves interference with the body of another: the unborn 
child). The point is often conveyed by enumerating evils (i.e., bad things 
or nonmoral “bads”) that would follow upon the continuation of the 
pregnancy: the burden of motherhood at a young age; risk to health; the 
stigma of being an unwed mother (although this is less important today 
than it used to be); the prospect of raising a child alone because the fa-
ther has disappeared; the additional financial, physical, and emotional 
stress for a woman who already has children; the loss of career oppor-
tunities; the limitations and inconveniences imposed by the pregnancy, 
and so on. Since it is rational to avoid evils, it would seem that there is a 
right to avoid them, and that this would be the paramount right.

It is possible, however, to take a more radical stand and hold that the 
central right is simply “the right to choose,” a negative right that pro-
tects and secures the good of autonomy itself. The goods and evils of the 
pregnancy and its aftermath do not really matter. What matters on this 
view are the desires of the mother and what she chooses to do, regard-
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less of what she in fact chooses, as long as her choice is autonomous. In 
popular language this is often stressed by saying that “a woman should 
not be forced to go through an unwanted pregnancy” and “it is her 
choice and her choice alone.” Is the appeal to radical autonomy, that 
is, to the right to satisfy any desire regardless of its object, a rational 
appeal? Surely not. It is obvious that we sometimes desire things that 
are good and sometimes things that are bad. We have right and wrong 
desires.11 Autonomy by itself does not guarantee morally right action. 
Freely choosing to have an abortion does not tell us whether the choice 
was right or wrong any more than freely choosing to kill one’s child 
after birth tells us whether that choice was right or wrong. To judge the 
morality of abortion, we have to consider the human goods or, more 
narrowly, we should consider whether the principle of nonmaleficence 
is being violated, for, as we saw earlier, possible and actual violations of 
nonmaleficence impose strict limitations on autonomy. If an autono-
mous action causes significant harm to someone, then it should not be 
performed.

It is clear that abortion negatively affects the life of the child: he or 
she is deprived of the human good that sustains the enjoyment of all 
other goods. The goods of which the mother is deprived if the preg-
nancy continues do not seem to be comparable to the loss of life. Al-
though the pregnancy may be extremely hard to bear, she continues to 
live. The burdens of pregnancy can be severe and have lasting effects. 
But they can also be relatively minor and transient. Many women main-
tain a fairly normal routine of life and work well into pregnancy. (Oc-
casionally a woman gives birth without even knowing that she has been 
pregnant.12) Further, we standardly expect fathers to bear significant 
burdens in relation to children they have fathered even if they had no 
intention of having a child and did everything they could to prevent 
conception. Many fathers are ordered by courts to pay tens of thou-
sands of dollars to provide for their children, however unwanted, until 
the child reaches the age of majority, on pain of imprisonment. And this 
is simply because they are biologically the child’s father.

Moreover, if after the baby is born the mother gives the baby up for 
adoption, the mother may be restored to external conditions similar 
to those she enjoyed previously in terms of opportunity and freedom. 
Granted, her emotional condition may never be the same as before go-
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ing through the burdensome process of carrying and nurturing her 
unborn child and then giving the child away after birth. But there may 
well be burdens—physical, mental, and emotional—involved in having 
an abortion; the burdens are by no means necessarily only one way. 
Again, if the mother changes her mind about having an abortion and 
welcomes the child, she may find herself enjoying a new set of human 
goods, such as the goods of maternity and love, goods subsumed under 
the Aristotelian concept of friendship.

None of this is meant to trivialize the difficult, sometimes agonizing 
predicament of an unwanted pregnancy, but it does represent an effort 
to bring rational clarity to bear on a difficult choice. If real goods are 
protected and one is not deflected by apparent evils, the result will be 
rational and morally right choice, however difficult.

One argument worth mentioning starts with dualist assumptions 
but reaches a countercultural conclusion, namely, that abortion is in-
deed wrong. This is the “Future Like Ours” argument developed by 
Don Marquis. The argument starts from the allegedly unproblematic 
assumption that it is seriously wrong to kill an adult because “the loss 
of one’s life deprives one of all the experiences, activities, projects, and 
enjoyments that would otherwise have constituted one’s future” (Mar-
quis 1989). The argument runs that abortion produces the same loss 
of a future in the case of a fetus and, therefore, the killing of a human 
fetus is seriously wrong. The key feature of this argument is that, unlike 
most anti-abortion arguments, it does not focus on the goodness of life 
but on the goodness of future conscious experiences. And the goodness 
consists basically in those future experiences being pleasant. However, 
the main difficulty of making future consciousness and the expecta-
tion of pleasant mental experiences the cornerstone of respect is that it 
weakens the moral protection of the old, the suffering, and the mentally 
handicapped. The older you are and the less of a pleasant future you 
have, the less you deserve protection. If you are old, ill, mentally con-
fused, and in pain, what protection, if any, do you have? Marquis holds: 
“If the patient’s future is intolerable, whatever his or her immediate 
past, we want our account to allow killing the patient” (Marquis 1989, 
197). This remark, with its perplexing admission of a specific intention 
in setting up the argument, could reasonably be regarded as a reductio 
ad absurdum of the argument itself. If an assumption about the human 
good to be protected leads to a radical rejection of equal protection of 
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human beings (which is a violation of justice), then the assumption 
should be dropped. Assuming that life is the key good does not lead to 
such non-egalitarian consequences because there is no reason to assign 
different values to different lives in accordance with the outstanding 
amount of time that they have left or the amount of future pleasurable 
experiences they are expected to have.

In short, then, abortion is a type of action that violates the principle 
of nonmaleficence because it intentionally destroys the life of an al-
ready existing human being, and there are no countervailing goods to 
be preserved and promoted that could justify it. But is the removal of 
the unborn child justifiable if the intention is not to kill the child but 
to save the life of the mother? Let us consider an important principle 
of natural law ethics that can justify the removal of the unborn child in 
rare cases where is it not intended, but merely foreseen, that the child 
will die as a result: the “principle of double effect.”13

Double-Effect Reasoning

The principle of double effect (PDE) is a sophisticated conceptual tool 
that provides a criterion to discern when an action that negatively affects 
an instance of a human good is not really a violation of nonmaleficence. 
It was developed under several assumptions. One is the anticonsequen-
tialist thesis that it is not only results or consequences that matter but 
also the action itself, and that the action itself is determined in turn by 
the proximate intention of the agent. A further assumption is that there 
is an objective set of human goods, of which human life is one. The idea 
that someone might benefit from death is regarded as irrational because 
the ending of pain and suffering would be achieved by eliminating the 
person herself. She would no longer be there to reap any benefit.14

In its standard formulation the PDE reads:

An action that has a good and a bad effect is morally permissible if and 

only if the following conditions are satisfied:

(1) The action itself is not morally incorrect—that is, does not violate 

by itself any moral norm and ultimately the principles of beneficence 

and nonmaleficence;

(2) The good effect intended by the agent is not achieved through the 

bad effect;
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(3) The bad effect is not intended by the agent but only foreseen and 

tolerated; and

(4) There is proportionality between the good effect and the bad one. 

If the good effect is minimal and the bad effect considerable, such 

that there is no proportionality, the action will be wrong. Moreover, if 

there is an alternative course of action that does not involve produc-

ing the bad effect, that course should be followed.

The literature on the PDE, both supportive and critical, is voluminous.15 
This is not the place to provide a thorough justification of its traditional 
and common use in medical ethics (and other contexts16). One objec-
tion deserves to be mentioned because of its broader implications. It 
has been doubted that the difference between intending a bad effect and 
merely foreseeing it is morally significant. One reason given is that one 
can intend two or more outcomes—one good, one bad—by perform-
ing a single action (Glannon 2005, 126–27). This is of course true, but 
it is not a genuine objection to the PDE. The principle is normative, 
and it states that if indeed an agent aims both at the good and the bad 
effect, the action will be morally wrong because condition (3) has not 
been met. Another objection is that we can never know what an agent’s 
intention is or was. But this is to confuse two things: on the one hand, 
the conceptual and real distinction between intention and foresight, 
and on the other, the feasibility of ascertaining or proving intention 
in a given case. In any event, as the operation of criminal justice sys-
tems around the world shows, juries are perfectly capable of deciding in 
many cases (on the basis of evidence such as admissions by the accused, 
testimony by witnesses, and relevant circumstances) whether a defen-
dant intended a consequence, foresaw a consequence, or did neither.

Real life, with its pervasive intertwining of goods and evils, requires 
us to appeal to the PDE lest we remain paralyzed when confronted with 
the likelihood or certainty of the bad effects of our actions. Many good 
courses of action have likely or inevitable bad side effects, but this is 
hardly an argument for abstaining from good actions and remaining 
frozen in the face of life. Applying the PDE is not always easy, and its 
various applications can sometimes look like contrived and hair-split-
ting forms of reasoning. But in many cases its application is clear. More-
over, the PDE has long been accepted by professional medical ethics. 
Further, it is also at the heart of the criminal law in countries like the 
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United States and England. Last but not least, the key distinction at the 
heart of the principle, between intended and foreseen consequences, 
accords with common sense. (Even a dog, it has been said, knows the 
difference between being tripped over and being kicked.) Let us con-
sider just a few examples.

A dentist foresees that the extraction of four wisdom teeth will cause 
her patient considerable discomfort. A teacher foresees that when he 
teaches calculus, some student or other in the class is going to get the 
wrong end of the stick and misunderstand the truth he is trying to con-
vey. A doctor who administers chemotherapy to a little girl to cure her 
cancer foresees that, as an unavoidable side effect of the therapy, her 
hair will fall out and she will feel nauseous. To cite an actual historical 
example, in the Second World War, Gen. Dwight Eisenhower foresaw, 
when he ordered the allied troops to liberate France, that thousands of 
allied soldiers would be killed by the Germans. These are all bad side 
effects of good actions, actions that are ethical because the bad side ef-
fects are merely foreseen, are not the means to the good effects, and are 
in proportion to the good effects. The actions would, by contrast, be 
quite different and bad if the dentist intended her patient to suffer dis-
comfort, if the teacher intended the student to misunderstand calculus, 
if the doctor intended the little girl to suffer hair loss and nausea, and if 
General Eisenhower intended his soldiers to be killed.

A standard hypothetical to illustrate the application of the PDE is in 
fact drawn from the beginning of life. Tiffany has been diagnosed with a 
cancerous uterus. She is told by her physician, Dr. Michaels, that unless 
it is removed promptly she will die, but that if it is removed she will sur-
vive. He also informs her that tests have shown that she is four months 
pregnant and that the child will die if the uterus is removed. Tiffany 
is delighted to hear that the removal of her uterus will save her life, 
but very sad that her child will die as a result. May Dr. Michaels, with 
Tiffany’s consent, remove her uterus in order to save her life, merely 
foreseeing the death of her child? According to natural law ethics, he 
may. Applying the PDE, Dr. Michaels would be acting ethically because 
(1) to remove a cancerous uterus is a morally permissible action; (2) 
saving Tiffany’s life is not achieved through the bad effect of the child’s 
death but by the removal of her cancerous uterus (Tiffany will survive 
irrespective of whether her child dies or, miraculously, survives); (3) Dr. 
Michaels does not intend the death of the child but only foresees it; and 
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(4) there is a proportionate reason for removing the child: the saving 
of Tiffany’s life. In other words, if all the conditions spelled out by the 
PDE have been satisfied, the bad outcome, the incidental shortening of 
the child’s life, is not in violation of nonmaleficence.

What if it is not a cancerous uterus but the pregnancy itself that is 
threatening the mother’s life? If such cases exist in developed societies 
with modern medical facilities, they must be rare indeed. But let us as-
sume that we are faced with a case in which, if the unborn child is not 
removed, the mother will die. This is a difficult question, and not all 
upholders of natural law ethics would agree on the answer. But a good 
case can be made that the PDE could apply to justify the removal of the 
child. Of course, every reasonable effort should be made to try to gestate 
the child to the point at which it would be viable and could therefore 
survive upon removal. If, however, this is not possible, and if without 
the removal of a nonviable child the mother will die, then a good case 
can be made that removal would be justified by the PDE. Given that the 
intention in removing the child would be to save the mother, and that 
the child’s death would be a merely foreseen, regrettable side effect of 
this life-saving procedure, it would be misleading to describe the pro-
cedure as an “abortion” at all, for abortion involves an intention to kill 
the unborn child.

If the PDE can be used to remove an unborn child in order to save 
the mother’s life, could it not also be used to justify removal where the 
mother’s health is at risk, or where the pregnancy resulted from rape? 
No. The fourth requirement of the PDE requires there to be a propor-
tionate reason for removal. Only life is proportionate to life. Nothing 
less than saving the mother’s life is proportionate to an action that re-
sults in the death of her child (Gómez-Lobo 2002, 95–96).17

The alternative to adopting the PDE is giving up one of the rock-bot-
tom principles of morality: nonmaleficence. If, however, you are willing 
to morally justify the intentional attack on a basic human good (as most 
bioethicists are), then you will have little time for the PDE.

Whether abortion is morally justifiable is a general question in bio-
ethics. Whether doctors should perform abortions is a narrower ques-
tion within the field of professional medical ethics. A satisfactory answer 
will have to appeal to principles and norms specific to the profession. 
One central assumption about physicians (which justifies the great so-
cial prestige they have enjoyed) is that they are healers, that is, that they 
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are bound by a moral norm that bids them cure the sick. The pertinent 
question then is whether pregnancy is an illness and abortion a therapy. 
We shall return to the question about what constitutes a therapy in the 
next chapter when we examine physician-assisted suicide.

Infanticide

Most people would recoil at the thought of deliberately killing a new-
born baby, especially if it were their own child, but such feelings could 
be perhaps neutralized by reminders of the apparently widespread 
practice of infanticide in many cultures. In fact, ethical discussions of 
infanticide usually begin with a review of anthropological data point-
ing to the custom of eliminating weak or deformed infants not only in 
primitive cultures but also among the highly civilized Greeks and Ro-
mans (Tooley 1983, 315–18; Engelhardt 1996, 228–29). In philosophi-
cal ethics, however, the extent of a practice, no matter how pervasive, 
carries little weight. As we noted in chapter 1, moral norms cannot be 
derived from anthropological observation. The observation that indi-
viduals a, b, c, d, e, and so on, usually perform actions of type T only 
tells us that many individuals (of a class, or a culture, or a time period, 
etc.) perform actions of type T, but it does not tell us whether actions 
of type T are morally right or not. Furthermore, the fact that people, 
say, from an ancient culture thought that certain classes of action were 
right still does not tell us whether they are right or not. It is a reasonably 
well-attested fact that certain actions and institutions, such as slavery, 
are believed at a certain time to be right and it subsequently becomes 
clear that they are not. The same can happen with types of action ini-
tially believed to be wrong and later regarded as permissible, such as 
the charging of interest on loans. In this sense, then, it is meaningful 
to speak about the history of moral thought. Moral beliefs about kinds 
of action have changed, but whether the change has been for good or 
ill, whether there has been progress or regress, is an independent ques-
tion to be settled in light of considerations both ethical and ontologi-
cal. Although infanticide of normal newborns seems to have been (and 
still is) practiced in different parts of the world, especially in order to 
eliminate girls (Bouillon-Jensen and Larson 2004), it is fair to say that 
most people have come to think that it is wrong to kill healthy babies. 
Reports about female infanticide or “gendercide” in India (to avoid the 
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burden of providing dowries) and in China (to have a male child for 
support in old age, given that country’s draconian “one child” policy) 
meet with widespread disapproval. The bioethical debate today gener-
ally (but not exclusively; see Giubilini and Minerva 2013, and response 
by Finnis 2013) concerns the killing of seriously disabled or terminally 
ill newborns.

In the case of disabled newborns the argument for their active elimi-
nation is utilitarian. It is anticipated that otherwise they and their fami-
lies will lead lives of great suffering and that by eliminating the child at 
an early age the suffering of both the child and the family will be elimi-
nated or at least attenuated. The difficulties confronting this form of 
reasoning also arise in respect of other utilitarian arguments. Assump-
tions are often made about the future condition of a person that may 
turn out to be false. Someone born with a disability may not experi-
ence intolerable suffering. Indeed, it seems to be the case generally that 
persons with even severe disabilities view their own condition much 
more favorably than those without those disabilities, and certainly do 
not wish to be killed or wish they had been killed in infancy.

Some infants are born with disabilities that are crippling but not 
life threatening. Others are expected to die shortly after birth: a promi-
nent example is that of children born with anencephaly, a malforma-
tion of the head that usually results in the lack of large portions of the 
brain. Such a child will usually die shortly after birth and presumably 
does not experience pain, depending on the areas of the brain that are 
absent. Advocates of infanticide tend to focus on the prospect of re-
moving high-quality organs for transplantation, if the organ retrieval 
team were allowed to remove them while the child is still alive. In sup-
port of the infanticide of such newborns, it is argued that, because they 
lack a complete brain, even if they survived they would never be able 
to exercise the higher human mental functions, such as thought and 
choice. These newborns are not, therefore, “persons” and never will be, 
and do not merit moral protection. One response to this line of ar-
gument would focus on the fact that these babies are human beings. 
They are undoubtedly seriously disabled and lack the organic basis to 
exercise many human abilities, but they are human beings neverthe-
less. They are therefore entitled to the same protection as other human 
beings. They may not be able to exercise higher mental functions, but 
neither can normal newborn babies, or adults in a permanent coma, 
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some adults who have sustained serious brain injury in accidents at 
work or on the roads, or adults with advanced dementia. Moreover, 
with regard to taking organs from anencephalic newborns (even with 
parental consent) it stands to reason that, since their natural death can 
be anticipated with some degree of accuracy and measures can be taken 
for the oxygenation, preparation, and retrieval of their organs shortly 
after natural death, their organs would be only slightly less viable than 
if the organs were removed before death. The benefits to others of organ 
transplantation no more justify the killing of the disabled (or nondis-
abled) newborn than they justify the team of paramedics in our sce-
nario involving Stan, when they left him to die (see chapter 3).

In sum, as embryo research and abortion inflict deadly harm on the 
early human being, depriving him or her of the good of life, they are 
unethical. This is so even though adult agents may autonomously wish 
to carry out embryo research or have an abortion. 

Young human beings, like embryos and unborn children, lack au-
tonomy. Let us now turn to issues that for the most part do involve 
autonomous choices, including the intentional ending of a patient’s life 
at his or her request.

Notes
1. See Finnis (2011c, 298–300) for the natural law argument that IVF is ethi-
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7. See also his video-recorded debate on the moral status of the fetus with 
John Finnis and Margaret Little (Princeton 2010).

8. For Judith Thomson’s famous argument that even if the unborn child is 
a person, it does not follow that the child has a right that the mother act like a 
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as a side effect of proportionate military action. See, generally (as well as for an 
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(1988).
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Chapter 7

eNd-of-LIfe Issues

The vantage point for judging the beginning-of-life issues discussed in 
the previous chapter was the goodness of life. Since to harm someone is 
to deprive them of a good, and since life, while not a supreme good, is 
the good that in a sense grounds all other goods, the conclusion was that 
under the principle of nonmaleficence the intentional killing of young 
human beings—embryo destruction, abortion, and infanticide—were 
all gravely unethical. This vantage point, however, can be and has been 
challenged. It is well known that there are people who believe that their 
lives are not good—indeed, that they would be “better off dead.” It is 
typically this belief, whether held explicitly or implicitly, that motivates 
those who attempt to commit suicide, those who seek aid in commit-
ting suicide, and those who request euthanasia.1

How should we judge these three types of action? At first sight they 
seem to fall under different principles so that reflection and discern-
ment are required to determine the appropriate vantage point from 
which to make a judgment. If these actions are classed as self-destruc-
tive, it seems that they must be subsumed under the prohibition of 
maleficence. However, two objections could be raised. First, the person 
herself claims to be acting in pursuit of a good, or at least in avoidance 
of an evil, as it appears to her. She claims that death would be a ben-
efit, not a harm to her. The second objection is that the alleged harm 
is not inflicted upon someone else, so that the standard restriction of 
autonomy (to prevent harm to others) does not apply. 

Since we are dealing here with different types of action and different 
forms of agency, it will be useful to classify the types according to the 
degree of medical intervention in the act itself. In the case of a person 
who commits suicide by, say, jumping from a bridge or in front of a 
train, the agent is the person herself and there is no medical agency in-
volved. In physician-assisted suicide (PAS), a medical professional aids 
the person who commits suicide by providing the means for her to end 
her life, such as a prescription for a lethal dosage of drugs. In the case of 
euthanasia, the agency does not lie with the person herself but with the 
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physician or health care professional who causes her death, typically by 
administering a lethal injection.

In all three cases the intention of the agent to cause death is essen-
tial. Accidentally slipping in front of a train is not suicide. Mistakenly 
handing a lethal dose of pills to a patient who later takes them is not 
PAS. Switching off a life-support machine because the patient finds it 
too burdensome is not euthanasia. Again, in the case of the captain 
who stays on the sinking ship to try to ensure that everyone else has 
been evacuated, and of the pilot who stays at the controls of his plane 
to steer it away from a densely populated area, death is neither intended 
nor self-inflicted. If, on the other hand, death is freely chosen and self-
inflicted, as in the case of a Buddhist monk who sets himself on fire to 
protest against oppressive policies, it is suicide.

Thus, the fundamental question is whether it is ever morally right to 
intentionally cause one’s death (suicide), or for a physician intention-
ally to help a patient to commit suicide (PAS), or to intentionally end 
the life of a patient at her request (voluntary euthanasia). Is the prin-
ciple of nonmaleficence being violated or is the principle of beneficence 
being followed? The correct answer to this question depends on the 
validity of the claim that one’s life, or the life of the person request-
ing to be killed, is indeed bad, that life is no longer “worth living.” If 
a person would indeed be “better off dead,” then by terminating their 
life, one is ridding them of an evil and thereby benefiting them. Many 
bioethicists today endorse PAS or euthanasia. For example, Beauchamp 
and Childress endorse PAS if certain conditions are satisfied, not least 
an autonomous request by the patient, and suffering unacceptable to 
the patient (Beauchamp and Childress 2013, 184–85).

The Alleged Badness of a Person’s Life

If Sandra says her life is bad, how can one doubt that it is in fact bad for 
her? Isn’t it presumptuous to pretend to know better than Sandra her-
self? This is an old and complex problem in philosophy (see Plato, The-
aetetus, 151e–164b) that cannot be exhaustively explored here, where 
we are confining ourselves to the basics of bioethics. However, the fol-
lowing considerations should be helpful in thinking through these is-
sues clearly.

It is common knowledge that we are not always right, that we make 
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mistakes about what we take to be true, and that we are particularly 
prone to self-deception with regard to our own good. Anyone who has 
ever regretted making a particular decision must grant that his or her 
evaluation of the action itself or its likely effects was wrong. One ex-
ample of such a mistake is buying a “lemon,” a used car that looked 
good but turned out to be a “money pit.” In the case of a used car, the 
best way to ascertain its goodness or badness is to ask a mechanic to 
examine it. Mechanics know the criteria for goodness in cars. In the case 
of our bodies we turn to physicians. They know the criteria to judge, 
for example, whether I have a mild cold or serious bronchitis or Ebola. 
Something analogous can be assumed to hold for our lives more gener-
ally when we step beyond the boundaries of specialized knowledge. We 
all have a basic understanding of when our lives are in a good or a bad 
condition. The efforts of philosophers who make it their central task 
to reflect on the human goods are nothing but attempts to clarify and 
systematize with some degree of reliability the criteria for judging the 
goodness or badness of a particular condition.

In the case of the alleged badness of someone’s life, the way to pro-
ceed is to analyze the factors that lead a suicidal person to see her life 
as something bad. If a person is in good physical and psychological 
health; has a steady income, a rewarding job, a stable marriage, and 
well-adapted children; enjoys traveling and hiking; is full of curiosity 
about things near and far; retains a good sense of humor; and feels sup-
ported by her friends, it would be extremely paradoxical if she told us 
that her life was bad. In order to believe her we would probably have to 
assume that something in the overall picture has been misrepresented: 
perhaps her marriage is failing or her job has become insecure or her 
health is deteriorating. Or perhaps, whether she knows it or not, she is 
suffering from a psychiatric illness like depression.

In fact, we typically agree that chronic illness, physical pain, poverty 
and destitution, abandonment and solitude, financial or professional 
failure, physical disfigurement, neurosis and depression, and so on, 
would account for the truth of a person’s claim that her life is bad. These 
are indeed bad things, and the fact that they must be present for a true 
negative evaluation shows that life, in isolation from such evils, cannot 
be judged to be bad. Life itself remains good, and this is why we try to 
cure both physical and mental illness, alleviate pain, restore finances, 
provide companionship, provide employment, and so on. These are ra-
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tional efforts under the premoral principle of practical rationality that 
bids us to pursue goods and avoid evils. Life itself, even surrounded by 
evils, remains good. Similarly, intelligence remains good, even though 
having intelligence sometimes leads to painful experiences (such as 
learning that a close friend has betrayed you or that your beloved child 
has been kidnapped). Eyesight is a good, even though you may see hor-
rific events, such as a plane hijacked by terrorists being flown into a sky-
scraper. Because the life of a patient remains a good even if the patient 
is suffering, a number of consequences follow for our moral evaluation 
of suicide, PAS, and voluntary euthanasia.

Suicide

There is something naturally upsetting about an action in which a per-
son ostensibly turns against herself. It seems so unnatural for some-
one to do this that our first reaction when we hear someone expressing 
suicidal intentions or see someone making a suicidal move is to try to 
prevent her from carrying it out. We do this under the tacit or explicit 
assumption that the person must be severely depressed or otherwise 
psychologically disturbed, and that if stopped and duly helped, she may 
even be grateful that we intervened. In fact, suicidal threats are often 
interpreted as “a cry for help” rather than as a serious determination to 
end it all. Since it is difficult to claim that the decisions of severely de-
pressed or psychologically disturbed individuals are truly autonomous, 
the principle of autonomy cannot be invoked and intervention to pre-
vent them committing suicide is clearly justified. In fact, defenders of 
suicide have to introduce two very strong conditions to make their case 
plausible. They have to assume a completely autonomous individual 
(fully informed, acting without internal or external constraints, clearly 
wishing and effectively intending his death, etc.) who is, moreover, free 
of links and responsibilities to others who may be harmed by his death. 

Does such an individual exist? Most people have links to others, how-
ever tenuous they may be, and there is a good chance that those other 
individuals will suffer and be negatively affected, at least by the thought 
that they could have done something to help prevent the suicide. If the 
completely isolated individual is difficult to find, it is even more difficult 
to establish the perfect autonomy of the act itself. We have to assume 
that various negative conditions are present to understand why some-
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one might consider committing suicide, but it is precisely the presence 
of such conditions (mental or physical illness, poverty, solitude, etc.) 
that often prevents us from making truly autonomous decisions. How-
ever, let us grant that the perfectly autonomous and unencumbered 
suicidal individual exists, that he is neither depressed nor affected by 
external deprivations, and that he has no family and no friends (or least 
none who will be harmed by his death). What follows from this? Would 
his suicide be morally justified? If so, under what principle?

The principle of autonomy would only justify nonintervention by 
others to prevent him from committing suicide, but this tells us nothing 
about the morality of suicide itself. As in previous cases, we have to turn 
to other principles and identify the principle under which the action 
falls. It doubtless falls under nonmaleficence. Suicide is, after all, a nar-
rower case of homicide—that is, of intentionally killing a human being 
(in this case, oneself)—and is therefore prohibited by the principle that 
tells us not to destroy the basic human good of life. Suicide, then, is a 
morally wrong type of action.

It is clear that even an allegedly autonomous suicide is a deeply ir-
rational action not only because of the attack on the basic human good 
of one’s life but because autonomy is turned against itself. Autonomy 
is exercised to end autonomy. It is a violation of autonomy to destroy 
autonomy, even autonomously. If autonomy is so valuable, we should 
not destroy it, either in ourselves or others. In this sense, freely choosing 
suicide is even more irrational than freely selling oneself into slavery 
because in the case of slavery the possibility of future freedom remains. 
There is, by contrast, no return from death to life.

Physician-Assisted Suicide

Physician-assisted suicide is a subset of the class of conduct we call 
“suicide” and is therefore to be morally judged as a narrower instance 
within the broader set. If suicide in general is to be considered wrong 
under the principle of nonmaleficence, then PAS is also morally unac-
ceptable. The specific novelty in PAS is the intervention of a physician 
who provides the means for a person to bring about her own death.

The moral question to be considered is whether it is morally correct 
or incorrect for a physician to use his expertise in medicine to aid some-
one in committing suicide. Since he is not performing the main action, 
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he should not be judged as an agent but as someone aiding someone 
else’s action. Should he do it if asked by someone who considers her 
condition unbearable and wishes to take her life in an efficient and 
painless manner? Moreover, should he do it if he lives in a state such as 
Oregon, where the law allows him to assist a person to commit suicide, 
at least one who is “terminally ill,” without fear of penalty?2 Would he 
even have a moral obligation to provide assistance if there were no other 
physician available to do so?

These questions raise a host of broader issues that must be clari-
fied as we proceed. First, the fact that an action is legal, insofar as it is 
explicitly authorized by law in a given jurisdiction, does not guarantee 
that it is morally right. The law should follow morality, not the other 
way around. In fact, the natural law view is that an unjust law, a law 
that violates fundamental moral principles, is in some sense not really 
“law” at all (despite that fact that it has been validly enacted by a leg-
islature), just as a pharmaceutical that in fact poisons patients rather 
than cures them is not really a “medicine” (despite the fact it has been 
approved as a medicine by the relevant regulatory body). The decision 
of the physician must be judged morally, independently of the law in 
the jurisdiction where the action will be performed. History is replete 
with examples of people doing immoral things that were permitted by 
law. Think, for example, of slavery in ancient Rome or, more recently, 
in the United States.

Second, PAS (and also euthanasia, as we shall see) raises questions 
that take us from the general domain of bioethics into the domain of 
professional medical ethics because they affect the physician as physi-
cian. With the advances in medicine since the last century, the norms of 
medical ethics have become more complex and detailed, but this should 
not distract us from the essentials. Mainstream medicine as it is prac-
ticed today originated in Greece as a craft or art (téchne in Greek) that 
marshals means to attain a specific goal: the healing of the individual 
patient. Medicine often aims at preventing sickness and untimely death 
and providing comfort and alleviating suffering, especially when heal-
ing is no longer possible, but health was and still is the human good that 
defines the practice of medicine.

Two basic objections can be raised against this characterization of 
medicine. One is that the concept of “health” has been subject to skepti-
cal criticism. One often hears that a condition that used to be consid-
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ered a pathological state is no longer regarded as such, and that what 
was taken to be a healthy condition is now seen as defective, especially 
in the context of mental health. While it is true that there is room for 
significant and sometimes serious disagreement about what counts as 
“mental health” and “mentally ill,” it cannot be seriously doubted that 
medicine continues to be practiced under the assumption of a paradig-
matic notion of physical health that provides the criteria for everyday 
diagnosis and treatment. Physicians assume that a healthy pancreas 
ought to produce insulin and on that basis reach the diagnosis that a 
patient whose pancreas fails to produce insulin is diabetic. Practicing 
physicians and surgeons cannot afford to be skeptical about the notion 
of health.

The second objection is that, while there may be objective param-
eters for the determination of health, the healthy state is a good for the 
patient only if the patient feels that it is good for her. The unilateral 
determination of the good of the patient by the physician, the objection 
continues, is nothing but a remnant of the historical medical pater-
nalism that modern medicine tries to overcome. Patient autonomy re-
quires a doctor to do not what he thinks is good for the patient but what 
the patient wishes. The patient has the last word on what is good for 
her. Patient desire trumps medical opinion. This conflict seldom arises 
because most patients defer to the opinion of their physician. They are 
ready to acknowledge that he is, by training, an expert in the medical 
good, and they themselves consider it to be identical to their own good. 
Most patients are willing to take the drugs prescribed by their doctor 
or to undergo surgery at his recommendation. But conflicts may arise, 
for example, when a physician does not take into account the overall 
condition of a patient or when a patient requests a service that is either 
futile or openly inconsistent with the medical good. There is no general 
formula to reach a resolution of every such conflict, but it is useful to 
keep in mind that there are right and wrong desires, so just having a 
desire does not guarantee that it is of the right sort. Should a physician 
comply with a request for female genital mutilation or the amputation 
of healthy limb or to be blinded?

The request for PAS is an occasion that generates a confrontation be-
tween patient desires and medical commitment to specific goals. Under 
the principle of conscience, it seems unavoidable for a conscientious 
physician to conclude that he must abide by what he sees as the medi-
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cal good, and that aiding a patient in securing her death instead of her 
health is inconsistent with the defining purpose of the medical profes-
sion. To characterize PAS as a form of healing or medical “treatment” 
(Glannon 2005, 137) is a contradiction in terms. PAS is not helping to 
make whole or to make well; it is helping to make dead.

In PAS a physician plays an ancillary role, but there is another prac-
tice, euthanasia, in which the doctor is the main agent.

Euthanasia

Euthanasia (a “good death”) occurs when a physician intentionally ends 
the life of the patient, typically by administering a lethal injection, in or-
der to put an end to the patient’s suffering. The physician may perform 
euthanasia rather than arrange PAS because the patient is physically 
unable to kill herself even with assistance or because she is able to but 
would rather the doctor did the deed. If euthanasia is freely requested 
by the patient then it is “voluntary” euthanasia. If a physician intention-
ally causes the death of a competent patient who does not want to die, 
this is “involuntary” euthanasia. If the patient whose life is intentionally 
ended is incompetent, like a baby or a person with advanced dementia, 
then it is “nonvoluntary” euthanasia. Euthanasia can be brought about 
actively, such as by giving the patient a lethal injection, or passively, such 
as by withholding or withdrawing a treatment that would prevent his 
death. In the case of active and passive euthanasia, the intention of the 
physician is morally decisive. Intention here does not mean the ultimate 
intention, to relieve suffering, but the choice to bring about by effec-
tive means the primary goal of the action itself—namely, the death of 
the patient. In other words, a doctor carrying out euthanasia typically 
has two intentions, one (his ultimate goal) to alleviate suffering, and 
the second (his proximate goal, chosen and intended as means to that 
ultimate goal) to kill the patient. It is the latter, the intentional killing 
of the patient, that makes his action “euthanasia” as opposed to “the 
administration of palliative treatment.”

In the case of “active” euthanasia, typically by the administration of a 
lethal poison, the agent intentionally causes death. (If he did not intend 
it, he would not administer the poison.) But in withholding or omit-
ting a life-saving treatment, this is not necessarily the case. Death may 
be intended (and this is would be “passive” euthanasia or intentional 
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killing carried out by deliberate omission), but it may not, although 
foreseen, be intended. 

Euthanasia, the intentional ending of a patient’s life, must be dis-
tinguished from letting the patient die. If the intention of the agent in 
withholding treatment is not to kill the patient but to relieve the patient 
of the suffering caused by a procedure that has become too painful or 
is ineffective, then we are dealing with a different type of conduct, an 
omission that is rightly described as “letting die.” From a moral point of 
view, as we shall see, there is also a significant difference between passive 
euthanasia and legitimate letting die.

The moral judgment on the different kinds of euthanasia, and on 
letting die, will follow a similar path to the one we trod in our discus-
sion of suicide. When a physician engages in conduct that intention-
ally and actively seeks the death of the patient, there is a violation of 
nonmaleficence. The basic human good of life is attacked. Moreover, 
if the patient does not wish to die, the autonomy of the individual is 
also violated. This explains why involuntary euthanasia is almost uni-
versally rejected: it is a practice in which two basic moral principles are 
simultaneously violated. But does the fact that someone autonomously 
wishes to be deprived of the good of life make it morally permissible for 
the physician to comply with her wishes? Once again we encounter the 
limits of autonomy. Autonomy, as we have argued, does not guarantee 
morally right action. The physician must govern his actions primarily 
by the principles of beneficence and nonmaleficence. And in the pres-
ence of acute pain and suffering, these principles enjoin, first, medical 
treatment and, second, effective palliative care when recovery is no lon-
ger possible. The point is to attack what is bad in the condition of the 
patient (the illness and the pain, but not her life) and to let her die as 
peacefully as possible.

There are, moreover, real concerns that if the law were to allow vol-
untary euthanasia or physician-assisted suicide, it would lead down a 
“slippery slope” to ending the lives of patients who did not autono-
mously request a hastened death, who were not suffering seriously, or 
for whom there were alternatives such as palliative care (Keown 2002). 
There are two “slippery slope” arguments. The first, the “empirical” ar-
gument, runs that it would not be possible effectively to control the 
practice. How is the law to define concepts like “unacceptable suffering,” 
and how is it to ensure that requests are truly autonomous, and not 
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the result of clinical depression or pressure, subtle or otherwise, from 
relatives? The second, the “logical” argument, runs that if it is ethical to 
end the life of a suffering patient who requests it, it is logically ethical to 
end the life of a suffering patient who cannot. If voluntary euthanasia 
is justified by autonomy and beneficence (which, of course, natural law 
ethics denies), why does beneficence not justify euthanasia of the in-
competent? Why withhold relief simply because they cannot request it?   

Let us turn now to two possible scenarios that tend to blur the line 
that divides legitimate letting die from euthanasia. The first is the em-
ployment of strong pain-relieving drugs that may have the incidental 
effect of hastening death. The second is the withdrawing of life-sus-
taining means. In resolving questions of the first kind, the mainstream 
tradition in Western ethics has developed the principle of double effect 
(PDE), and in resolving questions of the second kind, it has introduced 
the distinction between a “proportionate” treatment and a “dispropor-
tionate” treatment.

Double-Effect Reasoning

We explained the PDE and its possible application to the removal of 
the unborn child in the previous chapter. Because of its importance 
in natural law ethical theory, let us remind ourselves of the principle’s 
standard formulation. An action that has a good and a bad effect is 
morally permissible if and only if the following conditions are satisfied:

(1) The action itself is not morally incorrect—that is, it does not 
violate by itself any moral norm and ultimately the principles of 
beneficence and nonmaleficence;

(2) The good effect intended by the agent is not achieved through 
the bad effect;

(3) The bad effect is not intended by the agent but only foreseen 
and tolerated; and

(4) There is proportionality between the good effect and the bad 
one. If the good effect is minimal and the bad effect considerable, 
the action may well be wrong. Moreover, if there is an alternative 
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course of action that does not involve producing the bad effect, 
that course should be followed.

Just as we considered a standard example of the application of the prin-
ciple at the beginning of life (in the case of Tiffany, the pregnant woman 
with a cancerous uterus), we can consider a standard example in rela-
tion to the end of life.

Roger is days from death and in considerable pain. He asks his doc-
tor, Dr. Shah, if she can do anything to alleviate his pain. Dr. Shah re-
plies that she can administer an analgesic, morphine, in order to ease his 
pain but that there is a risk that it may also have the effect of shortening 
his life by a few hours. May the doctor administer the morphine with 
Roger’s consent even though she knows it will have the effect of short-
ening his life?

According to the PDE, the answer is in the affirmative. Dr. Shah 
would be acting ethically because (1) to provide an analgesic is a mor-
ally permissible action; (2) the alleviation of the pain is not achieved 
through Roger’s death but by means of the morphine (his pain is re-
lieved whether or not his death is hastened); (3) Dr. Shah does not in-
tend Roger’s death (it is assumed) but merely foresees it (if she did 
intend his death, the PDE would not apply: neither its first nor third 
condition would be satisfied); and (4) the alleviation of Roger’s acute 
pain is not out of proportion to the shortening of his life by a few hours 
or days. (If, by contrast, Roger’s pain were slight and the shortening of 
his life as a result of the morphine were considerable, the good and the 
bad would be disproportionate and the action immoral. Moreover, if 
there were an equally effective palliative drug that Dr. Shah could use 
that would not have the effect of hastening death, she would not be 
justified in using the life-shortening drug.) In other words, if all the 
conditions spelled out by the PDE have been satisfied, the bad outcome, 
the incidental shortening of the life of a patient, is not in violation of 
nonmaleficence. (Although ours is a standard hypothetical used to il-
lustrate the application of the PDE at the end of life, the administra-
tion of morphine in proper doses at the end of life does not, in fact, 
shorten life.) This is, however, entirely different from euthanasia, where 
the intention of the doctor—in administering what may be exactly the 
same dose—is precisely to shorten the life of the patient. The differ-
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ence between ethical palliative care and euthanasia is sometimes tersely 
expressed as the difference between “killing the pain” and “killing the 
patient.” But, it might be asked, could a doctor who performs euthana-
sia not claim that his intention is merely to “kill the pain,” just like Dr. 
Shah’s intention? No. The doctor who performs euthanasia may very 
well intend to ease pain, but he also intends to kill the patient, as a 
means of ending the pain.

Let us now turn to the ethical question of when it is ethical to with-
hold or withdraw medical treatment or tube feeding.

Proportionate and Disproportionate Treatments

It is both rational and morally right (under the principle of benefi-
cence) to preserve one’s own life. It is also both rational and morally 
obligatory for a physician to do her best to preserve the lives of her 
patients, and yet she knows that a time may come when there is noth-
ing further she can do to prevent or postpone death. There are cases, 
however, when something can indeed be done because the illness or 
the pathological condition is not imminently fatal. Several options are 
open to the physician. She can do nothing, thus omitting a crucial inter-
vention, with the intention that the patient die. This would be passive 
euthanasia. At the opposite extreme is the marshaling of all available 
means to keep the patient alive at all costs. This is often called “medical 
obstinacy” or “vitalism,” which can be interpreted as an irrational and 
ultimately futile struggle against death itself. Somewhere in between is 
to allow the causal factor to run its course and thus let the patient die, 
foreseeing yet not intending his death.

Since the sixteenth century efforts have been made to develop ob-
jective criteria to decide whether a decision to withhold or withdraw 
treatment is morally correct. This is important because of the need to 
pass public moral judgment on the actions of health care providers who 
may do something wrong even while having the best of intentions. A 
physician may well not intend the death of a particular patient (and 
hence be not guilty of engaging in euthanasia), and yet if she lets him 
die in certain circumstances there may be a failure of beneficence on her 
part. From the perspective of the conscientious patient there is also the 
question whether rejecting certain forms of treatment would constitute 
suicidal behavior. An obsessive patient or his family, on the other hand, 
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may accuse a doctor of negligent behavior for not doing enough on his 
behalf.

Considerations such as these led to the development of the dis-
tinction between “proportionate” treatment and “disproportionate” 
treatment. There have been variations in the terminology employed. 
Historically, the distinction was between “ordinary” and “extraordi-
nary” treatments. However, sometimes the mistake was made of in-
terpreting “ordinary” and “extraordinary” in their everyday sense of 
“frequently employed” and “seldom employed.” But the distinction we 
are concerned with is a moral one, not an empirical one. It concerns 
what doctors ought to provide, not what they in fact usually provide. In 
order to avoid slipping into this error, many bioethicists today prefer to 
talk about “proportionate” and “disproportionate” treatments. Despite 
the difference in terminology, the basis for the distinction remains the 
same. It provides a criterion to pass moral judgment on different forms 
of medical treatment. The use of proportionate treatment is ethically 
obligatory, whereas the use of disproportionate treatment is ethically 
optional.

The crucial question, of course, is how to distinguish between pro-
portionate and disproportionate treatments. Although through the 
centuries different authors have provided slightly different accounts, 
the mainstream natural law position (one that, like the PDE, has in-
fluenced professional medical ethics) has been that, in drawing the 
distinction, one should consider the burdens (physical, psychologi-
cal, financial, etc.) imposed by the treatment and the benefits of the 
treatment. Both the burdens and the benefits are to be judged with ref-
erence to the individual patient. In other words, the moral question 
is: Would this treatment, even if it offers significant benefits, be too 
burdensome to the patient? Take Constance. Constance has been di-
agnosed with cancer of the bowel. Her doctor suggests chemotherapy. 
Even if the chemotherapy offers a reasonable chance of remission, if it 
nevertheless causes excessive burdens to Constance in terms of serious, 
persistent pain and nausea, Constance has a sound ethical reason for 
refusing the treatment. Sometimes the treatment can be worse than the 
disease. Excessive burden is therefore a sound ethical reason for refusing 
treatment, even treatment that offers a reasonable prospect of preserv-
ing life or restoring health. Another sound ethical reason for refusing a 
proposed treatment is if the treatment offers no reasonable prospect of 
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benefit. If the doctor says to Constance, “I’m afraid that chemotherapy 
will offer only a one in ten million chance of curing your cancer,” Con-
stance may reasonably refuse the treatment on the ground that it would 
be futile.3 In short, there can be no moral duty to consent to a treatment 
that is futile or that, if not futile, will involve excessive burden.

In the distant past, before the development of anesthesia, the am-
putation of a diseased limb could reasonably be considered dispropor-
tionate because of the pain involved in the surgery, particularly if the 
patient was highly sensitive to pain. Given advances in surgery, not least 
anesthetics and antiseptics, it would be much more difficult today to 
classify amputation as disproportionate.

Problems arise symmetrically when a physician either decides not 
to apply a proportionate treatment or insists on continuing with a dis-
proportionate treatment. Likewise, a patient (or his family or proxy) 
sometimes rejects a proportionate treatment or requests that a dispro-
portionate treatment be continued. There is no mathematical formula 
to resolve such problems but only general ethical considerations that 
may be useful to guide the corresponding deliberations of doctor, pa-
tient, and proxy.

A doctor who fails to apply an available treatment that would not be 
unduly burdensome (not too painful, or too expensive, etc.) and more-
over would be effective may be rightly accused of negligence, or worse. 
Equally, a doctor who insists on continuing a treatment that causes ex-
cessive suffering and has become futile may produce harm, and has an 
ethical obligation to desist. From the perspective of the patient, things 
are not as clear-cut because the distinction itself is relative to the condi-
tion of the patient. Refusal of a cheap and effective drug may be sui-
cidal, motivated by an intention to put an end to life: think of a diabetic 
who refuses his regular insulin shot because he is bored with life. Such 
refusals are seriously immoral. But a refusal of treatment may be, alter-
natively, a legitimate rejection of a means that the patient judges to be 
disproportionate from the broader perspective of his personal good. 
The medical good sought could be rightly regarded as only a part of his 
overall well-being. And, conversely, consent to a very painful treatment 
may be motivated by personal courage and the hope to live long enough 
to achieve other, nonmedical goals (such as to see a long estranged son, 
to celebrate the wedding of a daughter, or the birth of a new grandson, 
etc.) Decisions regarding the use or rejection of proportionate and dis-
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proportionate treatments in particular cases will be the result of a host 
of variables considered in light of the more general principles. Ideally 
such decisions should be the result of discussion between the attending 
physician and the patient (or the patient’s proxy). Much will depend 
on the particular patient and his or her personal situation, something 
physicians ought to appreciate and respect.

One question that has generated much media attention and bioethi-
cal debate concerns the question whether there is a duty to tube-feed 
patients in a persistent vegetative state (PVS). Is this a proportionate or 
a disproportionate treatment? Is it a medical treatment at all?

Tube Feeding Patients in PVS

Even though PVS is not common, the medically assisted nutrition and 
hydration, or tube feeding, of patients in PVS deserves scrutiny because 
it has become an issue of worldwide controversy. The controversy has 
been sparked by highly publicized cases like that of Terri Schiavo in 
the United States,4 Eluana Englaro in Italy (Day 2009), and Tony Bland 
in England.5 In all three cases withdrawal of tube feeding was permit-
ted by courts. All three patients died shortly—though by no means 
promptly—after its withdrawal. Were these cases, on the one hand, of 
passive euthanasia or, on the other, of legitimate letting die? Without 
being privy to all of the particular circumstances surrounding each of 
these cases, not least the intentions of those who withdrew or ordered 
the withdrawal of tube feeding, it is difficult to reach a responsible an-
swer to this moral question, so our aim will be to set out the more 
general considerations supporting each side of the controversy. Natural 
law ethicists can be found on either side.

Before describing PVS and discussing the ethics of withholding or 
withdrawing tube feeding in such cases, we should pause to note the 
importance of the words we use, words that can be quite loaded. When 
discussing abortion in the previous chapter we noted the different reso-
nances of the words “fetus” and “child.” Here too we should note the dif-
ferent resonances of, on the one hand, “medically assisted, or artificial, 
nutrition and hydration” and, on the other hand, “tube feeding.” The 
former connotes a medical intervention by doctors in white coats in 
hospitals. The latter, not so. Some relatives care for their loved ones in 
PVS and similar conditions at home, and feed them by tube. While it 
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is true that some issues in bioethics have been raised by new develop-
ments in medical technology, feeding tubes, even if “technology,” are 
hardly new. Equally, it is one thing to talk about a patient in PVS. It is 
quite another to talk about a patient in a state of persistent wakefulness 
without awareness. The former invites the conceptualization of the pa-
tient not as a human person, but as a “vegetable.” Indeed, it is not rare 
to hear people (heartlessly) describe those with such profound mental 
disabilities as “cabbages.”

PVS is a condition that involves the loss of functioning of the ce-
rebral cortex, which is necessary for the higher functions of the brain. 
A patient in PVS is thought to be completely unaware of herself and 
her surroundings, unable to perceive light, sounds, smells, and so on. 
Together with the loss of perception, a patient in PVS is also thought to 
have lost the sensations connected with perception, notably the ability 
to feel pain. Finally, loss of cortical activity also entails the loss of the 
ability for thought, action, and communication with other human be-
ings. However, since the remainder of the brain remains functioning, a 
person in PVS breathes unaided, has a beating heart, and can digest and 
excrete. Patients in PVS may have lost the ability to swallow. In short, 
PVS is rather like being in a persistent coma but, unlike a coma, the 
patient has sleep–wake cycles. Patients in PVS are not, as some jour-
nalists seem to think, “brain dead” (a condition we will discuss later), 
“terminally ill,” or dependent on mechanical ventilators. Provided that 
patients in PVS are fed and their infections are treated with antibiotics, 
they can often live, without machines, for many years.

Tube feeding is designed to overcome the obstacle posed by a PVS 
patient’s inability to swallow (or, if the patient has not lost that ability, 
to make it easier for the staff to feed them, both in terms of time and to 
reduce the risk of food going down the wrong way). It consists either of 
the insertion of a plastic tube through the nose and down the esophagus 
directly into the stomach (a nasogastric tube) or of the surgical inser-
tion of a tube through the abdomen into the stomach (a gastrostomy 
tube). In both cases the nutrients have to be prescribed by a physician 
or a similar expert, and both kinds of tube can result in infections and 
other injuries.

Different views of patients in PVS have been proposed: 
(1) As we shall see in the next chapter, some have proposed to make 
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the loss of all higher brain function a criterion for the death of the indi-
vidual. On this view, an individual in PVS should be declared dead. Her 
organs could be lawfully extracted for transplantation, and she could be 
buried. This view, however, flies in the face of the biological evidence. 
Patients in PVS continue to breathe and metabolize nutrients, exhibit 
homeostasis, and so on. In fact, the ethical controversy arises because 
Terri, Eluana, and Tony were not dead in the normal sense of the word 
when they fell into PVS, and in fact died only some years later after their 
tube feeding was stopped.

(2) Some would agree that a patient in PVS is alive but hold that 
only her body continues to live. The “person” herself passed away the 
moment the loss of the higher human functions became irreversible. 
This view requires us to posit two deaths, one of the “person” and one 
of the “body,” and is only possible on the basis of the sort of dualistic 
view we considered in chapter 4. Only two substances capable of inde-
pendent existence can be destroyed at different points in time. Since the 
mind, the substance that dualists identify with the person, has ceased 
to function, adherents of this view argue that the patient in PVS does 
not possess intrinsic dignity and need not be respected in the way we 
respect those who are fully conscious. A PVS patient is, as one advocate 
of this viewpoint put it, a “manicured vegetable” (Dworkin 1994, 192). 
This interpretation of the condition of a patient in PVS stands or falls 
with the plausibility of substance dualism, which we considered and 
rejected earlier.

(3) The monist view of our nature takes the PVS patient to be an in-
dividual who is alive and exercising his basic biological powers but who 
has lost the active use of sentience and thought due to incapacitation 
of the organs necessary for those functions. Does this loss of function 
entail the loss of personhood? Since personhood, on the monist view, 
does not reside in a substance externally attached to or occupying the 
body but is an essential power deeply rooted in our biology (we exercise 
reason because we grow to have the organs that sustain the higher func-
tions), it follows that the loss of the actualization of the higher func-
tions (without the loss of life) does not mean that personhood is lost.

Oedipus could not see because he destroyed his eyes, but he did not 
lose the root power of sight. If medical technology made it possible, say, 
to take his stem cells, grow new eyes, and reconnect them to his brain, 
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he would be able to see again. By analogy we can assume that if the neo-
cortical part of the brain of a patient in PVS could be properly repaired, 
again perhaps by using the patient’s own stem cells, he could in prin-
ciple regain awareness and other higher functions. It is thus reasonable 
to hold that a patient in PVS continues to be a person, though a severely 
disabled person. The genetic program that governs his existence as a 
unified organism still includes the information leading to the support 
of thought, even though that information is contingently inactive. A 
PVS patient is thus worthy of the same respect due all other persons.

Consider also the implications of views (1) and (2) not only for 
those in PVS but also for human beings with other mental disabilities. 
There are reportedly over 40 million people worldwide with dementia.6 
Should they (at least if their dementia is sufficiently advanced that they 
have lost their higher mental abilities like self-consciousness) be certi-
fied (on view 1) as “dead” or (on view 2) as “vegetables”? On either view, 
would it be unethical (at least painlessly and with the approval of their 
relatives, if any) to use them for experimentation (even lethal) or to take 
their organs (even vital)? And, if they are not to be used for experimen-
tation or organ harvesting, would it be unethical to dispose of them 
the way we standardly dispose of the dead, by burial or cremation (at 
least if—to ensure they did not suffer, and for aesthetic reasons—their 
heartbeat and respiration was first stopped)?

If views (1) and (2) of the condition of a patient in PVS were correct, 
there would be no problem about withdrawing tube feeding. On the 
first view the patient is already dead, and on the second view the “per-
son” is dead. Why would it be wrong to stop nutrition and hydration 
of a cadaver or a residual body? It is only on interpretation (3) that a 
difficult moral dilemma arises. Let us assume first that the person, long 
before falling into PVS, had left clear instructions (in an advance direc-
tive) that she did not want to be fed by tube if she were ever in PVS. That 
her wish be respected would be urged by those who advocate a “right 
to die.” However, this vague phrase needs careful analysis. We should 
not turn a deaf ear to its paradoxical sound. Consider “the right to be 
mugged.” This sounds absurd simply because it is bad to be mugged 
and our common understanding is that a right is basically a legitimate 
claim to something good. As we saw earlier, a conceptual analysis of the 
alleged badness of certain lives shows that it is not life itself that is bad 
but certain evils that happen to affect it in certain circumstances, like 



End-of-Life Issues 85

pain or disease. For living beings, death remains, on a physical level, the 
ultimate bad. This helps to explain why many people go to great lengths 
to safeguard their life and health (from avoiding danger to taking regu-
lar exercise and eating healthy foods). So, if the “right to die” means a 
right to end one’s life, to commit suicide by refusing life-prolonging 
treatment, it should be rejected. Or does the phrase connote a right 
to resist medical obstinacy or vitalism? Does it mean a right to resist 
doctors who, forgetful that the core purpose of medicine is to restore 
patients to health, practice “meddlesome medicine” and try to preserve 
life at all costs, even by way of clearly disproportionate treatments that 
impose excessive burdens on the patient or her family? If this is what 
the “right to die” means, it is a legitimate right. (However, the dangerous 
ambiguity in the phrase is a good reason for avoiding its use altogether.)

An autonomous decision to decline tube feeding can, then, be inter-
preted in a manner that squares with practical rationality. It may well be 
a choice to avoid a disproportionate burden on oneself and one’s family 
(such as the considerable expense of being cared for around the clock in 
a private facility) or charitably to save health care resources so that they 
can be used to benefit others even though one foresees that the result of 
refusing tube feeding will be death. If either of these reasons accounts 
for the refusal, it seems reasonable to honor the choice of the patient.

But what if the patient has not made an advance directive refusing 
treatment or has not appointed a proxy with authority to refuse on her 
behalf? The question whether to institute or to continue tube feeding 
in such a case is difficult. Even among natural law ethicists who agree 
about the basic goodness of life and about the importance of due re-
spect for the person in PVS, there are two different positions:

(A) Those who adopt the first position favor a narrow application of 
the distinction between “proportionate” and “disproportionate” treat-
ments. Focusing on the means involved in tube feeding, they argue that 
tube feeding is not a treatment at all—it is simply basic care, like keep-
ing the patient warm and clean; that delivering the nutrients is neither 
painful nor excessively burdensome; and that it is not futile because 
it keeps the patient alive for as long as he can assimilate the nutrients. 
On this approach tube feeding turns out to be a proportionate means 
for virtually every patient. Withholding tube feeding from a patient in 
PVS, or withdrawing it from such a patient, involves the intentional 
ending of the patient’s life or at least the intentional abandonment of 
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the patient. The rock-bottom moral conviction sustaining this position 
is that providing bread and water to a fellow human being, especially 
when sick and vulnerable, is such an elementary duty that the fact that 
they are delivered through a tube is irrelevant. Others may object that 
in a disadvantaged area where the required technological means are not 
available, those patients would have naturally passed away under the 
effects of their pathology. Defenders of position (A) would reply that 
where insulin is not available, diabetics die, but that this is not a valid 
reason to withhold insulin treatment if it is available. 

(B) Those adopting the second position favor a contextual applica-
tion of the distinction between “proportionate” and “disproportionate” 
means. They broaden the scope of what is to be considered in drawing 
the distinction. They accept that tube feeding is not therapy (what, after 
all, is it thought to be treating?) but hold that it nevertheless requires 
medical expertise; that although the delivery of the nutrients is not ex-
cessively burdensome for the patient, the care of the PVS patient can be 
very burdensome (psychologically and financially) for the family and 
the community; and that there is a sense of futility in keeping an un-
conscious patient alive, with no hope of recovery, for five, fifteen, or fifty 
or more years only because there is a technologically advanced way of 
providing nutrients. For these reasons, tube feeding can be considered 
disproportionate for certain patients, and its withdrawal would amount 
to legitimate letting die. The grounding intuition behind this position 
is that modern medical technology is leading us to needlessly prolong 
lives, and we do not have the conceptual resources to justify a rejection 
of its use. In fact, modern medical technology is guided by exactly the 
same criteria that characterize proportionate treatments: its goal is to 
discover procedures, instruments, drugs, and so on that are less and 
less burdensome and more and more efficient. In other words, modern 
medical technology, on this second view, tends to turn all means into 
proportionate means and thus generates a drive toward the relentless 
use of all successful procedures available to the physician. Medical ob-
stinacy is not simply an arbitrary choice of some doctors: it is deeply 
rooted in a pervasive feature of contemporary culture. According to this 
view, we owe it to our weak and vulnerable fellow human beings to pro-
tect them from a technologically driven prolongation of their lives. Of 
course, those adopting position (A) could counter that this is not really 
a matter of new technological development at all, that tube feeding is a 
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fairly basic way of facilitating the feeding of patients who can no longer 
swallow, or those who can.

More collective thought by ethicists in the natural law tradition will 
be needed before a consensus is reached on the question whether there 
is a duty to tube-feed patients in PVS. The natural law tradition is a 
living, developing tradition. It does not pretend to have reached a con-
sensus on all the answers.

A final point. The practical importance of the question should not 
be overstated. Patients in PVS often contract infections, not least due 
to their immobile condition and to the placing and replacing of the 
tube. The question whether antibiotics may ethically be withheld when 
PVS patients contract infections would probably attract a substantial 
consensus in favor of an affirmative answer. Antibiotics are indubitably 
a medical treatment rather than basic care, and it is much easier to 
argue that they are a disproportionate treatment in the case of patients 
in PVS. If the core goal of medicine is to restore patients to health and 
well-functioning, or to some approximation to it, then, given the unar-
guably deprived condition in which patients in reliably diagnosed PVS 
find themselves, a condition of profoundly diminished flourishing, and 
given the (present) inability of medical science to restore them to a 
condition approximating health and well-functioning, there is a good 
ethical argument that antibiotics in such a case constitute futile medi-
cal treatment. Giving antibiotics to a patient in PVS is, the argument 
would run, similar to ventilating someone who is near death. Neither 
can restore the patient to health. Both are futile. Neither is, therefore, 
morally required.

Notes
1. This chapter could profitably be read in conjunction with Gómez-Lobo 

(2002, chap. 8). The debate over physician-assisted suicide and euthanasia has 
generated an enormous literature. See, for example, Jackson and Keown (2011).

2. See the Death with Dignity Act, Oregon.gov, October 27, 1997, http://public 
.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/Deathwith 
DignityAct/Pages/index.aspx.

3. The word “futile” comes from the Latin for “leaky.” Futile means ineffective 
or pointless, like trying to fill a leaky bucket with water.

4. See “Brain-Damaged Terri Schiavo Dies,” BBC, March 31, 2005, http://
news.bbc.co.uk/2/hi/americas/4398131.stm. For a revealing legal analysis of the 
case, see Snead (2005).
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5. For an ethical and legal analysis of the declaration by the Law Lords that it 
was lawful to withdraw his tube-feeding see Keown (1997).

6. In 2013 there were an estimated 44.4 million people worldwide with de-
mentia. This number is predicted to increase to an estimated 75.6 million in 2030, 
and 135.5 million in 2050. Alzheimer’s Disease International, “Dementia Statis-
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Chapter 8

Issues IN trANsPLANtAtIoN

Medical technology is morally neutral: it can be used ethically or un-
ethically. It is sometimes used unethically, to take life. Another unethi-
cal application is in the futile and wasteful attempt to preserve life at 
all costs. But technology can also be used for good purposes. Organ 
transplantation, for example, has restored many patients to normal 
functioning, including many patients who would otherwise have died 
because of the failure of a vital organ like a heart or liver. Organ trans-
plantation is clearly in line with the traditional goals of medicine: it 
aims at the restoration of health and the prevention of untimely death. 
But, until scientists are able to create organs in the laboratory, trans-
plants require that a human organ be removed, either from a dead do-
nor or, in the case of paired organs like kidneys, from a living donor. 
A host of ethical questions arise with regard to the choices made and 
the actions performed by the many agents involved in transplantation 
procedures. Let us consider just a few of those questions.

The “Dead-Donor Rule”

The admirable success of transplantation techniques has given hope 
to thousands of patients who a few decades ago would have given up 
hope. In many developed countries, such patients can now be placed 
on a waiting list for an organ. This has generated a sizeable demand for 
organs, with supply noticeably lagging behind. There are various rea-
sons why organs are not donated in sufficient numbers, and it is the task 
of social scientists to determine the reasons for this through empirical 
research. Moral philosophy, as a normative discipline, is not called upon 
to explain collective behavior but to ethically assess any proposals put 
forward to improve the availability of organs. One proposal is to enact 
“presumed consent” laws, which would allow organs to be taken after 
death unless the deceased had registered an objection during his or her 
lifetime. Another proposal is to create a commercial market in organs. 
Yet another proposal, and one we shall consider here, is to allow the 
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removal of vital organs (such as a heart) even though the donor is not 
yet dead.

If we ignore living donation (e.g., a kidney given by a brother to 
a sister), the process of organ transplantation usually originates when 
someone is involved in a serious accident, for example, a motorcycle 
accident, and his organs are removed, preserved, transported to a 
transplantation center, and grafted into the body of a recipient. If the 
extraction team waits too long, the viability of the organs may be com-
promised due to loss of oxygenation.

Sometimes the donor is in a hospital setting and has agreed to donate 
her organs, but the likely circumstances of her death may lead to loss 
of oxygenation and make the use of her organs infeasible. To deal with 
such cases, and in order to increase supply, some have proposed extract-
ing organs from patients who, though still alive, are close to death and 
have previously agreed to donation. The acceptance of such a practice 
would amount to abandoning the so-called dead-donor rule, the moral 
norm requiring that the removal of vital organs take place only after the 
donor has died. If the donor is still alive, taking her vital organs inevita-
bly brings about her death. Is abandoning the dead-donor rule morally 
justifiable? A utilitarian justification based on promoting the happiness 
of those receiving the organs might be advanced. However, for reasons 
given earlier, utilitarianism was rejected as ethically unacceptable. And, 
even if the donor had consented to the removal of a vital organ, would 
its removal not be a case of using one human being as a mere means for 
the benefit of another? Such concerns may lead opponents of the dead-
donor rule to switch their focus to the process of organ extraction itself 
and argue either that the resulting death is a form of justified active 
euthanasia or that, if one accepts the PDE, it is a case in which the death 
of the donor is a foreseen but unintended consequence of the extraction 
and which satisfies the PDE (DeGrazia 2005, 154–55, esp. n85). Both 
lines of argument are misguided.

Even if active euthanasia were morally right (which, as we main-
tained earlier, it is not), killing a human being for the benefit of other 
individuals could hardly count as euthanasia, for a central element in 
the concept of euthanasia is benefit to the patient herself. Killing one 
person by taking their organs to benefit others is not “euthanasia” in any 
recognizable meaning of the term.

The suggestion that the PDE might justify the rejection of the dead-
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donor rule is also unpersuasive. John Finnis, considering a comparable 
scenario in which a hypothetical eccentric surgeon, while operating on 
a patient for appendicitis, removes the patient’s heart for the purpose 
of later experimentation, comments that the surgeon treats the patient’s 
body as his own to dispose of and that, though the surgeon’s intent is 
not precisely to kill the patient, it is precisely to treat the patient as if he 
were a mere subhuman object. The removal of the heart is, moreover, 
an intentional mutilation, a violation of the patient’s bodily integrity as 
a means. (Finnis 2011a, 193–94; 196–97n3).

Further, abandoning the dead-donor rule in order to increase the 
availability of organs for transplantation may backfire. If practice 
changed to allow organs to be taken from those who were not yet dead, 
many reasonable people would surely refuse to register as organ donors, 
or would refuse permission for the organs of their loved ones to be 
used, for fear that their organs would be harvested while they are still 
alive and while they perhaps had a chance of survival. The loss of trust 
generated by those fears would also have lasting consequences for the 
medical profession itself, a profession whose social standing and ability 
to carry out its role of preserving life and restoring health depend on 
its uncompromised commitment to the life and health of each patient. 
On both moral and prudential grounds, then, it would be wrong to 
abandon the dead-donor rule. To observe the rule, however, we must 
determine when someone has indeed died.

The Determination of Death

When has a human being died? The answer is not as simple as the ques-
tion. Before considering answers that have been given, it would be use-
ful to clarify what has become a very convoluted and controversial issue. 
The determination of the death of a human being should be considered 
against the background of at least the following assumptions:

(1) We know that death is something that eventually happens to all 
living organisms: plants, animals, and humans. Inorganic things like 
plastic ducks do not die, and human beings as a subset of living beings 
do not undergo a biologically special kind of death.

(2) There is only one death for each organism. To assign more than 
one death to an organism entails that the given organism did not die the 
first time or that we are dealing with more than one organism.
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(3) Death is an event in nature, and the determination of death is an 
objective judgment on our part. To say that the determination of death 
is “a moral issue” is to confuse two quite different human actions. Our 
decision to do or not to do something (e.g., to remove organs) is subject 
to moral evaluation, but the determination that a human being is dead 
is not a moral issue (though it may have moral implications for how we 
should act, or not act, in the light of that determination). The determi-
nation of death can be correct or incorrect, accurate or inaccurate, but 
it cannot be morally right or morally wrong.

To hold that death is an event in nature that has to be objectively as-
certained does not entail that it is easy to verify when it has taken place 
or that it can be subject to direct observation. Indeed, in past decades 
there has been a significant change in the way death may be determined. 
Some authors talk about a change in the “definition” of death and are 
willing to enumerate multiple “definitions” among which individu-
als may choose. But this seems clearly wrong. To define is to assign a 
meaning to a term. If there is a change in definition, that is, if during a 
debate or conversation a new meaning is introduced for a given term or 
expression, those who use that term in the old sense and those who use 
it in the new sense may well be talking about different things. If “death” 
undergoes a change in definition, it becomes ambiguous, and a ratio-
nal discussion about death simply cannot take place because the word 
stands for different things. For the sake of sound bioethical reasoning, 
the ordinary meaning of “death” must remain stable and should apply, 
as we mentioned earlier, not just to humans but also to animals, insects, 
trees, and plants. A simple, standard definition of death is the irrevers-
ible cessation of the life of an organism. It is true that we also talk about 
the death of an organ or the death of a tissue, but it is clear that these 
are derivative uses that can be paraphrased by using the terms “dys-
function” or “failure.” Death of the brain can be correctly called “brain 
dysfunction” or “brain failure” by analogy with our talk about heart or 
liver failure. The ordinary meaning of “death,” moreover, indicates that 
death is a negative notion. It amounts to a privation (what Aristotle 
called a stéresis [Physics I. 7. 191 a 7–14]). Hence, the primitive notion 
on which the understanding of death hinges is that of life. Stones are 
not deprived of life, for they were never alive in the first place.

In an ideal world we would be able to identify the essential formula 
of life just as we identify H

2
O as the essence of water, but we are far 
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from being able to achieve that, although it is fair to say that genetics 
is moving in that direction. The best we can do at present is to rely on 
certain signs that indicate that something is alive. For example, if a body 
exhibits order, nutrition and excretion, growth and development, cell 
division, homeostasis, and so on, we can say with confidence that it is 
alive (Campbell and Reece 2002, 5). If it no longer exhibits some or 
most of those functions, for example, cell division and growth (and if 
it previously did), we can presume that the organism has died. Tests, in 
turn, are designed to verify signs. To focus on certain signs and to ne-
glect others in order to determine whether an organism is dead or alive 
is to choose a criterion. (A criterion, as its Greek root suggests, func-
tions in the manner of a sieve that allows us to separate liquids from 
solids. To have a criterion for something is to possess a way of discrimi-
nating between it and items from which we want distinguish it.) Signs 
are naturally given, whereas criteria are chosen. To say that a criterion 
for embryonic death is that its cells (blastomeres) no longer divide is to 
decide to take cell division as a sign of life at the embryonic stage.

If we now concentrate our focus on human beings, there are three 
competing criteria to distinguish between a living and a dead indi-
vidual. The traditional criterion has been irreversible cardiac and pul-
monary arrest. To verify this criterion, various tests have been devised. 
Some are simple, such as placing a mirror by the patient’s nose and 
mouth to observe condensation, and some are more sophisticated, such 
as listening to the heart with a stethoscope. The criterion assumes that 
a heartbeat (with the consequent circulation of blood) and breathing 
(with the consequent intake of oxygen) are basic signs of life such that 
their irreversible cessation indicates that death has taken place. The loss 
of circulatory and respiratory functions, it should be emphasized, is 
neither a “definition” of death nor (presumably) death itself.

With the advent of the artificial ventilator in the 1960s, the func-
tions of the heart and lungs that would have naturally stopped as a 
consequence of the loss of brain function could be artificially sustained. 
This encouraged the search for a new criterion in the realization that 
heartbeat and breathing were no longer reliable signs or indicators that 
a person is alive since it had become possible, by way of machines, to 
artificially maintain these functions.

In order to discern whether somebody connected to a ventilator was 
dead or alive, a second and novel criterion was developed on the basis of 
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two assumptions. The first was that the integration of biological func-
tions is an essential aspect of life. The other assumption was that the 
brain is responsible for the integration of the whole organism. Under 
these assumptions, the complete loss of brain function was adopted as 
a criterion known as the “whole brain” definition of death. This crite-
rion allows for the removal of organs of someone who is “brain dead,” 
someone whose brain has completely ceased to function. Since this is 
compatible with artificially maintained breathing and heartbeat, this 
criterion provides favorable conditions for the extraction of oxygen-
ated organs suitable for transplantation. In fact, the development of 
this criterion was arguably prompted by the progress of transplantation 
surgery and has been the basis of statutes regulating organ transplanta-
tion in the United States and in other countries. (Interestingly, in the 
United Kingdom the definition adopted by the medical profession is 
different: it is death of part of the brain, the “brain stem,” the part of 
the brain that is connected to the spinal cord. It appears, then, that you 
could at the same time be regarded as dead by physicians in the United 
Kingdom but not by physicians in the United States.)

The “whole brain” criterion of death, however, has been attacked on 
two fronts. On one front are those who appeal to empirical evidence 
that is claimed to show that some patients continue to exhibit inte-
gration and integrated functioning even after they have been declared 
“brain dead,” about which more later. The second front questions the 
assumption that biological integration is necessary and sufficient for 
human life. On the view of these critics, what matters is not bodily 
integration but the integration of the mind and body. Accordingly, they 
have proposed a different criterion, to which we shall now turn.

This third criterion holds that a human individual is dead when there 
is irreversible loss of all higher brain functions (Veatch 2005). Among 
those functions are consciousness and self-consciousness, the capacity 
to judge and reason, and the power to will and decide. It is known that 
the cortex or “higher brain” is necessary to sustain these functions. On 
this third criterion, once these functions are lost because the cerebral 
cortex has ceased to function, no human individual continues to ex-
ist, although a body with a spontaneously beating heart and unassisted 
breathing may continue to live. Patients in PVS would be held to satisfy 
this third criterion.

This higher brain criterion is, however, vulnerable to criticism (De-
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Grazia, 2005, chap. 4). It is, indeed, the least reasonable of the answers 
we have considered to the question of when a human being has died. 
First, it seems to provide a criterion valid only for human beings. As we 
have already pointed out, death is a phenomenon that affects all living 
beings, including human beings, cats, and frogs. Further, it seems to 
defy the natural signs of life, for it allows us to declare dead an organism 
that may be discharging the basic functions of respiration, nutrition, 
excretion, growth, homeostasis, and so on—an organism that is defi-
nitely not undergoing putrefaction. Indeed, the higher brain criterion 
forces us to posit two deaths possibly occurring at different dates, one 
for the mind and a second for the body (Glannon 2005, 122). It is not 
surprising that no jurisdiction in the world appears to have made this 
criterion its legal definition of death.

From a philosophical perspective, it clear that the higher brain crite-
rion depends on a dualistic view of human nature. If we are composites 
of two different things, a body and a mind (which may or may not be 
considered identical to our brain), and if we as persons are identical 
to our minds, then it is sensible to hold that when our mental powers 
are irretrievably lost, we have ceased to exist, independently of what 
may happen to our bodies. Moreover, since, on this approach, harm 
is equivalent to conscious harm, the living body of a permanently un-
conscious individual would not be harmed if its organs were extracted. 
On this view our bodies are extraneous to us. They are not us; they are 
instruments we “inhabit” and use.

The first two criteria to determine death, on the other hand, are con-
sistent with a unified conception of human nature, with the monist 
view. If we are but one living being, then just as we come into being only 
once, we die only once, and that happens when our bodily life comes 
to an end, not just when we have lost consciousness. The loss of con-
sciousness is not the destruction of a second substance but the loss of 
a natural power that depends on healthy brain functioning for its exer-
cise, akin to the loss of sight through damage to the eyes or retina. It is a 
power we would have were it not the case that our cortex had been seri-
ously damaged, just as serious damage to the eyes or retina leads to loss 
of sight. We retain both those powers even though we cannot exercise 
them because of the failure of the organs associated with them. As we 
suggested earlier, repair of someone’s eyes could help them to recover 
vision. So too, repair of someone’s cortex could help them to recover 
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consciousness. Once they had recovered consciousness, would we say 
they had “come back from the dead?” Of course not. They were alive all 
along but had simply been unable to exercise their radical capacity for 
consciousness, the root capacity they had from their very beginning. 
They would be able to exercise their consciousness again because it was 
a capacity they had never lost.

Before we considered the third or neocortical criterion of death, we 
mentioned a challenge to the whole brain death criterion. This chal-
lenge invokes empirical evidence that is claimed to show that some 
patients whose brain has completely ceased to function nevertheless 
continue to exhibit signs of life. In order to dismiss this challenge, it 
would have to be shown either that the diagnosis of brain dysfunction 
was wrong in those cases or that the signs of life are those of lingering 
subsystems and not of the body as a whole.1 Proponents of the challenge 
have marshaled interesting empirical evidence that they claim proves 
both the reliability of the diagnosis of whole brain death in virtually all 
cases and the holistic character of the vital functions (i.e., proportional 
growth, homeostasis, overall immune reaction) observed in these pa-
tients (Shewmon 1998, 2001, 2011). This challenges the view that the 
brain is in fact the regulator of the body’s integration and suggests that 
the source of integration may be diffused through the body. In support 
of this view, it could be pointed out that a healthy embryo displays a 
high level of physiological coordination and integration long before he 
or she has a functioning brain. Perhaps, then, the integrative function is 
exercised not by a specific organ but by the genetic information that is 
at work in our bodies throughout our lives. On this view, death occurs 
when the overall genetic activation and coordination ceases.

On the other hand, it could be argued that an embryo is a much 
smaller and simpler entity than an adult human being, and the fact 
that embryonic self-integration does not require a brain does not entail 
that self-integration at later stages does not require a brain. Moreover, 
we do not in any event have a way of testing or observing when overall 
genetic activation and coordination ceases and are thus limited once 
again to the evidence provided by irreversible cessation of cardiopul-
monary function. This appears to provide the most reliable criterion 
to determine death compared to the uncertainties that surround the 
whole brain dysfunction criterion.

It should be clear by now that the answer to the question “When is 



someone dead?” is not as straightforward as it might at first seem. Those 
in the natural law tradition agree that death occurs with the irreversible 
cessation of integrated organic functioning and, although many think 
this occurs with the death of the brain, some hold that the only fully 
reliable criterion for death is the irreversible cessation of respiration 
and heartbeat.2

Other vexed ethical questions surrounding transplantation abound, 
some of which, such as proposals for “presumed consent” laws and for 
allowing the buying and selling of organs, we mentioned at the be-
ginning of this chapter. One other question that we should mention, 
because of its obvious relevance to the definition of death, concerns 
the controversial practice of “donation after cardiac death.” How much 
time should elapse between the cessation of heartbeat and the removal 
of the heart or other vital organs for transplantation? Some transplant 
surgeons wait only a few minutes. Is this sufficient to ensure that the 
cessation of heartbeat is irreversible (see Kaczor 2011)?

In conclusion, the debate about the determination of death is very 
much alive. One wonders how many of the thousands of people who 
have consented to their organs being taken after they are “dead,” whether 
this is determined on the basis of whole brain death or cardiac death, 
know that issue is so contested and controversial. And if they do not 
know, can they be said to be making a truly informed and autonomous 
decision?

Notes

1. There is the further concern that the coordination of these subsystems is 
now being maintained through external causes, such as a ventilator, and can only 
be maintained through these external causes. Life requires not only integration 
but self-integration. With the help of machines, organs in a laboratory could be 
made to function in a coordinated way if connected to each other, but that would 
not make them a unified whole.

2. For an interesting collection of essays, see Jensen (2011). See also Lee and 
Grisez (2012).
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ePILogue

This book has sought to introduce the reader to an important but often 
and unfairly neglected framework for bioethical reflection. It is a frame-
work indebted to some of the greatest minds in Western philosophy, 
past and present, that can trace its origins to the ancient Greeks and 
their eagerness to discover something crucial to leading a truly flourish-
ing life: a correct appreciation and understanding of the fundamental 
human goods. If we get the goods right, we can aim at participating in 
them and have a reasonable prospect of leading a flourishing life, both 
humanly and morally. If we get them wrong, or choose against them or 
neglect them, then we will live a life that is stunted, both humanly and 
morally.

In any conception of the human goods, life should play a central 
role both as an end in itself and as an essential means to enjoying the 
other basic goods. It is hard to deny that one has to be alive to enjoy 
other goods, and we have noted that, although life sometimes seems to 
be bad because of the evils affecting it (illness, poverty, abandonment, 
hopelessness, etc.), the thought experiment of thinking away those evils 
confirms that life remains, in itself, good and desirable. It follows that 
efforts to do away with those evils are rational and laudable, whereas 
attempts to terminate the lives of human beings are anything but.

It is hoped that this modest, introductory book encourages read-
ers to consult the growing literature reflecting the renewed interest in 
natural law theory and its relevance to the many vital bioethical ques-
tions facing the modern world. There are, needless to say, many other 
bioethical questions beyond the scope of a short volume like this, from 
questions of justice in the allocation of health care resources; to ques-
tions of discrimination in health care provision on the grounds of age, 
sex, race, and social status; to questions of human “enhancement”.1 The 
fact that such issues have not been addressed here does not mean natu-
ral law ethics does not bear on them and has nothing to say about them. 
On the contrary, natural law ethics has much to contribute on these 
issues, not least by articulating and defending the key notion of the 
fundamental equality of all human beings, especially the most vulner-
able, including the dying, patients with advanced dementia, those in 
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PVS, the frail elderly, those with severe learning disabilities, the disabled 
newborn, the unborn, and the embryonic human being in the labora-
tory freezer or dish. Given that both of the dominant approaches to 
bioethics in universities and colleges today—utilitarianism and princi-
plism—openly reject that belief in fundamental equality, the need for 
and importance of the natural law voice in the bioethical conversation 
has never been greater. 

Note

1. Reflecting the philosophical richness of natural law thought, there are also 
many vital questions beyond the scope of bioethics on which it has long made, 
and continues to make, an important contribution, such as questions of criminal 
justice and war, including the possession and use of nuclear weapons, and ques-
tions of social justice.
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Appendix A

The Status of the Human Embryo
Statement of Professor George (Joined by Dr. Gómez-Lobo),  
in Human Cloning. 2002. Report of the President’s Council on 
Bioethics. Washington, DC: Appendix.

The subject matter of the present report is human cloning, the production of a 
human embryo by means of somatic cell nuclear transfer (SCNT) or similar tech-
nologies. Just as fertilization, if successful, generates a human embryo, cloning 
produces the same result by combining what is normally combined and activated 
in fertilization, that is, the full genetic code plus the ovular cytoplasm. Fertil-
ization produces a new and complete, though immature, human organism. The 
same is true of successful cloning. Cloned embryos therefore ought to be treated 
as having the same moral status as other human embryos.

A human embryo is a whole living member of the species homo sapiens in the 
earliest stage of his or her natural development. Unless denied a suitable envi-
ronment, an embryonic human being will by directing its own integral organic 
functioning develop himself or herself to the next more mature developmental 
stage, i.e., the fetal stage. The embryonic, fetal, infant, child, and adolescent stages 
are stages in the development of a determinate and enduring entity—a human 
being—who comes into existence as a single cell organism and develops, if all 
goes well, into adulthood many years later.1

Human embryos possess the epigenetic primordia for self-directed growth 
into adulthood, with their determinateness and identity fully intact. The adult 
human being that is now you or me is the same human being who, at an earlier 
stage of his or her life, was an adolescent, and before that a child, an infant, a fetus, 
and an embryo. Even in the embryonic stage, you and I were undeniably whole, 
living members of the species homo sapiens. We were then, as we are now, distinct 
and complete (though in the beginning we were, of course, immature) human 
organisms; we were not mere parts of other organisms.

Consider the case of ordinary sexual reproduction. Plainly, the gametes whose 
union brings into existence the embryo are not whole or distinct organisms. They 
are functionally (and not merely genetically) identifiable as parts of the male or 
female (potential) parents. Each has only half the genetic material needed to 
guide the development of an immature human being toward full maturity. They 
are destined either to combine with an oocyte or spermatozoon to generate a 
new and distinct organism, or simply die. Even when fertilization occurs, they do 
not survive; rather, their genetic material enters into the composition of a new 
organism.

But none of this is true of the human embryo, from the zygote and blastula 
stages onward. The combining of the chromosomes of the spermatozoon and 
of the oocyte generates what every authority in human embryology identifies 
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as a new and distinct organism. Whether produced by fertilization or by SCNT 
or some other cloning technique, the human embryo possesses all of the genetic 
material needed to inform and organize its growth. Unless deprived of a suitable 
environment or prevented by accident or disease, the embryo is actively devel-
oping itself to full maturity. The direction of its growth is not extrinsically de-
termined, but is in accord with the genetic information within it.2 The human 
embryo is, then, a whole (though immature) and distinct human organism—a 
human being.

If the embryo were not a complete organism, then what could it be? Unlike 
the spermatozoa and the oocytes, it is not a part of the mother or of the father. 
Nor is it a disordered growth such as a hydatidiform mole or teratoma. (Such 
entities lack the internal resources to actively develop themselves to the next more 
mature stage of the life of a human being.) Perhaps someone will say that the 
early embryo is an intermediate form, something that regularly emerges into a 
whole (though immature) human organism but is not one yet. But what could 
cause the emergence of the whole human organism, and cause it with regular-
ity? It is clear that from the zygote stage forward, the major development of this 
organism is controlled and directed from within, that is, by the organism itself. So, 
after the embryo comes into being, no event or series of events occur that could 
be construed as the production of a new organism; that is, nothing extrinsic to 
the developing organism itself acts on it to produce a new character or new direc-
tion in development.

But does this mean that the human embryo is a human being deserving of 
full moral respect such that it may not legitimately be used as a mere means to 
benefit others?

To deny that embryonic human beings deserve full respect, one must sup-
pose that not every whole living human being is deserving of full respect. To do 
that, one must hold that those human beings who deserve full respect deserve it 
not in virtue of the kind of entity they are, but, rather, in virtue of some acquired 
characteristic that some human beings (or human beings at some stages) have 
and others do not, and which some human beings have in greater degree than  
others.3

We submit that this position is untenable. It is clear that one need not be 
actually conscious, reasoning, deliberating, making choices, etc., in order to be a 
human being who deserves full moral respect, for it is clear that people who are 
asleep or in reversible comas deserve such respect. So, if one denied that human 
beings are intrinsically valuable in virtue of what they are, but required an addi-
tional attribute, the additional attribute would have to be a capacity of some sort, 
and, obviously a capacity for certain mental functions. Of course, human beings 
in the embryonic, fetal, and early infant stages lack immediately exercisable ca-
pacities for mental functions characteristically carried out (though intermittent-
ly) by most (not all—consider cases of severely retarded children and adults and 
comatose persons) human beings at later stages of maturity. Still, they possess in 
radical ( = root) form these very capacities. Precisely by virtue of the kind of entity 
they are, they are from the beginning actively developing themselves to the stages 



The Status of the Human Embryo 103

at which these capacities will (if all goes well) be immediately exercisable. In this 
critical respect, they are quite unlike cats and dogs—even adult members of those 
species. As humans, they are members of a natural kind—the human species—
whose embryonic, fetal, and infant members, if not prevented by some extrinsic 
cause, develop in due course and by intrinsic self-direction the immediately ex-
ercisable capacity for characteristically human mental functions. Each new hu-
man being comes into existence possessing the internal resources to develop im-
mediately exercisable characteristically human mental capacities—and only the 
adverse effects on them of other causes will prevent their full development. In this 
sense, even human beings in the embryonic, fetal, and infant stages have the basic 
natural capacity for characteristically human mental functions.

We can, therefore, distinguish two senses of the “capacity” (or what is some-
times referred to as the “potentiality”) for mental functions: an immediately exer-
cisable one, and a basic natural capacity, which develops over time. On what basis 
can one require for the recognition of full moral respect the first sort of capacity, 
which is an attribute that human beings acquire (if at all) only in the course of 
development (and may lose before dying), and that some will have in greater 
degree than others, and not the second, which is possessed by human beings as 
such? We can think of no good reason or nonarbitrary justification.

By contrast, there are good reasons to hold that the second type of capacity is 
the ground for full moral respect.

First, someone entertaining the view that one deserves full moral respect only 
if one has immediately exercisable capacities for mental functions should realize 
that the developing human being does not reach a level of maturity at which 
he or she performs a type of mental act that other animals do not perform—
even animals such as dogs and cats—until at least several months after birth. A 
six-week-old baby lacks the immediately exercisable capacity to perform charac-
teristically human mental functions. So, if full moral respect were due only to 
those who possess immediately exercisable capacities for characteristically hu-
man mental functions, it would follow that six-week-old infants do not deserve 
full moral respect. If one further takes the position that beings (including human 
beings) deserving less than full moral respect may legitimately be dismembered 
for the sake of research to benefit those who are thought to deserve full moral 
respect, then one is logically committed to the view that, subject to parental ap-
proval, the body parts of human infants, as well as those of human embryos and 
fetuses, should be fair game for scientific experimentation.

Second, the difference between these two types of capacity is merely a differ-
ence between stages along a continuum. The proximate, or immediately exer-
cisable, capacity for mental functions is only the development of an underlying 
potentiality that the human being possesses simply by virtue of the kind of entity 
it is. The capacities for reasoning, deliberating, and making choices are gradually 
developed, or brought toward maturation, through gestation, childhood, ado-
lescence, and so on. But the difference between a being that deserves full moral 
respect and a being that does not (and can therefore legitimately be dismembered 
as a means of benefiting others) cannot consist only in the fact that, while both 
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have some feature, one has more of it than the other. A mere quantitative differ-
ence (having more or less of the same feature, such as the development of a basic 
natural capacity) cannot by itself be a justificatory basis for treating different 
entities in radically different ways. Between the ovum and the approaching thou-
sands of sperm, on the one hand, and the embryonic human being, on the other 
hand, there is a clear difference in kind. But between the embryonic human being 
and that same human being at any later stage of its maturation, there is only a 
difference in degree.

Third, being a whole human organism (whether immature or not) is an ei-
ther/or matter—a thing either is or is not a whole human being. But the acquired 
qualities that could be proposed as criteria for personhood come in varying and 
continuous degrees: there is an infinite number of degrees of the relevant de-
veloped abilities or dispositions, such as for self-consciousness, intelligence, or 
rationality. So, if human beings were worthy of full moral respect only because 
of such qualities, and not in virtue of the kind of being they are, then, since such 
qualities come in varying degrees, no account could be given of why basic rights 
are not possessed by human beings in varying degrees. The proposition that all 
human beings are created equal would be relegated to the status of a superstition. 
For example, if developed self-consciousness bestowed rights, then, since some 
people are more self-conscious than others (i.e., have developed that capacity 
to a greater extent than others), some people would be greater in dignity than 
others, and the rights of the superiors would trump those of the inferiors where 
the interests of the superiors could be advanced at the cost of the inferiors. This 
conclusion would follow no matter which of the acquired qualities generally pro-
posed as qualifying some human beings (or human beings at some stages) for full 
respect were selected. Clearly, developed self-consciousness, or desires, or so on, 
are arbitrarily selected degrees of development of capacities that all human be-
ings possess in (at least) radical form from the coming-into-being of the organ-
ism until his or her death. So, it cannot be the case that some human beings and 
not others are intrinsically valuable by virtue of a certain degree of development. 
Rather, human beings are intrinsically valuable in virtue of what (i.e., the kind 
of being) they are; and all human beings—not just some, and certainly not just 
those who have advanced sufficiently along the developmental path as to be able 
to exercise their capacities for characteristically human mental functions—are 
intrinsically valuable.

Since human beings are intrinsically valuable and deserving of full moral re-
spect in virtue of what they are, it follows that they are intrinsically valuable from 
the point at which they come into being. Even in the embryonic stage of our lives, 
each of us was a human being and, as such, worthy of concern and protection. 
Embryonic human beings, whether brought into existence by union of gametes, 
SCNT, or other cloning technologies, should be accorded the status of inviolabil-
ity recognized for human beings in other developmental stages.

Three arguments have been repeatedly advanced in the course of our Coun-
cil’s deliberations in an effort to cast doubt on the proposition that human em-
bryos deserve to be accorded such status.
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(1) Some have claimed that the phenomenon of monozygotic twinning shows 
that the embryo in the first several days of its gestation is not a human individual. 
The suggestion is that as long as twinning can occur, what exists is not yet a uni-
tary human being but only a mass of cells—each cell is totipotent and allegedly 
independent of the others.

It is true that if a cell or group of cells is detached from the whole at an early 
stage of embryonic development, then what is detached can sometimes become 
a distinct organism and has the potential to develop to maturity as distinct from 
the embryo from which it was detached (this is the meaning of “totipotent”). But 
this does nothing to show that before detachment the cells within the human em-
bryo constituted only an incidental mass. Consider the parallel case of division of 
a flatworm. Parts of a flatworm have the potential to become a whole flatworm 
when isolated from the present whole of which they are part. Yet no one would 
suggest that prior to the division of a flatworm to produce two whole flatworms 
the original flatworm was not a unitary individual. Likewise, at the early stages 
of human embryonic development, before specialization by the cells has pro-
gressed very far, the cells or groups of cells can become whole organisms if they 
are divided and have an appropriate environment after the division. But that fact 
does not in the least indicate that prior to such an extrinsic division the embryo 
is other than a unitary, self-integrating, actively developing human organism. It 
certainly does not show that the embryo is a mere clump of cells.

In the first two weeks, the cells of the developing embryonic human being al-
ready manifest a degree of specialization or differentiation. From the very begin-
ning, even at the two-cell stage, the cells differ in the cytoplasm received from the 
original ovum. Also they are differentiated by their position within the embryo. 
In mammals, even in the unfertilized ovum, there is already an “animal” pole 
(from which the nervous system and eyes develop)4 and a “vegetal” pole (from 
which the future “lower” organs and the gut develop). After the initial cleavage, 
the cell coming from the “animal” pole is probably the primordium of the ner-
vous system and the other senses, and the cell coming from the “vegetal” pole is 
probably the primordium of the digestive system. Moreover, the relative position 
of a cell from the very beginning (i.e., from the first cleavage) has an impact on 
its functioning. Monozygotic twinning usually occurs at the blastocyst stage, in 
which there clearly is a differentiation of the inner cell mass and the trophoblast 
that surrounds it (from which the placenta develops).5

The orientation and timing of the cleavages are species specific, and are there-
fore genetically determined, that is, determined from within. Even at the two-cell 
stage, the embryo begins synthesizing a glycoprotein called “E-cadherin” or “uvo-
morulin,” which will be instrumental in the compaction process at the eight-cell 
stage, the process in which the blastomeres (individual cells of the embryo at the 
blastocyst stage) join tightly together, flattening and developing an inside-outside 
polarity.6 And there is still more evidence, but the point is that from the zygote 
stage forward, the embryo, as well as maintaining homeostasis, is internally in-
tegrating various processes to direct them in an overall growth pattern toward 
maturity.7
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But the clearest evidence that the embryo in the first two weeks is not a mere 
mass of cells but is a unitary organism is this: if the individual cells within the 
embryo before twinning were each independent of the others, there would be no 
reason why each would not regularly develop on its own. Instead, these allegedly 
independent, noncommunicating cells regularly function together to develop into a 
single, more mature member of the human species. This fact shows that interaction 
is taking place between the cells from the very beginning (even within the zona 
pellucida, before implantation), restraining them from individually developing 
as whole organisms and directing each of them to function as a relevant part of a 
single, whole organism continuous with the zygote. Thus, prior to an extrinsic di-
vision of the cells of the embryo, these cells together do constitute a single organ-
ism. So, the fact of twinning does not show that the embryo is a mere incidental 
mass of cells. Rather, the evidence clearly indicates that the human embryo, from 
the zygote stage forward, is a unitary, human organism.

(2) The second argument we wish to address suggests that since people fre-
quently do not grieve, or do not grieve intensely, for the loss of an embryo early in 
pregnancy, as they do for the loss of a fetus late in pregnancy or of a newborn, we 
are warranted in concluding that the early embryo is not a human being worthy 
of full moral respect.

The absence of grieving is sometimes a result of ignorance about the facts of 
embryogenesis and intrauterine human development. If people are told (as they 
still are in some places) that there simply is no human being until “quickening”—
a view which is preposterous in light of the embryological facts—then they are 
likely not to grieve (or not to grieve intensely) at an early miscarriage. But people 
who are better informed, and women in particular, very often do grieve even 
when a miscarriage occurs early in pregnancy.

Granted, some people informed about many of the embryological facts are 
nevertheless indifferent to early miscarriages; but this is often due to a reduction-
ist view according to which embryonic human beings are misdescribed as mere 
“clumps of cells,” “masses of tissue,” etc. The emotional attitude one has toward 
early miscarriages is typically and for the most part an effect of what one thinks—
rightly or wrongly—about the humanity of the embryo. Hence, it is circular rea-
soning to use the indifference of people who deny (wrongly, in our view) that 
human beings in the embryonic stage deserve full moral respect as an argument 
for not according such respect.

Moreover, the fact that people typically grieve less in the case of a miscarriage 
than they do in the case of an infant’s death is partly explained by the simple facts 
that they do not actually see the baby, hold her in their arms, talk to her, and so 
on. The process of emotional bonding is typically completed after the child is 
born—sometimes, and in some cultures, months after the child is born. However, 
a child’s right not to be killed plainly does not depend on whether her parents or 
anyone else has formed an emotional bond with her. Every year—perhaps every 
day—people die for whom others do not grieve. This does not mean that they 
lacked the status of human beings who were worthy of full moral respect.
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It is simply a mistake to conclude from the fact that people do not grieve, 
or grieve less, at early miscarriage that the embryo has in herself less dignity or 
worth than older human beings.

(3) We now turn to the third argument. Some people, apparently, are moved 
to believe that embryonic human beings are not worthy of full moral respect be-
cause a high percentage of embryos formed in natural pregnancies fail to implant 
or spontaneously abort. Again, we submit that the inference is fallacious.

It is worth noting first, as the standard embryology texts point out, that many 
of these unsuccessful pregnancies are really due to incomplete fertilizations. So, 
in many cases, what is lost is not actually a human embryo. To be a complete hu-
man organism (a human being), the entity must have the epigenetic primordia 
for a functioning brain and nervous system, though a chromosomal defect might 
only prevent development to maximum functioning (in which case it would be 
a human being, though handicapped). If fertilization is not complete, then what 
is developing is not an organism with the active capacity to develop itself to the 
mature (even if handicapped) state of a human.

Second, the argument here rests upon a variant of the naturalistic fallacy. It 
supposes that what happens in “nature,” i.e., with predictable frequency without 
the intervention of human agency, must be morally acceptable when deliberately 
caused. Since embryonic death in early miscarriages happens with predictable 
frequency without the intervention of human agency, the argument goes, we are 
warranted in concluding that the deliberate destruction of human beings in the 
embryonic stage is morally acceptable.

The unsoundness of such reasoning can easily be brought into focus by con-
sidering the fact that historically, and in some places even today, the infant mor-
tality rate has been very high. If the reasoning under review here were sound, it 
would show that human infants in such circumstances could not be full human 
beings possessing a basic right not to be killed for the benefit of others. But that 
of course is surely wrong. The argument is a non sequitur.

In conclusion, we submit that law and public policy should proceed on the 
basis of full moral respect for human beings irrespective of age, size, stage of 
development, or condition of dependency. Justice requires no less. In the context 
of the debate over cloning, it requires, in our opinion, a ban on the production 
of embryos, whether by SCNT or other processes, for research that harms them 
or results in their destruction. Embryonic human beings, no less than human be-
ings at other developmental stages, should be treated as subjects of moral respect 
and human rights, not as objects that may be damaged or destroyed for the ben-
efit of others. We also hold that cloning-to-produce-children ought to be legally 
prohibited. In our view, such cloning, even if it could be done without the risk of 
defects or deformities, treats the child-to-be as a product of manufacture, and is 
therefore inconsistent with a due respect for the dignity of human beings. Still, 
it is our considered judgment that cloning-for-biomedical-research, inasmuch as 
it involves the deliberate destruction of embryos, is morally worse than cloning-
to-produce-children. Thus we urge that any ban on cloning-to-produce-children 



108 Appendix A

be a prohibition on the practice of cloning itself, and not on the implantation of 
embryos. Public policy should protect embryonic human beings and certainly 
not mandate or encourage their destruction. An effective ban on cloning-to-pro-
duce-children would be a ban on all cloning.8

Although an optimal policy would permanently ban all cloning, we join in 
this Council’s call for a permanent ban on cloning-to-produce-children com-
bined with a four-year ban (or “moratorium”) on cloning-for-biomedical-re-
search for the reasons set forth by Gilbert Meilaender in his personal statement. 
It is our particular hope that a four-year period will provide time for a careful 
and thorough public debate about the moral status of the human embryo. This 
is a debate we welcome.

* * *
Robert P. George

Alfonso Gómez-Lobo

Notes
Materials produced by the President’s Council on Bioethics in this archive 

are government documents and in the public domain. Please note the source as 
https://bioethicsarchive.georgetown.edu/pcbe/.

1. A human embryo (like a human being in the fetal, infant, child, or ado-
lescent stage) is not properly classified as a “prehuman” organism with the mere 
potential to become a human being. No human embryologist or textbook in hu-
man embryology known to us presents, accepts, or remotely contemplates such a 
view. The testimony of all leading embryology textbooks is that a human embryo 
is—already and not merely potentially—a human being. His or her potential, 
assuming a sufficient measure of good health and a suitable environment, is to 
develop by an internally directed process of growth through the further stages of 
maturity on the continuum that is his or her life.

2. The timing of the first two cleavages seems to be controlled by the mater-
nal RNA within the embryo rather than by its new DNA (see Ronan O’Rahilly 
and Fabiola Mueller, Human Embryology and Teratology (New York: John Wiley & 
Sons, 1992), 23). Still, these cleavages do not occur if the embryo’s nucleus is not 
present, and so the nuclear genes also control these early changes.

3. A possible alternative, though one finding little support in current discus-
sions, would be to argue that what I am, or you are, is not a human organism at 
all, but rather a nonbodily consciousness or spirit merely inhabiting or somehow 
“associated with” a body. The problem with this argument is that it is clear that 
we are bodily entities-organisms, albeit of a particular type, namely, organisms 
of a rational nature. A living thing that performs bodily actions is an organism, a 
bodily entity. But it is immediately obvious in the case of the human individual 
that it is the same subject that perceives, walks, and talks (which are bodily ac-
tions), and that understands, deliberates, and makes choices—what everyone, 
including anyone who denies he is an organism, refers to as “I.” It must be the 
same entity that perceives these words on a page, for example, and understands 

https://bioethicsarchive.georgetown.edu/pcbe/
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them. Thus, what each of us refers to as “I” is identically the physical organism 
that is the subject both of bodily actions, such as perceiving and walking, and of 
mental activities, such as understanding and choosing. Therefore, you and I are 
physical organisms, rather than consciousnesses that merely inhabit or are “asso-
ciated with” physical organisms. And so, plainly, we came to be when the physical 
organism we are came to be; we once were embryos, then fetuses, then infants, 
and so on.

4. Werner A. Muller, Developmental Biology (New York: Springer Verlag, 
1997), 12 f. Scott Gilbert, Developmental Biology 5th edition (Sunderland, Mass.: 
Sinnauer Associates, 1997); O’Rahilly and Mueller, Human Embryology and Tera-
tology, 23–24.

5. O’Rahilly and Fabiola Mueller, Human Embryology and Teratology, 30–31.
6. Ibid., 23–24; Keith Moore and T. V. N. Persaud, Before We Are Born: Es-

sentials of Embryology and Birth Defects (Philadelphia: W. B. Saunders, 1998), 41; 
William J. Larson, Human Embryology 3rd edition (New York: Churchill Living-
stone, 2001), 18–21.

7. Gilbert, Developmental Biology, 12 f; 167 f. Also see O’Rahilly and Mueller, 
Human Embryology and Teratology 23–24.

8. A ban on implantation of an existing embryo or class of embryos would be 
subject to constitutional as well as moral objections. Such a ban would certainly 
be challenged, and the challenge would likely come from a powerful coalition of 
“pro-life” and “pro-choice” forces. A prohibition of the production of embryos 
by cloning would have a far better likelihood of withstanding constitutional chal-
lenge than would a ban on implantation.
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The Determination of Death
Personal Statement of Dr. Alfonso Gómez-Lobo. 2008.  
In Controversies in the Determination of Death: A White  
Paper Published by the President’s Council on Bioethics.  
Washington, DC: Appendix.

The purpose of this statement is to present my personal views on three different 
issues that arise within the debate addressed in the present report.

Conceptual Issues

Since the publication of the reports by the Harvard Ad Hoc Committee (1968) 
and by the President’s Commission (1981), it has become commonplace to claim 
that “the definition of death” has been revised, and that, accordingly, the defini-
tion “has changed” or “has evolved.” It is thus suggested that the medical profes-
sion now has an understanding of death that is different from the one it had a 
few decades ago. Moreover, the “new definition,” the one that “defines” death as 
“whole brain death,” is the one that has been enshrined in the law.

In my view, this use of the philosophical term “definition” is inaccurate and all 
too often seriously misleading.

To define a term is to provide, in other words, an account of its meaning. 
Thus, if we define “triangle” as “a plane figure with three straight sides” and the 
definition is changed to “a plane figure with four straight sides,” then the term 
“triangle” will no longer single out triangles, but squares. In fact, a change in 
definition usually entails a change in reference. Hence, if the definition of “death” 
changes, we will not be referring to the same natural phenomenon we had been 
trying to identify before the semantic change took place.

If the contemporary dispute about death is to be intelligible, the definition of 
“death” must remain stable.

A long tradition in philosophy with many contemporary defenders points out 
that there are two kinds of definitions: ordinary language definitions and special-
ized language definitions. Most people understand “water” to mean, roughly, “a 
transparent liquid that flows from the kitchen or bathroom faucet, and is safe to 
drink.” However, people with some knowledge of chemistry define it as “a liquid 
whose basic molecule is composed of two atoms of hydrogen and one of oxygen.”

Likewise, it is reasonable to expect that there will be two kinds of definition 
for the term “death.” First, “death” as ordinarily understood means “the irrevers-
ible cessation of life” and applies to all things that have been alive. There is no 
separate definition that applies, say, only to humans, to the exclusion of animals 
or plants. Nor can life irreversibly cease more than once. Hence, there is only one 
death for each organism. Death, furthermore, is a natural, biological event with 
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social consequences, not a moral, legal, or political decision on the part of those 
observing it. Death itself should not be confused with the ruling that death has 
occurred.

The definition of “death” as “the irreversible cessation of life” is a definition 
by exclusion. It is a derivative account that is parasitic on the more primitive no-
tion of life. A second, specialized language definition of “death” would thus have 
to specify, in the language of biology, the essential properties of life. Although 
progress has been made in the understanding of DNA and other driving factors 
of life, we are far from being able to give an essential definition of “life” analogous 
to the H

2
O definition of “water.” We must resort instead to the observable signs of 

life. These allow us to state whether an organism is alive or dead. If a body is able 
to process nutrition, eliminate waste, and exhibit proportional growth, homeo-
stasis, etc., and, moreover, it engages in these functions in an integrated manner, 
we shall correctly deem it to be alive. If it fails to do this, and starts to decompose 
and disintegrate, we will rightly judge it to be dead.

In judging as we have just described, we have adopted observable criteria for 
life. “Criteria” is the plural of “criterion,” a word whose Greek roots suggest the 
idea of separation or distinction. A good example of a criterion is a sieve that 
separates liquids from solids. A criterion is thus chosen, and is sometimes even 
man-made. We decide what we will use as a criterion, that is, as an instrument 
for setting apart the living from the dead. An alternative, synonymous expression 
commonly used to refer to criteria is the word “standards.”

Thus, the appeal to the traditional cardiorespiratory criterion or standard is a 
choice to determine death by verifying the irreversible cessation of heartbeat and 
breathing. To choose to determine death by total brain failure does not change 
the definition of death. It is a decision to use a different standard to determine 
death.

A standard is chosen, but the choice can be wrong. It depends on what the 
function of the standard is expected to be. If the goal is to separate liquids from 
sand, a sieve with large holes will be the wrong choice. Likewise, if a criterion to 
determine death is chosen that leads us to declare dead certain individuals who 
continue to display the observable signs of life, then that standard will have been 
wrongly chosen.

The “higher brain death” criterion or standard for death seems to be a wrong 
choice for several reasons: it turns on an unpersuasive distinction between the 
death of plants or animals, and the death of a person. Moreover, it requires us to 
assume that we undergo two deaths: the death of the mind and the death of the 
body (although for most people they would be simultaneous events). Further-
more, it leaves behind not a cadaver, but an ostensibly living body.

The choice of a specific criterion or standard is insufficient, by itself, to deter-
mine whether someone is dead or alive. A trained, experienced eye must observe 
whether the conditions specified in the formulation of the standard are or are not 
objectively present in a patient. To satisfy this diagnostic need, tests are designed 
to operate under each of the different criteria. To place a stethoscope on the chest 
of a patient in order to verify whether his or her heart has stopped beating is to 
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conduct a test under the cardiorespiratory standard. To perform an EEG is to 
conduct one of the tests to establish total brain failure.

Tests can be inaccurate and lead to unclear results, that is, to the conclusion 
that we are uncertain whether someone is dead or alive.1 The inaccuracy of tests 
can also lead to false results, such as declaring dead someone who later recovers. 
The epistemic question of whether we can be certain that someone is dead or 
alive leads to further refinement of our tests, and may play a crucial role in reach-
ing a moral judgment, but it should not be confused with the physiological ques-
tion—whether the brain is the organ responsible for the integrated functioning 
of the organism, so that total brain failure is the same as the irreversible cessation 
of the life of a given organism.

Physiological Issues

During the discussion of the present report, evidence was offered that seems to 
show that survival after total brain failure is not only possible, but has been docu-
mented in approximately 175 cases. This would entail “that the body’s integra-
tive unity derives from mutual interaction among its parts, not from a top-down 
imposition of one ‘critical organ’ upon an otherwise mere bag of organs and tis-
sues.”2

In order to disprove this last finding, one (or both) of the following two con-
ditions would have to be met:

First, that the “brain dead” individuals who continue to live are not really 
“brain dead.” That is, they would all have to be cases of misdiagnosis of total and 
irreversible brain failure. Given the evidence adduced (especially the results of a 
brain autopsy of a patient who survived 20 years after the diagnosis of total brain 
failure due to bacterial meningitis),3 it seems to me that there are credible reasons 
to think that the patients were indeed “brain dead.”

And second, that the functions exhibited by the patients are not indicative 
of the integrated functioning of an organism. In other words, one would have 
to argue that all observed biological processes were only lingering activations of 
some subsystems of the body: the body as a whole would not be alive because 
of its lack of holistic properties. This last claim is contradicted by the fact that, 
for example, proportional growth and, more generally, homeostasis, and perhaps 
other observable phenomena, cannot be explained as the isolated functioning 
of a part of the organism. I think it is reasonable to think that these are holistic 
properties that involve the organism as a whole.

On the basis of the aforementioned findings, I am inclined to hold that the 
choice of whole brain failure as a standard for death is a questionable choice, 
whether it is based on the physiological claim that the brain is the integrative 
organ for the whole organism or on the general biological claim that the sponta-
neous drive to breathe, which is dependent on the brain, is necessary for life. The 
existence of conscious, yet apneic, patients allows us to dispose of the latter claim. 
Since some apneic individuals are alive, it follows that it appears to be false that all 
individuals who lack the drive to breathe spontaneously are dead.
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With regard to the role of the brain, there is a further physiological consider-
ation to be taken into account. During the early embryonic stages of an organ-
ism, there is certainly integrated functioning of subsystems, and this happens 
before the brain is formed. This suggests that the brain is not the organ that is 
responsible for the integrated functioning of the organism of which it is a part, 
but rather that it is itself a product of a prior dynamism of the integrated whole.

From the information presented to me, I am provisionally inclined to side 
with what in the report is called Position One. I am aware of its minority status, 
and that it could be overthrown if new evidence shows that either alleged “whole 
brain dead” patients have been misdiagnosed or that the apparent survival of 
those patients is only a lingering preservation of uncoordinated physiological 
subsystems.

Ethical Issues

In my view, the ethical cornerstone of vital organ transplantation is the dead-
donor rule: no one should be intentionally killed so that his or her organs may 
benefit someone else. To violate this rule is to go against the goals of medicine 
and to violate a basic norm of human interaction.

If a certain standard or criterion, no matter how widely accepted, entails the 
risk of violating the dead-donor rule, then it should be revised in light of the 
empirical evidence. If it turns out that the current neurological standard allows, 
in certain cases, the extraction of organs from individuals who are still alive, then 
the morally right thing to do would be to abandon it and adopt a safer criterion.
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