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Had not the Roman government permitted free in-
quiry, Christianity could never have been introduced.
Had not free inquiry been indulged at the era of the
Reformation, the corruptions of Christianity could
not have been purged away. If it be restrained now,
the present corruptions will be protected, and new
ones encouraged. Was the government to prescribe
to us our medicine and diet, our bodies would be in
such keeping as our souls are now.

Thomas Jefferson, “Notes on the
State of Virginia” (1781)
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Preface

This book is a collection of essays most of which have appeared
previously. Many of them, however, were first prepared for lectures
and were subsequently published in a shorter version than the
original text from which they were excerpted. I have retained the
2 tuli-(&netn versiofis’or tnese gssavs ana sonie ‘o1 tnefi—ror exdmpie
“The Ethics of Addiction” and “The Ethics of Suicide”—are pub-
lished in this form here for the first time.

I thank the editors and publishers of the journals and books in
which these pieces first appeared for granting permission for their
republication; Cynthia Merman of Harper & Row for help with the
selection and editing of the essays for publication in book form; and
Debbie Murphy, my secretary, for her customarily devoted labors.
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Xiv Introduction

sacrificing persons by saying that they are carrying out God’s will;
and, perhaps more important still, people often claim to be carrying
out God’s will when they sacrifice others, whether in a religious
crusade or in a so-called psychotic episode. The important thing
about this imagery is that it makes us witness to, and even partici-
pants in, a human drama in which the actors are seen as robots, their
movements being directed by unseen, and indeed invisible, higher
powers.

If stated so simply and starkly, many people nowadays might be
inclined to dismiss this imagery as something only a religious fanatic
would entertain. That would be a grave mistake, as it would blind
us to the fact that it is precisely this imagery that animates much
contemporary religious, political, medical, psychiatric, and scientific
thought. How else are we to account for the systematic invocation
of divinities by national leaders? Or the use of the Bible, the Talmud,
the Koran, or other holy books as guides to the proper channeling
of one’s freedom to act in the world? One of the universal solvents
for guilt, engendered by the undesirable consequences of one’s
actions, is God. That is why religion used to be, and still is, an im-
portant social institution.

But the belief in deities as puppeteers and in people as puppets
has diminished during the past few centuries. There has, however,
been no corresponding increase in the human acceptance of, and
tolerance for, personal responsibility and individual guilt. People
still try to convince themselves that they are not responsible, or are
responsible only to a very limited extent, for the undesirable con-
sequences of their behavior. How else are we to account for the
systematic invocation of Marx and Mao by national leaders? Or the
use of the writings of Freud, Spock, and other ostensibly scientific
works as guides to the proper channeling of one’s freedom to act in
the world? Today, the universal solvent for guilt is science. That is
why medicine is such an important social institution.

For millennia, men and women escaped from responsibility by
theologizing morals. Now they escape from it by medicalizing morals.
Then, if God approved a particular conduct, it was good; and if He
disapproved it, it was bad. How did people know what God ap-
proved and disapproved? The Bible—that is to say, the biblical
experts, called priests—told them so. Today, if Medicine approves
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a particular conduct, it is good; and if it disapproves it, it is bad.
And how do people know what Medicine approves or disapproves?
Medicine—that is to say, the medical experts, called physicians—
tells them so.

The extermination of heretics in Christian pyres was a theological
matter. The extermination of Jews in Nazi gas chambers was a
medical matter. The inquisitorial destruction of the traditional
legal procedures of Continental courts was a theological matter.
The psychiatric destruction of the rule of law in American courts
is a medical matter. And so it goes.

Human life—that is, a life of consciousness and self-awareness—
is unimaginable without suffering. Without pain and sorrow, there
could be no pleasure and joy; just as without death, there could be
no life; without illness, no health; without ugliness, no beauty; with-
out poverty, no riches; and so on ad infinitum with the countless
human experiences we categorize as undesirable and desirable.

. All our exertions—moral and medical, political and personal—
are directed toward minimizing undesirable experiences and maxi-
mizing desirable ones. However, if the calculus of personal conduct
could be reduced to such a simple prudential principle, human life
would be much less complicated than it is. What complicates it of
course is the fact that many of the things we regard as desirable are
opposed by, or can be secured only at the cost of, others that we
regard as also desirable. There seems to be no limit to the internal
conflicts and contradictions among the things we abstractly value
and wish to maximize. For example, enjoyable eating or drinking
often conflicts with good health, sexual pleasure often conflicts with
dignity, liberty often conflicts with security, and so on. This is,
quite simply, why the pursuit of relief from suffering, reasonable
though it may seem, cannot be an unqualified personal or political
goal. And if we make it such a goal, it is certain to result in more,
not less, suffering. In the past, the greatest unhappiness for the
greatest number was thus created by precisely those political pro-
grams whose goal was the most radical relief of suffering for the
greatest number of human beings. While those campaigns against
suffering were in progress, people viewed them with unqualified
approval; now we look back at them as the most terrifying tyrannies.
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In the absence of the perfect vision that comes only with hind-
sight, let us at least try to look at our own age critically. If we do
so we shall glimpse—or even see clearly enough—the contours of
two contemporary ideologies that have set themselves this same
perennial goal-—namely, the radical relief of suffering for the great-
est numbers. One of these, holding the East in its grip, is the
Marxist-Communist campaign against unhappiness: it promises total
relief from suffering through victory over capitalism, the ultimate
cause of all human misery. The other, holding the West in its grip, is
the scientific-medical campaign against unhappiness: it promises
total relief from suffering through victory over disease, the ultimate
cause of all human misery.

In countries under Communist rule, where its efforts to relieve
suffering are unchecked by any effective countervailing force, Com-
munism has thus succeeded in being the greatest source of suffering;
whereas in the so-called free West, where “therapeutism” has
achieved a power unchecked by any effective countervailing force,
Medicine has succeeded in becoming one of the greatest sources of
suffering.

How medicine, the art of healing, has changed from man’s ally
into his adversary, and how it has done so during the very decades
when its powers to heal have advanced the most momentously
during its whole history—that is a story whose telling must await
another occasion, perhaps even another narrator. It must suffice
here to note that there is nothing new about the fact that in human
affairs the power to do good is usually commensurate with, if not
exceeded by, the power to do evil; that human ingenuity has created,
especially in the institutions of Anglo-American law and politics,
arrangements that have proved useful in dividing the power to do
good into its two basic components—namely, good and power; and
that these institutional arrangements, and the moral principles they
embody, have sought to promote the good by depriving its pro-
ducers and purveyors of power over those desiring to receive or
reject their services. The most outstanding monument to that effort
on the part of rulers to protect their subjects from those who would
do them good, even if it meant doing them in, is the First Amend-
ment clause guaranteeing that “Congress shall make no law re-
specting an establishment of religion, or prohibiting the free exercise
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to the blacks. Now we are doing it to each other, regardless of creed,
color, or race.

How was slavery justified and made possible? By calling blacks
chattel rather than persons. If blacks had been recognized as persons,
there could have been no selling and buying of slaves, no fugitive
slave laws—in short, there could have been no American slavery.
And if plantations could be called farms, and forcing blacks to work
on them could be called guaranteeing them their right to work,
then slavery might still be regarded as compatible with the Con-
stitution.? As it is, no term can now conceal that slavery is in-
voluntary servitude. Nothing can. Whereas anything can now con-
ceal the fact that institutional psychiatry is involuntary servitude.

How are involuntary psychiatric interventions—and the many
other medical violations of individual freedom—ijustified and made
possible? By calling people patients, imprisonment hospitalization,

. and torture therapy; and by calling uncomplaining individuals suffer-
ers, medical and mental-health personnel who infringe on their
liberty and dignity therapists, and the things the latter do to the
former treatments. This is why such terms as mental health and the
right to treatment now so effectively conceal that psychiatry is in-
voluntary servitude.

It is at our own peril that we forget that language is our most im-
portant possession or tool; and that whereas in the language of sci-
ence we explain events, in the language of morals we justify actions.
We may thus explain abortion as a certain type of medical pro-
cedure but must justify permitting or prohibiting it by calling it
treatment or the murder of the unborn child.

In everyday life, the distinction between explanation and justifica-
tion is often blurred, and for a good reason. It is often difficult to
know what one should do, what is a valid justification for engaging
in a particular action. One of the best ways of resolving such un-
certainty is to justify a particular course of action by claiming to
explain it. We then say we have had no choice but to obey the Truth
—as revealed by God or Science.

2. In this connection, see generally my The Second Sin (Garden City, N.Y.:
Doubleday, Anchor Press, 1973) and Heresies (Garden City, N.Y.: Double-
day, Anchor Press, 1976).
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Another reason for concealing justifications as explanations is
that, rhetorically, a justification offered as such is often weak,
whereas a justification put forth as an explanation is often very
powerful. For example, formerly, if a man had justified his not eat-
ing by saying that he wanted to starve himself to death, he would
have been considered mad; but if he had explained it by saying
that he was doing so the better to serve God, he would have been
regarded as devoutly religious. Similarly, today, if a slender woman
justifies her not eating by saying she wants to lose weight, she is
considered to be a madwoman suffering from anorexia nervosa; but
if she explains it by saying that she is doing so to combat some
political wrongdoing in the world, she is regarded as a noble pro-
tester against injustice.

To be sure, people do suffer. And that fact—according to doctors
and patients, lawyers and laymen—is now enough to justify calling
and considering them patients. As in an earlier age through the
universality of sin, so now through the universality of suffering, men,
women, and children become—whether they like it or not, whether
they want to or not—the patient-penitents of their physician-priests.
And over both patient and doctor now stands the Church of
Medicine, its theology defining their roles and the rules of the games
they must play, and its canon laws, now called public health and
mental health laws, enforcing conformity to the dominant medical
ethic.

My views on medical ethics depend heavily on the analogy be-
tween religion and medicine—Dbetween our freedom, or the lack of it,
to accept or reject theological and therapeutic intervention. It seems
obvious that in proportion as people value religion more highly
than liberty, they will seek to ally religion with the state and support
state-coerced theological practices; similarly, in proportion as they
value medicine more highly than liberty, they will seek to ally
medicine with the state and support state-coerced therapeutic prac-
tices. The point, simple but inexorable, is that when religion and
liberty conflict, people must choose between theology and freedom;
and that when medicine and liberty conflict, they must choose be-
tween therapy and freedom.
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. If Americans were confronted with this choice today, and if they
regarded religion as highly as they regard medicine, they would no
doubt try to reconcile what are irreconcilable—by calling incarcera-
tion in ecclesiastical institutions the right to attend church and tor-
ture on the rack the right to practice the rituals of one’s faith. If the
latter terms were accepted as the proper names of the former prac-
tices, coerced religious observance and religious persecution could
be held to be constitutional. Those subjected to such practices could
then be categorized as persons guaranteed their right to religion, and
those who object to such violations of human rights could be dis-
missed as the subverters of a free society’s commitment to the prac-
tice of freedom of religion. Americans could then look forward
breathlessly to the next issues of Tirmne and Newsweek celebrating the
latest breakthrough in religious research.

And yet, perhaps it is still not too late to recall that it was respect
for the cure of souls, embraced and practiced freely or not at all, that
inspired the framers of the Constitution to deprive clerics of secular
power. It was enough, I assume they reasoned, that theologians had
spiritual power; they needed no other for the discharge of their
duties. Similarly, it is respect for the cure of bodies (and “minds”),
embraced and practiced freely or not at all, that inspires me to urge
that we deprive clinicians of secular power. It is enough, I believe,
that physicians have the power inherent in their scientific knowledge
and technical skills; they need no other for the discharge of their
duties.

- Although the essays assembled in this volume have been written
over the period of a decade, they are all animated by the aim to ex-
plore the ceremonial or religious aspects of various medical prac-
tices. Let me hasten to say that I am not denying the scientific or
technical aspects of medicine. On the contrary, I believe—and it is
rather obvious—that the genuine diagnostic and therapeutic powers
of medicine are much greater today than they have ever been in the
history of mankind. That, precisely, is why its religious or magical
powers are also much greater. Anyone who interprets my efforts to
explain, and sometimes to reduce, the magical, religious, and
political dimensions of medicine as an effort to cast aspersions on,
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The Moral Physician

What is the moral mandate of medicine? Whom should the physician
serve? The answers to these simple questions are by no means clear.
Since medicine has rather intimate connections with. health and
illness, life and death, it is not surprising that we are now as un-
certain about the aim of medicine as we are about the aim of life
itself. Indeed, we can be no more clear or confident about what
medicine is for than we can be about what life is for.

The moral foundations of modern medicine have a dual ancestry:
from the Greeks, medicine has inherited the idea that the physician’s
primary duty is to his patient; and from the Romans, that his
primary duty is to do no harm. The first of these ideas, although
quite unrealized, is often said to be the ideal of Western medicine;
the second, although quite unrealizable, is often said to be its First
Commandment.

Primum non nocere. (First, do no harm.) What a lofty prescrip-
tion! But what an absurd one. For the questions immediately arise,
To whom should the physician do no harm? and Who will define
what constitutes harm?

Life is conflict. The physician often cannot help a person without
at the same time harming someone else. He examines an applicant
for life insurance, finds that he has diabetes or hypertension, and
reports it to the insurance company. He treats a Hitler or Stalin
and helps to prolong his life. He declares that a man who tortures
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his wife with false accusations of infidelity is psychotic and brings
about his psychiatric incarceration. In each of these cases, the
physician harms someone—either the patient or those in conflict
with him. These examples, of course, merely scratch the surface.
We may add to them the physician’s involvement with persons
desiring abortions or narcotics, with suicidal patients, with military
organizations, and with research in biological warfare—and we see
how woefully inadequate, indeed how utterly useless, are the tradi-
tional moral guidelines of medicine for the actual work of the physi-
cian, whether as investigator or practitioner. Accordingly, if we wish
to confront the moral dilemmas of medicine intelligently, we must
start, if not from scratch, then from the basics of ethics and politics.

Everywhere, children, and even many adults, take it for granted
not only that there is a god but that he can understand their prayers
because he speaks their language. Likewise, children assume that
their parents are good, and if their experiences are unbearably in-
consistent with that image, they prefer to believe that they themselves
are bad rather than that their parents are. The belief that doctors
are their patients’ agents—serving their patients’ interests and needs
above all others—seems to me to be of a piece with mankind’s basic
religious and familial myths. Nor are its roots particularly mys-
terious: when a person is young, old, or sick, he is handicapped
compared with those who are mature and healthy; in the struggle
for survival, he will thus inevitably come to depend on his fellows
who are relatively unhandicapped.

Such a relationship of dependency is implicit in all situations
where clients and experts interact. Because in the case of illness the
client fears for his health and for his life, it is especially dramatic and
troublesome in medicine. In general, the more dependent a person
is on another, the greater will be his need to aggrandize his helper,
and the more he aggrandizes his helper, the more dependent he will
be on him. The result is that the weak person easily becomes doubly
endangered: first, by his weakness and, second, by his dependence
on a protector who may choose to harm him. These are the brutal
but basic facts of human relationships of which we must never lose
sight in considering the ethical problems of biology, medicine, and
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the healing professions. As helplessness engenders belief in the
goodness of the helper, and as utter helplessness engenders belief
in his unlimited goodness, those thrust into the roles of helpers—
whether as deities or doctors, as priests or politicians—have been
only too willing to assent to these characterizations of themselves.
This imagery of total virtue and impartial goodness serves not only
to mitigate the helplessness of the weak, but also to obscure the con-
“flicts of loyalty to which the protector is subject. Hence, the peren-
nial appeal of the selfless, disinterested helper professing to be the
impartial servant of all mankind’s needs and interests.

Traditionally, it was, of course, the clergy that claimed to be the
agent of all mankind—asserting that they were the servants of God,
the creator and caretaker of all mankind. Although this absurd claim
had its share of success, it was doomed to be rejected in time be-
cause the representatives of the most varied creeds all claimed to
speak for the whole of mankind. Gullible as men are, they can stand
just so much inconsistency. Thus, by the time our so-called modern
age rolled around, the mythology of any particular religion speaking
for all of mankind became exposed for what it is—the representa-
tion of certain values and interests as the values and interests of
everyone. Nietzsche called this the death of God. But God did not
die; He merely disappeared behind the stage of history to don other
robes and reemerged as scientist and doctor.

Since the seventeenth century, it has been mainly the scientist,
and especially the so-called medical scientist or physician, who has
claimed to owe his allegiance, not to his profession or nation or
religion, but to all of mankind. But if I am right in insisting that
such a claim is always and of necessity a sham—that mankind is so
large and heterogeneous a group, consisting of members with in-
herently conflicting values and interests, that it is meaningless to
claim allegiance to it or to its interests—then it behooves us as in-
dependent thinkers to ask ourselves, “Whose agent is the expert?”

Plato is fond of using the physician as his model of the rational
ruler, and in The Republic he explicitly considers the question of
whose agent the physician is. Early in that dialogue, he offers us this
exchange between Socrates and Thrasymachus:
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Now tell me about the physician in that strict sense you spoke of: is
it his business to earn money or to treat his patients? Remember, I
mean your physician who is worthy of the name?

To treat his patients.1

It would seem that we have not advanced one step beyond this
naive, hortatory answer to the question of whose agent the physician
is. In the conventional contemporary view too, the doctor’s role is
seen as consisting in the prevention and treatment of his patient’s
illness. But such an answer leaves out of account the crucial ques-
tion of who defines health and illness, prevention and treatment.

Although Plato seemingly supports the idea that the physician’s
duty is to be his patient’s agent, as we shall see that is not what he
supports at all. By making the physician the definer not only of his
own but also of his patient’s best interests, Plato actually supports
a coercive-collectivistic medical ethic rather than an autonomous-
individualistic one.

Here is how Plato develops his defense of the physician as agent
of the state:

But now take the art of medicine itself. . . . [It] does not study its own
interests, but the needs of the body, just as a groom shows his skill by
caring for horses, not for the art of grooming. And so every art seeks,
not its own advantage—for it has no deficiencies—but the interest of
the subject on which it is exercised.?

Having established his claim for benevolent altruism, Plato pro-
ceeds to draw the ethical and political conclusions he was aiming at
all along: the moral justification of the control of the subordinate
by the superior—patient by doctor, subject by ruler:

But surely, Thrasymachus, every art has authority and superior power
over its subject. . . . So far as the arts are concerned, then, no art ever
studies or enjoins the interest of the superior party, but always that of
the weaker over which it has authority. . . . So the physician, as such,
studies only the patient’s interest, not his own. For as we agreed, the
business of the physician, in the strict sense, is not to make money for
himself, but to exercise his power over the patient’s body. . . . And so

1. The Republic of Plato, trans. F. M. Cornford (New York: Oxford Uni-
versity Press, 1945), p. 22,
2. Ibid,, p. 23.
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with government of any kind: no ruler, in so far as he is acting as
ruler, will study or enjoin what is for his own interest. All that he
says and does will be said and done with a view to what is good and
proper for the subject for whom he practices his art.3

That this argument is contrary to the facts Thrasymachus himself
points out. But such facts scarcely affect the force of Plato’s rhetoric,
which is based on the perpetually recurring passions of men and
women to control and be controlled. Thus, Plato’s rhetoric still has
an astonishingly timely ring: it could serve, without any significant
modification, as a contemporary exposition of what is now usually
called medical ethics.

Indeed, so little have men’s views changed in the past twenty-five
hundred years on the dilemma of the physician’s dual allegiance, to
himself and to his patient, that it will be worth our while to follow
to its end Plato’s argument about the selflessness of the moral man
of medicine:

... any kind of authority, in the state or in private life, must, in its
character of authority, consider solely what is best for those under
its care. . . . each [skill] brings us some benefit that is peculiar to it:
medicine gives health, for example; the art of navigation, safety at
sea; and so on.

Yes.

And wage-earning brings us wages; that is its distinctive product.
Now, speaking with that precision which you proposed, you would not
say that the art of navigation is the same as the art of medicine, merely
on the ground that a ship’s captain regained his health on a voyage,
because the sea air was good for him. No more would you identify
the practice of medicine with wage-earning because a man may keep
his health while earning wages, or a physician attending a case may
receive a fee.

No.

. . . This benefit, then—the receipt of wages—does not come to a
man from his special art. If we are to speak strictly, the physician,
as such, produces health; the builder, a house; and then each, in his
further capacity as wage-carner, gets his pay. . . . Well, then, Thrasy-
machus, it is now clear that no form of skill or authority provides for
its own benefit.*

3. Ibid., pp. 23-24.
4. Ibid., pp. 27-28.
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As these quotations show, Plato is a paternalist.® Quite simply,
what Plato advocates is what many people seem to need or want, at
least some of the time: namely, that the expert should be a leader
who takes the burden of responsibility for personal choice off the
shoulders of the ordinary man or woman who is his client. This
ethical ideal and demand, characteristic of the closed society, must
be contrasted with the ethical ideal and demand of the open society,
in which the expert must speak the truth and the client must bear
the responsibility of his own existence—including his choice of
expert.

I shall have more to say later about the fundamental alternative
between authority and autonomy, noble lies and painful truths. For
now, I want to follow Plato a little further in The Republic to show
how inextricably intertwined in his thought are the notions of au-
thority and mendacity—indeed, how it is power that renders lying
virtuous and powerlessness that renders it wicked:

Is the spoken falsehood always a hateful thing? Is it not sometimes
helpful—in war, for instance, or as a sort of medicine? . . . And in
those legends we were discussing just now, we can turn fiction to
account; not knowing the facts about the distant past, we can make
our fiction as good an embodiment of truth as possible.®

In the Platonic program of fictionalizing history, we recognize, of
course, another much-applauded modern scientific enterprise—in
fact, a species of psychiatric prevarication that its practitioners pre-
tentiously call psychohistory. As the modern psychiatric physician is
entitled, by his limitless benevolence, to use mendacity as medicine,
so, according to Plato, is the ruler:

If we were right in saying that gods have no use for falsehood and it
is useful to mankind only in the way of a medicine, obviously a
medicine should be handled by no one but a physician. . . . If anyone,
then, is to practice deception, either on the country’s enemies or on its
citizens, it must be the Rulers of the commonwealth, acting for its
benefit; no one else may meddle with this privilege. For a private

5. See K. R. Popper, The Open Society and Its Enemies (Princeton, N.J.:
Princeton University Press, 1950).
6. The Republic, p. 74.
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person to mislead such Rulers we shall declare to be a worse offense
than for a patient to mislead his doctor. . . .7

Plato also uses the metaphor of mendacity as a medicine to justify
his eugenic policies. All the mischief done ever since in the name
of genetics as a means of improving the human race has been per-
petrated by following the policy here proposed by Plato:

Anything like unregulated unions would be a profanation in a state
whose citizens lead the good life. The Rulers will not allow such a
thing. . . . We shall need consummate skill in our Rulers . . . because
they will have to administer a large dose of that medicine we spoke of
earlier. . . . We said, if you remember, that such expedients would be
useful as a sort of medicine. . . . It follows from what we have just
said that, if we are to keep our flock at the highest pitch of excellence,

- there should be as many unions of the best of both sexes, and as few
of the inferior, as possible, and that only the offspring of the better
unions should be kept. And again, no one but the Rulers must know
how all this is being effected; otherwise, our herd of Guardians may
become rebellious.8

Clearly, the Platonic physician is an agent of the state—and, if
need be, the adversary of his patient. In view of the immense in-
fluence of Platonic ideas on modern medicine, it is hardly surprising
that we now face moral dilemmas attributable directly to the medical
arrangement advocated by Plato and his countless loyal supporters,
past and present.

Lest it seem that I have overemphasized the Platonic physician’s
allegiance to the state, even at the cost of his being the unconcealed
adversary of the so-called patient, let us see what Plato says about
physicians qua physicians, not as the models for rulers. What he says
may seem shocking to some of us—because it sounds so modern
and because it supports the most disreputable medical, eugenic, and
psychiatric policies of twentieth-century governments, both totali-
tarian and free.

Revealingly Plato begins his discussion of the duties of doctors by
reviling malingerers and persons now usually called mentally ill.
Plato’s objection to medicalizing ordinary miseries—problems in

7. Ibid., p. 78.
8. Ibid., pp. 157-159.
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living—is, to be sure, a position I myself support, but for a reason
and an aim that are the very opposite of his: he wants doctors to
persecute such people, and persecuted by them they have been;
whereas I want doctors to leave them alone if that is what the
patients want.?

Is it not [asks Piato rhetorically] also disgraceful to need doctoring,
not merely for a wound or an attack of some seasonal disorder, but
because, through living in idleness and luxury, our bodies are in-
fested with winds and humours, like marsh gas in a stagnant pool, so
that the sons of Asclepius are put to inventing for diseases such in-
genious names as flatulence and catarrh?

Yes; they are queer, these modern terms.

And not in use, I fancy, in the days of Asclepius himself. . . . in
the old days, until the time of Herodicus, the sons of Asclepius had
no use for the modern coddling treatment of disease. But Herodicus,
who was a gymnastic teacher who lost his health, combined training
and doctoring in such a way as to become a plague to himself first and
foremost and to many others after him.

How?

By lingering out his death. He had a mortal disease, and he spent
all his life at its beck and call, with no hope of a cure and no time
for anything but doctoring himself. . . . his skill only enabled him to
reach old age in a prolonged death struggle.1°

Plato clearly disapproves of such use of medicine and the art of
. the physician. And he minces no words in asserting that a physician
ministering to a sufferer such as Herodicus is a bad man—a traitor

to the community and the state. '

If Asclepius did not reveal these valetudinarian arts to his descendants,
it was not from ignorance or lack of experience, but because he
realized that in every well-ordered community each man has. his ap-

9. See especially my The Myth of Mental Iliness: Foundations of a Theory
of Personal Conduct, rev. ed. (New York: Harper & Row, 1974), The Manu-
facture of Madness: A Comparative Study of the Inquisition and the Mental
Health Movement (New York: Harper & Row, 1970), and The Ethics of
Psychoanalysis: The Theory and Method of Autonomous Psychotherapy
(New York: Basic Books, 1964).

10. The Republic, pp. 95-96.
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pointed task which he must perform; no one has leisure to spend all
his life in being ill and doctoring himself .11

What then should a chronically ill person do? He should die—
“get rid of his troubles by dying”? is the way Plato puts it—for his
own sake and the sake of the state. But what about people who feel
sick, who are preoccupied by their own ill health and its care, but
who are not sick enough to die? Physicians should turn their backs
on such people. “They should not be treated,”*® he says, thus un-
mistakably identifying the sufferer’s own desire for medical care as
a wholly irrelevant criterion for legitimizing such treatment.

It seems to me that never before—not just in totalitarian societies
but in all societies—has Western medicine been so dangerously close
to realizing this particular Platonic ideal as today. Here again are
Plato’s words on the subject:

Surely, there could be no worse hindrance than this excessive care of
the body. . . . Shall we say, then, that Asclepius recognized this and
revealed the art of medicine for the benefit of people of sound con-
stitution who normally led a healthy life, but had contracted some
definite ailment? He would rid them of their disorders by means of
drugs or the knife and tell them to go on living as usual, so as not to
impair their usefulness as citizens. But where the body was diseased
through and through, he would not try, by nicely calculated evacua-
tions and doses, to prolong a miserable existence and let his patient
beget children who were likely to be as sickly as himself. Treatment,
he thought, would be wasted on a man who could not live in his
ordinary round of duties and was consequently useless to himself and
society.14

Implicit throughout this dialogue is the identity of the person
making the judgment about who is useful and who is not, who should
be treated and who should not be: it is the physician, not the patient.

Herein lie the main lessons for our present ethical predicaments
in genetics; they are best framed as questions: Do we support or op-

11. Ibid., p. 96.
12. Ibid.

13. Ibid,, p. 98.
14. Ibid,, p. 97.
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pose the view—and the policy—that the expert’s role should be
limited to providing truthful information to his client? Do we sup-
port or oppose the view—and the policy—that the expert’s duty is
to decide how the nonexperts should live and that he should there-
fore be provided with the power to impose his policies on those so
unenlightened as to reject them?

If we are not skilled at analyzing Plato’s arguments, if we do not
realize that choices such as these confront us with the necessity of
ranking our priorities, and if we blind ourselves to the conflicts in
life between bodily health and personal freedom, then we may be-
come genjuses at manipulating the gene but will remain morons
about trying to manipulate our fellow man and letting him manipulate
us. Plato had, of course, no hesitation in judging, and in letting
physicians judge, whose life was worth something and whose was
not, who should be treated and who should not:

. if a man had a sickly constitution and intemperate habits, his
life was worth nothing to himself or to anyone else; medicine was not
meant for such people and they should not be treated, though they
might be richer than Midas.t?

It seems to me difficult to overemphasize that Plato’s foregoing
proposals are political remedies for perennial moral problems. How
should society treat the sick and the weak, the old and the “socially
useless”? How should the services of healers be employed—Ilike
those of soldiers, of priests, or of entrepreneurs? We should beware
of flattering ourselves by believing that new biomedical capabilities
necessarily generate genuinely new moral problems, especially since
we haven’t solved—haven’t even faced—our old problems.

I shall not belabor here the idiocies and horrors proposed or per-
petrated in the name of medicine, and specifically genetics, in recent
decades. A single example should suffice to illustrate my point—
that medical experts, like all human beings, may easily identify
themselves with the holders of power, may eagerly become their
obedient servants, and may in this way suggest and support the
most heinous policies of mayhem and murder against suffering or
stigmatized individuals.

15. Ibid., p. 98.
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The following words, written in 1939, are not those of a Nazi
physician, but of a distinguished scientist who must have been
~ thoroughly familiar with Plato:

Eugenics is indispensable for the perpetuation of the strong. A
great race must propagate its best elements. . . . Women [however]
voluntarily deteriorate through alcohol and tobacco. They subject
themselves to dangerous dietary regimens in order to obtain a con-
ventional slenderness of their figure. Besides, they refuse to bear
children. Such a defection is due to their education, to the progress
of feminism, to the growth of short-sighted selfishness. . . .

Eugenics may exercise a great influence upon the destiny of the
civilized races. . . . The propagation of the insane and the feeble-
minded . . . must be prevented. . . . No criminal causes so much
misery in a human group as the tendency to insanity. . . . Obviously,
those who are afflicted with a heavy ancestral burden of insanity,
feeble-mindedness, or cancer should not marry. . . . Thus, eugenics
asks for the sacrifice of many individuals. . . .

. . . Women should receive a higher education, not in order to be-
come doctors, lawyers, or professors, but to rear their offspring to be
valuable human beings.

There remains the unsolved problem of the immense number of
defectives and criminals. . . . As already pointed out, gigantic sums
are now required to maintain prisons and insane asylums and protect
the public against gangsters and lunatics. Why do we preserve these
useless and harmful beings? The abnormal prevent the development
of the normal. . . . Why should society not dispose of the criminals
and the insane in a more economical manner? . . . Criminality and
insanity can be prevented only by a better knowledge of man, by
eugenics, by changes in education and in social conditions. Mean-
while, criminals have to be dealt with effectively. . . . The conditioning
of petty criminals with the whip, or some more scientific procedure,
followed by a short stay in hospital, would probably suffice to insure
order. Those who have murdered, robbed while armed with auto-
matic pistol or machine gun, kidnapped children, despoiled the poor
of their savings, misled the public in important matters, should be
humanely and economically disposed of in small euthanasic institutions
supplied with proper gases. A similar treatment could be advanta-
geously applied to the insane, guilty of criminal acts.16

16. A. Carrel, Man, the Unknown (New York: Harper & Row, 1939), pp.
299-302, 318-319.
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The man who wrote this was Alexis Carrel (1873-1944), surgeon
and biologist, member of the Rockefeller Institute in New York,
and the recipient in 1912 of the Nobel Prize in physiology and
medicine for his work on suturing blood vessels.

Besides being his own agent, which of course the medical sci-
entist or physician always is, and besides being an agent of his
patient, which the physician is more and more rarely (hence the
disenchantment with medical care among both physicians and
patients despite the remarkable technical advances of medical sci-
ence), the physician may be—and indeed often is—the agent of
every conceivable social institution or group. It could hardly be
otherwise. Social institutions are composed of, and cater to, the
needs of human beings; and among human needs, the need for the
health of those inside the group—and frequently for the sickness
of those outside of it—is paramount. Hence, the physician is en-
listed, and has always been enlisted, to help some persons and harm
others—his injurious activities being defined, as we have already
seen in Plato’s Republic, as helping the state or some other
institution.

Let me offer a very brief review of how physicians have through
the ages not only helped some, usually those who supported the
dominant social ethic, but also harmed others, usually those who
opposed the dominant social ethic.

During the late Middle Ages, physicians were prominent in the
Inquisition, helping the inquisitors to ferret out witches by ap-
propriate “diagnostic” examinations and tests.1?

The so-called discipline of public health, originating in what was
first revealingly called “medical police” (Medizinalpolizei), came into
being to serve the interests of the absolutist rulers of seventeenth-
and eighteenth-century Europe. The term, according to George
Rosen, was first employed in 1764 by Wolfgang Thomas Rau
(1721-1772):

This idea of medical police, that is, the creation of a medical policy
by government and its implementation through administrative regula-
tion, rapidly achieved popularity. Efforts were made to apply this

17. See The Myth of Mental Iliness, pp. 32-34.
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concept to the major health problems of the period, which reached a
high point in the work of Johann Peter Frank (1748-1821) and
Franz Anton Mai (1742-1814).18

The medical police were never intended to help the individual
citizen or sick patient; instead, they were quite explicitly designed
“to secure for the monarch and the state increased power and
wealth.”1® Since increased power and wealth for the state could
often be obtained only at the expense of decreased health and
freedom for certain citizens, we witness here a collision between
the Platonic and Hippocratic medical ethics—the former easily
triumphing over the latter. Rosen’s summary of Frank’s work shows
its undisguisedly Platonic character:

Carrying out the idea that the health of the people is the responsibility
of the state, Frank presented a system of public and private hygiene,
worked out in minute detail. . . . A spirit of enlightenment and hu-
manitarianism is clearly perceptible throughout the entire work, but
as might be expected from a public medical official who spent his
life in the service of various absolute rulers, great and small, the
exposition serves not so much for the instruction of the people, or
even of physicians, as for the guidance of officials who are supposed
to regulate and supervise for the benefit of society all the spheres of
human activity, even those most personal. Frank is a representative
of enlightened despotism. The modern reader may, in many instances,
be repelled by his excessive reliance on legal regulation, and by the
minuteness of detail with which Frank worked out his proposals,
especially in questions of individual, personal hygiene.2¢

Among Frank’s more interesting proposals was a tax on bach-
elors—part of the medical police’s effort to increase the population
to provide more soldiers for the monarch—a proposal we have still
not ceased implementing.

The French Revolution helped to cement further the alliance be-
tween medicine and the state. This alliance is symbolized by the
healer’s aspiring to perfect more humane methods of execution. In

18. G. Rosen, A History of Public Health (New York: MD Publications,
1958), pp. 161-162.

19. G. Rosen, “Cameralism and the Concept of Medical Police,” Bulletin
of the History of Medicine 27 (1953): 42.

20. Rosen, A History of Public Health, p. 162.
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1792, the guillotine—developed and named after Dr. Joseph Ignace
Guillotin, a physician and member of the Revolutionary Assembly
and creator of its Health Committee (Comité de salubrité)—Dbe-
came the official instrument of execution in France. Again, it is re-
vealing that the first guillotine was assembled at the Bicétre, one of
Paris’s famous insane asylums, and that it was tried out on live
sheep and then on three cadavers of patients from the asylum. After
the first flush of enthusiasm for this medical advance wore off,
Guillotin’s contribution to human welfare was viewed, even in
those days, ambivalently—leading him to remark in his last will,
“It is difficult to do good to men without causing oneself some
unpleasantness.”?!

In our own day, in the so-called free societies, virtually every
group or agency, public and private, has enlisted the physician as an
agent of its particular interests. The school and the factory, em-
ployers and labor unions, airlines and insurance companies, im-
migration authorities and drug-control agencies, prisons and mental
hospitals, all employ physicians. The physician so employed has a
choice only between being a loyal agent of his employer, serving his
employer’s interests as the latter defines them, or being a disloyal
agent of his employer, serving interests other than his employer’s as
the physician himself defines them.

The principal moral decision for the physician who does not work
in an ideal private-practice situation is choosing what organization
or institution he shall work for; more than anything else, that will
determine the sort of moral agent he can be to his patient and others.
It follows from this that we should pay more attention than has been
our habit to the ways institutions and organizations—whether the
CIA or the United Nations or any other prestigious and powerful
group—use medical knowledge and skills. Although these con-
siderations may seem simple, their appreciation is not reflected by
what seems to be the viewpoint that characterizes the recent burgeon-
ing of literature on problems of medical ethics, especially as they
relate to genetics. To illustrate this, let me quote two remarks from
an international conference in 1971 on Ethical Issues in Human

21. Quoted in A. Soubiran, The Good Doctor Guillotin and His Strange
Device, trans. M. McGraw (London: Souvenir Press, 1963), p. 214.
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Genetics, devoted mainly to problems of genetic knowledge and
counseling.

One participant, a professor of genetics in Paris, in a discussion
about counseling parents who might give birth to a child with
Tay-Sachs disease, had this to say:

I think the question is whether I would like to suppress a child or not.
My simple answer is definitely not, because we have to recognize one
thing which is very frequently overlooked: medicine is essentially and
by nature working against natural selection. That is the reason why
medicine was invented. It was really to fight in the contrary sense of
natural selection. . . . When medicine is used to reinforce natural
selection, it is no longer medicine; it is eugenics. It doesn’t matter if
the work is palatable or not; that is what it is.22

There are two things seriously wrong here. First, this expert’s
remarks about the antagonism between medicine and natural selec-
tion are nonsense—and remarkable nonsense at that for a biologist
to entertain and expound. Second, by speaking about “suppressing
a child,” this expert equates and confuses advising a parent not to
have a child, performing an abortion, and killing an infant.

Another participant, a professor of sociology in Ithaca, New York,
in a discussion of the “Implications of Parental Diagnosis for the
Quality of, and Right to, Human Life,” said:

. . . the best way of expressing its [society’s] interest is through the
counselor-physician, who in effect has a dual responsibility to the in-
dividual whom he serves and to the society of which he and she are
parts. . . . we will all certainly be diminished as human beings, if not
in great moral peril, if we allow ourselves to accept abortion for what
are essentially trivial reasons. On the other hand, we will, I fear, be in
equal danger if we don’t accept abortion as one means of ensuring
that both the quantity and quality of the human race are kept within
reasonable limits.23

. 22. J. Lejeune, “Discussion” of F. C. Fraser’s “Survey of Counseling Prac-
tices,” in B. Hilton et al., eds., Ethical Issues in Human Genetics: Genetic
Counseling and the Use of Genetic Knowledge (New York: Plenum, 1973),
p. 19.

23. R. 8. Morison, “Implications of Prenatal Diagnosis for the Quality of,
and Right to, Human Life: Society as a Standard,” in ibid., pp. 210-211.
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If that is how the experts reason about the ethical problems of
genetics, we are in a bad way indeed. The priest, the accountant,
and the defense lawyer do not try to serve antagonistic interests
simultaneously; the politician, the psychiatrist, and the expert on
genetic counseling do.2+

My views on medical ethics in general and on the ethical implica-
tions of genetic knowledge and engineering in particular may be
summarized as follows.

The biologist and the physician are, first and foremost, individuals;
as individuals they have their own moral values that they are likely
to try to realize in their professional work as well as their private
lives.

In general, we should regard the medical man, whether as in-
vestigator or practitioner, as the agent of the party that pays him
and thus controls him; whether he helps or harms the so-called
patient thus depends not so much on whether he is a good or bad
man as on whether the function of the institution whose agent he is,
is to help or harm the so-called patient.

Insofar as the biologist or physician chooses to act as a scientist,
he has an unqualified obligation to tell the truth; he cannot com-
promise that obligation without disqualifying himself as a scientist.
In actual practice, only certain kinds of situations permit the medical
man to fulfill such an unqualified obligation to truth telling.

Insofar as the biologist or physician chooses to act as a social
engineer, he is an agent of the particular moral and political values
he espouses and tries to realize or of those his employer espouses
and tries to realize.

The biologist’s or physician’s claim that he represents disin-
terested abstract values—such as mankind, health, or treatment-—
should be disallowed; and his efforts to balance, and his claim to
represent, multiple conflicting interests—such as those of the fetus
against the mother or society or of the individual against the family
or the state—should be exposed for what they conceal, perhaps his
secret loyalty to one of the conflicting parties or his cynical re-

24, See my Ideology and Insanity: Essays on the Psychiatric Dehuman-

ization of Man (Garden City, N.Y.: Doubleday, Anchor Press, 1973), esp.
pp- 190-217.
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jection of the interests of both parties in favor of his own self-
aggrandizement.

If we value personal freedom and dignity, we should, in con-
fronting the moral dilemmas of biology, genetics, and medicine,
insist that the expert’s allegiance to the agents and values he serves
be made explicit and that the power inherent in his specialized
knowledge and skill not be accepted as justification for his exercising
specific controls over those lacking such knowledge and skill.



2

lliness and Indignity

All of us in the health professions share certain fundamental aspira-
tions and goals, among which the most important are keeping the
healthy person healthy, restoring the sick person to health, and most
generally, safeguarding and prolonging life. That these ends are so
overwhelmingly good and noble is what makes their pursuit so
gratifying and those in the health professions so richly honored and
rewarded.

But life would be simpler than it is if health and longevity were
its only, or even its principal, purposes—that is, if there were no
goals or values that often conflict with their pursuit. One of the
values that we cherish, and that often conflicts with the pursuit of
health at any cost, is dignity.

Dignity is of course that ineffable and yet obvious quality of
human encounters that enriches the participants’ self-esteem. The
process of dignification is characteristically reciprocal; dignified
-conduct in one person or party generates dignified conduct in another
and vice versa.

Conversely, indignity is that equally obvious but much more easily
definable quality of human encounters that impoverishes the par-
ticipants’ self-esteem. There are many forms of it, one of the most
common and most tragic being the indignity of disability, illness,
and old age. Many sick people behave, simply because of their
illness, in ways that make their conduct undignified. When a person
loses control over his basic bodily functions, when he cannot work,
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then—often against his most intense efforts—he is rendered un-
dignified. Language, the oldest but still the most reliable guide to a
people’s true sentiments, starkly reveals the intimate connection
between illness and indignity. In English, we use the same word to
describe an expired passport, an indefensible argument, an illegi-
timate legal document, and a person disabled by disease. We call
each of them invalid. To be an invalid, then, is to be an invalidated
person, a human being stamped not valid by the invisible but in-
vincible hand of popular opinion. While invalidism carries with it
the heaviest burden of indignity, some of the stigma adheres to
virtually all illness, to virtually any participation in the role of
patient.

This fact generates two very important problems for people in
the health professions: one is that the sick person’s undignified be-
havior may stimulate the professional person’s inclination to respond
with undignified behavior of his own; the other is that patients dis-
abled in ways that render them grossly undignified may prefer death
with dignity to life without it. Let me offer a few observations on each
of these problems.

The connections between illness and indignity are, in the main,
quite obvious. Because the patient cannot work, cannot take care of
himself, must disrobe and submit his body for examination by
strangers, and for many other equally good reasons, the sick person
perceives himself as suffering not only from an illness but also from
a loss of dignity. Moreover, the patient’s loss of dignity often gen-
erates a reciprocal loss of respect for him by those around him,
especially by his family and physicians. This unfortunate process of
degradation is often concealed, though in my opinion never very
successfully, by the imagery and vocabulary of paternalism—family
and physician treating the patient as if he were a child (or childlike)
and the patient treating them as if they were his parents (or
superiors).

This fundamental tendency—to infantilize the sick person and to
parentalize the healer—manifests itself in countless ways in the
everyday practice of medicine. For example, the patient is expected
to trust his physician, but the physician need not trust his patient;
the patient is expected to impart his intimate bodily and personal
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experiences to the physician, but the physician may withhold vital
information from the patient.

The patient’s undignified position vis-2-vis the medical authorities
is symbolized by the linguistic structure of the medical situation. The
patient communicates in ordinary language, which he shares with
his physician; the physician communicates partly in the same lan-
guage, insofar as he speaks fo his patient, and partly in another
language, insofar as he speaks about him. The physician’s second
language used to be Latin and is now the technical jargon of medi-
cine. The upshot is that patients often do not know or understand
what is wrong with them, what is in their medical records, or what
drugs they are taking. To be sure, like children or other fearful,
humiliated, or oppressed persons, patients often do not want to
know these things. Yet even if this were so—and it is not always
so—it would not, in my opinion, justify withholding such informa-
tion from them. After all, many people do not want to know what is
under the hood of an automobile, but we would not accept that as
justifying automobile manufacturers in maintaining a systematic
policy of withholding this information from car buyers or releasing
it to them only under special circumstances.

My point is that many people today accept it as right and proper
that patients should not understand their prescriptions or that they
should not know what is in their hospital records; at the same time,
they object to the indignities that the medical situation often im-
poses on them. The result of this unarticulated conflict is that people
often feel anxious and humiliated at the prospect of seeking medical
care and frequently avoid or reject such care altogether.

We must keep in mind that people want and need not only health
but also dignity, that often they can obtain health only at the cost of
dignity, and that sometimes they prefer not to pay that price. It is
obvious, for example, that patients participate most eagerly and most
intelligently in medical situations that entail little or no humiliation
on their part; thus, people seek help freely for refractive errors of
their eyes or for athletic injuries. It is equally obvious that patients
participate most reluctantly or not at all in those medical situations
that entail a great deal of humiliation on their part; thus, people
are often reluctant to seek medical help for syphilis or gonorrhea,
even though these diseases can now be treated effectively and safely,
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and they often do not seek medical help at all for “conditions”
whose treatment is humiliating to the point of legally articulated
stigmatization—such as drug addiction or the so-called psychoses.

There is a practical lesson here for all of us—namely, that it is
not enough that we do a technically competent job of healing the
patient’s body; we must do an equally competent job of safeguarding
his dignity and self-esteem. In proportion as we fail in this latter
task, we destroy the practical value of our technical competence for
the sick person.

Inexorably, efforts to combat disease or stave off death conflict
with the need to maintain dignity. The currently popular phrase
death with dignity is therefore quite misleading: it is not just that
people want to die with dignity, but rather that they want to live
with it. After all, dying is a part of life, not of death. It is precisely
because many people live without dignity that they also die without
it. Determined and dignified persons, whether soldiers or surgeons,

- have always wanted to die with their boots on. Military men have
traditionally preferred death on the battlefield or even suicide to
surrender and loss of face; medical men prefer a sudden death from
a myocardial infarct to a lingering demise from generalized car-
cinomatosis. These examples illustrate my contention that there is
often an irreconcilable antagonism between preserving and pro-
moting dignity and preserving and promoting health.

There are of course many such antagonisms in life, which is what
makes human existence tragic in the classical Greek and Christian
conceptions of it. For example, in personal and political affairs, we
desire both freedom and security but can often gain the one only at
the expense of the other. The modern scientific and technical out-
look, valuable through it is for realizing scientific and technical ends,
misleads us badly insofar as it deals in isolation with the concepts
of health and dignity and promises to maximize each at the cost of
nothing more than scientific and technical effort and expertise. This
perspective has led to a lopsided—and, indeed, erroneous—estimate
of the bargain entailed in maintaining or securing good health. Many
people now believe—and they are grievously mistaken—that they
can retain or recover their health merely as a result of scientific ad-
vances in medicine (fashionably called breakthroughs) without
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their having to make any sacrifices for it—that is, without their
having to pay money for it, without their having to curb their ap-
petites and passions for it, and without their having to suffer some
loss of dignity for it.

The irreconcilable conflict that may arise between prolonging
life and maintaining dignity was—as were all the fundamental con-
flicts characteristic of the human condition—well appreciated and
articulated by the ancient Greeks. In the Phaedo, Plato illustrates
this dilemma and Socrates’ method of resolving it.

The death scene opens with Socrates and some of his closest
friends gathered in anticipation of Socrates’ drinking the hemlock.
After some conversation between Socrates and his friends, Socrates
says farewell and asks the executioner to bring the poisoned cup.
But Crito urges Socrates to wait, to prolong his life for as long as he
can: “But Socrates,” he pleads, “. . . I know that other men take
the poison quite late, and eat and drink heartily, and even enjoy the
company of their chosen friends, after the announcement has been
made. So do not hurry; there is still time.”?

Socrates’ reply articulates the distinction between life as a bio-
logical process that may and perhaps ought to be prolonged for as
long as possible and as a spiritual pilgrimage that can and should be
traversed and ended in a proper manner. This is what Socrates says:

And those whom you speak of, Crito, naturally do so; for they
think that they will be gainers by so doing. And I naturally shall not
do so; for I think that I should gain nothing by drinking the poison a
little later but my own contempt for so greedily saving up a life which
is already spent.2

The distinction between the death of the body and the end of
life, which is the difference between Crito’s and Socrates’ outlook on
life and death, continues to baffle us in the health sciences. The main
reason why it does is, remarkably, also explained by Socrates.

Crito asks his friend how he wants to be buried. Socrates replies:

1. Plato, Euthyphro, Apology, Crito, with the Death Scene from Phaedo,
trans. F. J. Church, (Indianapolis, Ind.: Bobbs-Merrill, 1956), p. 69.
2. Ibid.
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He [Crito] thinks that I am the body which he will presently see as
a corpse, and he asks me how he is to bury me. All the arguments
which I have used to prove that I shall not remain with you after I
have drunk the poison . . . have been thrown away on him. . . . For,
dear Crito, you must know that to use words wrongly is not only a
fault in itself, it also corrupts the soul. You must be of good cheer,
and say that you are burying my body; and you may bury it as you
please, and you think right.?

The distinction Socrates here makes between himself and his
body is at once obvious and elusive; we all know how often modern
people, scientifically informed and enlightened people, fail to make
this distinction.

The richness of the death scene for our theme is by no means
exhausted by my foregoing remarks on it. There is significance, too,
in Socrates’ parting words. “Crito,” he says, “I owe a cock to
Asclepius; do not forget it.””* The ritual sacrifice Socrates here re-
quests his friend to make on his behalf refers to the custom of
offering, on recovering from sickness, a cock to Asclepius, the god
of healing. In other words, Socrates views his death as a recovery
from an illness, presaging the Christian view.

In short, the message I want to bring to you is simply this: Do
your utmost to exercise your skills in healing, but do not do so by
sacrificing dignity, either your patient’s or your own—the two being
tied together by bonds not unlike those of matrimony, except,
especially in these days, stronger. For, if I may paraphrase the
Scriptures, what does it profit a man if he gains his health but loses
his dignity?

3. Ibid., p. 68.
4. Ibid., p. 70.
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A Map for Medical Ethics: The Moral
Justifications of Medical Interventions

After a lifetime of reflection on what it means to be a patient and to
be sick, and what it means to be a doctor and to treat, it has finally
dawned on me that much of our contemporary confusion concern-
ing medical ethics rests on our failure to articulate the differences
between certain fundamental facts and certain elementary justifica-
tions and to agree on which considerations justify certain medical
interventions and which do not. In this brief essay, I shall try to
offer a map that may help us to orient ourselves in the maze of
medico-ethical problems that now face us. Like any map, it will not
tell us where we ought to go. But it will tell us where the various
roads lead.

Let us choose as our paradigm of illness breast cancer and as our
paradigm of treatment removal of the cancerous breast. Cancer is
an illness; that is a biological and medical fact. Mastectomy is a
treatment; that is a surgical and legal fact. The medico-ethical and
medico-legal question is, What justifies the medical (surgical) inter-
vention of mastectomy?

1. According to some people, such a patient should have a
mastectomy because she has cancer. That is the disease-oriented
justification for the intervention.
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2. According to others, she should have a mastectomy be-
cause it will cure her. That is the treatment-oriented justification
for the intervention.

3. And according to still others, she may have a mastectomy
because she seeks medical help, the physician offers surgical
treatment, and the surgeon has recommended and the patient has
agreed to a mastectomy. That is the consent-oriented justifica-
tion for the intervention.

It is important to keep in mind that although in the ideal case the
three justifications coincide and collapse, as it were, into a single
affirmation by both patient and doctor about what ought to be done,
the justifications are independent of one another and often in con-
flict. A few illustrations will exemplify and dramatize the potential
disjunctions between the medical facts and the moral justifications
considered thus far.

1. Disease may not justify medical intervention—for example,
if the patient rejects treatment because she or he is a Christian
Scientist (or for any other reason). And medical intervention
may be justified in the absence of disease: abortion and vasectomy
are medical interventions, but pregnancy and the capacity to im-
pregnate are not diseases.

2. Cure (in the sense of therapeutic effectiveness) may not
justify medical intervention—for example, as before, if the patient
rejects the treatment. And medical intervention may be justified
in the absence of therapeutic effectiveness: venesection was, and
electroshock is, an accepted form of treatment—however, we now
acknowledge that bloodletting only impaired the patient’s cir-
culatory system, and we may one day acknowledge that electrically
induced convulsions only impair the patient’s central nervous
system.

3. Consent may not legally justify medical intervention—for
example, if the patient is a morphine addict and the physician
supplies him with morphine. And medical intervention may
legally be justified in the absence of consent—for example, if
electroshock is given to a so-called suicidally depressed commited
mental patient.
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Thus, our dilemmas of medical ethics have at least two sources:
factual (or epistemological) and moral (or ethical). In the former
class belong such questions as, What is disease? What is treatment?
What is consent? In the latter belongs the question, What justifies
certain particular contacts between sufferers and healers that we call
medical (surgical, psychiatric, and so on) interventions?

There are vexing problems in both categories. How do we define,
know, or agree on what is disease or treatment? Is pregnancy
(wanted or unwanted) a disease? Is abortion a treatment? Is old age
a disease? Is euthanasia a treatment? The problems are obvious, and
there is no need to belabor them here. Suffice it to say that even if
we agreed—which would not make us right—on what we shall count
as falling into these classes and outside of them, many of our
medico-ethical problems would remain unaffectedly vexing. For
regardless of our agreement on matters of definition, naming, or
“factualness,” there would remain our problems concerning justifica-
tion. Those problems require choosing and accepting responsibility
for the inexorable consequences of our choices.

We have several choices with respect to justifying medical inter-
ventions. First, we might travel west (as it were)—that is, justify
medical intervention by disease. That way lie the coercions and
countercoercions of patients and doctors, physicians and politicians.
For if disease justifies treatment, then individuals will tend to claim
or conceal diseases depending on whether or not they want particu-
lar treatments. And medical professionals will tend to discover or
deny diseases depending on whether they want to impose or with-
hold particular treatments. (People who claim to be in severe pain
in order to obtain analgesics and physicians who impose methadone
on those who desire heroin are signposts down that road.)

Second, we might travel east—that is, justify medical interven-
tion by treatment. That way lie the similar coercions and counter-
coercions of patients and doctors, physicians and politicians. For if
curative efficacy justifies medical intervention, physicians will tend
to claim or conceal therapeutic powers depending on whether or
not they want to dispense it, impose it, or withhold it. And in-
dividuals will tend, depending on their desires, to try to qualify for, or
disqualify themselves from, various treatments. (Physicians who
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avoid the use and falsify the pharmacological properties of opiates,
psychiatrists who claim to be able to treat mental illness by im-
prisonment, and politicians who legislate about the imprisoned
mental patient’s rights to treatment are signposts down that road.)

Third, we might travel north—that is, justify medical intervention
by consent. That way—where the air is clear but cool—lies medicine
as a contractual service occupation. In such a system, only those
patients who want treatment will receive it and only those phy-
sicians who want to dispense treatment will administer it. This
system will make possible certain medical interventions that please
patient and doctor but may displease others; and it will make im-
possible certain others desired by the patient, the patient’s family,
the doctor, the medical profession, or society generally, because one
or another or both of the parties necessary for the medical contract
refuse to enter into it. (Individuals with infectious diseases such as
gonorrhea who refuse treatment or Catholic physicians who refuse
to do abortions are signposts down that road.)

Finally, we might head south—that is, justify medical interven-
tion by a capricious and confused combination of all three of the
preceding justifications. That way—where the air is hazy and hot—
paved with good medical intentions, lies hell. In such a system, the
relations between sufferers and healers will be governed by the
worst—the most despotic, capricious, and mendacious—elements
of each of the three other systems. Patients, physicians, politicians,
and people generally will then tend to fabricate increasingly
arbitrary and self-serving definitions of illness and treatment and
will try to impose them, by fraud and force, on anyone who resists.
(The official acceptance of taking heroin as a disease and of being
given methadone under medical auspices as a treatment is a signpost
down that road; so is the official acceptance of personal disagree-
ments as psychiatric diseases and of medically administered tortures
as psychiatric treatments. )

I did not promise to offer, and did not offer, any solution to the
problems exemplified by the situations cited. What I have offered, as
I remarked at the beginning, is a map that I hope gives a reasonably
accurate picture of the territory that all of us—whether as patients
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or doctors or both—must traverse in life. And I am offering one
more thing—a reflection about it.

I know, or believe, that life is inherently tragic. In the Greek and
Christian sense and tradition, tragedy is our fate. That is a given.
But there is another kind of tragedy, the kind that we, as patients
and physicians, as lawmakers and laymen, fabricate by evading
the tragic choices thrust upon us by life. The belief that we can
have a medico-ethical and medico-legal system that combines the
virtues, but not the wickedness, of justifying medical interventions
by illness, treatment, and consent is, I submit, such a tragedy. It is,
in other words, not a tragic fate we must bear, but a tragic folly
we must avoid.



4

The Ethics of Addiction

Lest we take for granted that we know what drug addiction is, let
us begin with some definitions.

According to the World Health Organization’s Expert Committee
on Drugs Liable to Produce Addiction,

Drug addiction is a state of periodic or chronic intoxication detrimental

to the individual and to society, produced by the repeated consump-

tion of a drug (natural or synthetic). Its characteristics include:

(1) an overpowering desire or need (compulsion) to continue taking

the drug and to obtain it by any means, (2) a tendency to increase

the dosage, and (3) a psychic (psychological) and sometimes physical
dependence on the effects of the drug.!

Since this definition hinges on the harm done to the individual and
to society by the consumption of the drug, it is clearly an ethical
one. Moreover, by not specifying what is “detrimental” or who
shall ascertain it and on what grounds, this definition immediately
assimilates the problem of addiction with other psychiatric problems
in which psychiatrists define the patient’s dangerousness to himself
and others. Actually, physicians regard as detrimental what people
do to themselves but not what they do to people. For example, when
college students smoke marijuana, that is detrimental; but when
psychiatrists administer psychotropic drugs to involuntary mental
patients, that is not detrimental.

1. Quoted in L. C. Kolb, Noyes’ Modern Clinical Psychiatry, 7th ed.
(Philadelphia: Saunders, 1968), p. 516.
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The rest of the definition proposed by the World Health Organiza-
tion is of even more dubious value. It speaks of an “overpowering
desire” or “compulsion” to take the drug and of efforts to obtain it
“by any means.” Here again, we sink into the conceptual and
semantic morass of psychiatric jargon. What is an “overpowering
desire” if not simply a desire by which we choose to let ourselves
be overpowered? And what is a “compulsion” if not simply an un-
resisted inclination to do something, and keep on doing it, even
though someone thinks we should not be doing it?

Next, we come to the effort to obtain the addictive substance “by
any means.” That suggests that the substance is prohibited, or is very
expensive for some other reason, and is hence difficult to obtain for
the ordinary person rather than that the person who wants it has an
inordinate craving for it. If there were an abundant and inexpensive
supply of what the “addict” wants, there would be no reason for him
to go to “any means” to obtain it. Does the World Health Organiza-
tion’s definition mean that one can be addicted only to a substance
that is illegal or otherwise difficult to obtain? If so—and there is
obviously some truth to the view that forbidden fruit tastes sweeter,
although it cannot be denied that some things are sweet regardless
of how the law treats them—then that surely removes the problem
of addiction from the sphere of medicine and psychiatry and puts
it squarely into that of morals and law.

The definition of addiction offered in Webster’s Third New In-
ternational Dictionary of the English Language, Unabridged exhibits
the same difficulties. It defines addiction as “the compulsory uncon-
trolled use of habit-forming drugs beyond the period of medical
need or under conditions harmful to society.” This definition im-
putes lack of self-control to the addict over his taking or not taking
a drug, a dubious proposition at best; at the same time, by qualify-
ing an act as an addiction depending on whether or not it harms
society, it offers a moral definition of an ostensibly medical condition.

Likewise, the currently popular term drug abuse places this be-
havior squarely in the category of ethics. For it is ethics that deals
with the right and wrong uses of man’s powers and possessions.

Clearly, drug addiction and drug abuse cannot be defined without
specifying the proper and improper uses of certain pharmacologically
active agents. The regular administration of morphine by a physician
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to a patient dying of cancer is the paradigm of the proper use of a
narcotic, whereas even its occasional self-administration by a phy-
sically healthy person for the purpose of pharmacological pleasure
is the paradigm of drug abuse.

I submit that these judgments have nothing whatever to do with
medicine, pharmacology, or psychiatry. They are moral judgments.
Indeed, our present views on addiction are astonishingly similar to
some of our former views on sex. Intercourse in marriage with the
aim of procreation used to be the paradigm of the proper use of
one’s sexual organs, whereas intercourse outside of marriage with
the aim of carnal pleasure used to be the paradigm of their improper
use. Until recently, masturbation—or self-abuse, as it was called—
was professionally declared and popularly accepted as both the cause
and the symptom of a variety of illnesses.?

To be sure, it is now virtually impossible to cite a contemporary
American (or foreign) medical authority to support the concept of
self-abuse. Medical opinion now holds that there is simply no such
thing, that whether a person masturbates or not is medically irrele-
vant, and that engaging in the practice or refraining from it is a
matter of personal morals or life-style. On the other hand, it is now
virtually impossible to cite a contemporary American (or foreign)
medical authority to oppose the concept of drug abuse. Medical
opinion now holds that drug abuse is a major medical, psychiatric,
and public-health problem; that drug addiction is a disease
similar to diabetes, requiring prolonged (or lifelong) and carefully
supervised medical treatment; and that taking or not taking
drugs is primarily, if not solely, a matter of medical concern and
responsibility.

Like any social policy, our drug laws may be examined from two
entirely different points of view—technical and moral. Our present
inclination is either to ignore the moral perspective or to mistake
the technical for the moral.

An example of our misplaced overreliance on a technical ap-

2. See my The Manufacture of Madness: A Comparative Study of the
Inquisition and the Mental Health Movement (New York: Harper & Row,
1970), pp. 180-206.
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proach to the so-called drug problem is the professionalized men-
dacity about the dangerousness of certain types of drugs. Since most
of the propagandists against drug abuse seek to justify certain re-
pressive policies by appeals to the alleged dangerousness of various
drugs, they often falsify the facts about the true pharmacological
properties of the drugs they seek to prohibit. They do so for two
reasons: first, because many substances in daily use are just as
harmful as the substances they want to prohibit; second, because
they realize that dangerousness alone is never a sufficiently persuasive
argument to justify the prohibition of any drug, substance, or arti-
fact. Accordingly, the more the “addiction-mongers” ignore the
moral dimensions of the problem, the more they must escalate their
fraudulent claims about the dangers of drugs.

To be sure, some drugs are more dangerous than others. It is
easier to kill oneself with heroin than with aspirin. But it is also
easier to kill oneself by jumping off a high building than a low one.
In the case of drugs, we regard their potentiality for self-injury as
justification for their prohibition; in the case of buildings, we do not.

Furthermore, we systematically blur and confuse the two quite
different ways in which narcotics may cause death—by a deliberate
act of suicide and by accidental overdosage.

As I have suggested elsewhere, we ought to consider suicide a
basic human right.® If so, it is absurd to deprive an adult of a drug
(or of anything else) because he might use it to kill himself. To do
so is to treat everyone the way institutional psychiatrists treat the
so-called suicidal mental patient: they not only imprison such a
person but take everything away from him—shoelaces, belts, razor
blades, eating utensils, and so forth—until the “patient” lies naked
on a mattress in a padded cell, lest he kill himself. The result is the
most degrading tyrannization in the annals of human history.

Death by accidental overdose is an altogether different matter.
But can anyone doubt that this danger now looms so large precisely
because the sale of narcotics and many other drugs is illegal? Peo-
ple who buy illicit drugs cannot be sure what drug they are getting
or how much of it. Free trade in drugs, with governmental action
limited to safeguarding the purity of the product and the veracity

3. See Chapter 6, “The Ethics of Suicide.”
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of the labeling, would reduce the risk of accidental overdose with
“dangerous drugs” to the same levels that prevail, and that we find
acceptable, with respect to other chemical agents and physical
artifacts that abound in our complex technological society.

Although this essay is not intended as an exposition on the
pharmacological properties of narcotics and other mind-affecting
drugs, it might be well to say something more about the medical and
social dangers they pose. Before proceeding to that task, I want to
make clear, however, that in my view, regardless of their danger-
ousness, all drugs should be legalized (a misleading term I employ
reluctantly as a concession to common usage). Although I recog-
nize that some drugs—notably heroin, the amphetamines, and LSD
among those now in vogue—may have undesirable personal or
social consequences, I favor free trade in drugs for the same reason
the Founding Fathers favored free trade in ideas: in an open
society, it is none of the government’s business what idea a2 man
puts into his mind; likewise, it should be none of the government’s
business what drug he puts into his body.

It is a fundamental characteristic of human beings that they get
used to things: one becomes habituated, or addicted, not only to
narcotics, but to cigarettes, cocktails before dinner, orange juice for
breakfast, comic strips, sex, and so forth. It is similarly a funda-
mental characteristic of living organisms that they acquire increas-
ing tolerance to various chemical agents and physical stimuli: the
first cigarette may cause nothing but nausea and headache; a year
later, smoking three packs a day may be pure joy. Both alcohol and
opiates are addictive, then, in the sense that the more regularly they
are used, the more the user craves them and the greater his toler-
ance for them becomes. However, there is no mysterious process of
“getting hooked” involved in any of this. It is simply an aspect of the
universal biological propensity for learning, which is especially well-
developed in man. The opiate habit, like the cigarette habit or the
food habit, can be broken—usually without any medical assistance
—provided the person wants to break it. Often he doesn’t. And why
indeed should he if he has nothing better to do with his life? Or as
happens to be the case with morphine, if he can live an essentially
normal life while under its influence? That, of course, sounds com-
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pletely unbelievable, or worse—testimony to our “addiction” to
half a century of systematic official mendacity about opiates, which
we can break only by suffering the intellectual withdrawal symptoms
that go with giving up treasured falsehoods.

Actually, opium is much less toxic than alcohol. Moreover, just
as it is possible to be an alcoholic and work and be productive, so it
is (or rather, it used to be) possible to be an opium addict and
work and be productive. Thomas De Quincey and Samuel Taylor
Coleridge were both opium takers, and “Kubla Khan,” considered
one of the most beautiful poems in the English language, was written
while Coleridge was under the influence of opium.* According to a
definitive study by Light and others published by the American
Medical Association in 1929, “morphine addiction is not character-
ized by physical deterioration or impairment of physical fitness. . . .
There is no evidence of change in the circulatory, hepatic, renal, or
endocrine functions. When it is considered that these subjects had
been addicted for at least five years, some of them as long as
twenty years, these negative observations are highly significant.”?
In a 1928 study, Lawrence Kolb, an assistant surgeon general of the
United States Public Health Service, found that of 119 persons
addicted to opiates through medical practice, 90 had good industrial
records and only 29 had poor ones:

Judged by the output of labor and their own statements, none of the
normal persons had their efficiency reduced by opium. Twenty-two of
them worked regularly while taking opium for twenty-five years or
more; one of them, a woman aged 81 and still alert mentally, had
taken 3 grains of morphine daily for 65 years. [The usual therapeutic
dose is ¥4 grain, 3 to 4 grains being fatal for the nonaddict.] She gave
birth to and raised six children, and managed her household affairs
with more than average efficiency. A widow, aged 66, had taken 17
grains of morphine daily for most of 37 years. She is alert mentally
. . . does physical labor every day, and makes her own living.®

4. A. Montagu, “The Long Search for Euphoria,” Reflections 1 (May-
June 1966): 65.

5. A. B. Light et al., Opium Addiction (Chicago: American Medical
Association, 1929), p. 115; quoted in Alfred R. Lindesmith, Addiction and
Opiates (Chicago: Aldine, 1968). p. 40.

6. L. Kolb, “Drug Addiction: A Study of Some Medical Cases,” Archives
of Neurology and Psychiarry 20 (1928): 178; quoted in Lindesmith, 4ddiction
and Opiates, pp. 41-42.
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I am not citing this evidence to recommend the opium habit. The
point is that we must, in plain honesty, distinguish between pharma-
cological effects and personal inclinations. Some people take drugs
to cope—to help them function and conform to social expectations.
Others take them to cop out—to ritualize their refusal to function
and conform to social expectations. Much of the drug abuse we now
witness—perhaps nearly all of it—is of the second type. But instead
of acknowledging that addicts are unable or unfit or unwilling to
work and be normal, we prefer to believe that they act as they do
because certain drugs—especially heroin, LSD, and the ampheta-
mines—make them sick. If only we could get them well, so runs
this comfortable and comforting view, they would become productive
and useful citizens. To believe that is like believing that if an
illiterate cigarette smoker would only stop smoking, he would be-
come an Einstein. With- a falsehood like that, one can go far. No
wonder that politicians and psychiatrists love it.

The idea of free trade in drugs runs counter to another cherished
notion of ours—namely, that everyone must work and that idleness
is acceptable only under special conditions. In general, the obliga-
tion to work is greatest for healthy adult white males. We tolerate
idleness on the part of children, women, blacks, the aged, and the
sick, and we even accept the responsibility of supporting them. But
the new wave of drug abuse affects mainly young adults, often white
males who are, in principle at least, capable of working and sup-
porting themselves. But they refuse: they drop out, adopting a life-
style in which not working, not supporting oneself, not being useful
to others, are positive values. These people challenge some of the
most basic values of our society. It is hardly surprising, then, that
society wants to retaliate, to strike back. Even though it would be
cheaper to support addicts on welfare than to “treat” them, doing
so would be legitimizing their life-style. That, “normal” society
refuses to do. Instead, the majority acts as if it felt that, so long as
it is going to spend its money on addicts, it is going to get something
out of it. What society gets out of its war on addiction is what every
persecutory movement provides for the persecutors: by defining a
minority as evil (or sick), the majority confirms itself as good (or
healthy). (If that can be done for the victim’s own good, so much
' _the better.) In short, the war on addiction is a part of that vast
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modern enterprise which I have named the “manufacture of mad-
ness.” It is indeed a therapeutic enterprise, but with this grotesque
twist: its beneficiaries are the therapists, and its victims are the
patients.

Most of all perhaps, the idea of free trade in narcotics frightens
people because they believe that vast masses of our population would
spend their days and nights smoking opium or mainlining heroin in-
stead of working and shouldering their responsibilities as citizens.
But that is a bugaboo that does not deserve to be taken seriously.
Habits of work and idleness are deep-seated cultural patterns; I
doubt that free trade in drugs would convert industrious people
from hustlers into hippies at the stroke of a legislative pen.

The other side of the economic coin regarding drugs and drug con-
trols is actually far more important. The government is now spend-
ing millions of dollars—the hard-earned wages of hard-working
Americans—to support a vast and astronomically expensive
bureaucracy whose efforts not only drain our economic resources
and damage our civil liberties but create ever more addicts and,
indirectly, the crime associated with the traffic in illicit drugs. Al-
though my argument about drug taking is moral and political and
does not depend upon showing that free trade in drugs would also
have fiscal advantages over our present policies, let me indicate
briefly some of the economic aspects of the drug-control problem.

On April 1, 1967, New York State’s narcotics addiction-control
program, hailed as “the most massive ever tried in the nation,” went
into effect. “The program, which may cost up to $400 million in
three years,” reported The New York Times, “was hailed by
Governor Rockefeller as ‘the start of an unending war.”’ ”7 Three
years later, it was conservatively estimated that the number of
addicts in the state had tripled or quadrupled. New York State
Senator John Hughes reported that the cost of caring for each
addict during that time was $12,000 per year (as against $4,000
per year for patients in state mental hospitals).® It was a great time,
though, for some of the ex-addicts themselves. In New York City’s
Addiction Services Agency, one ex-addict started at $6,500 a year

7. The New York Times, April 1, 1967.
8. Editorial, “About Narcotics,” Syracuse Herald-Journal, March 6, 1969
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on November 27, 1967, and was making $16,000 seven months
later. Another started at $6,500 on September 12, 1967, and went
up to $18,100 by July 1, 1969.% The salaries of the medical bureau-
crats in charge of the programs are similarly attractive. In short, the
detection and rehabilitation of addicts is good business; and so was,
in former days, the detection and rehabilitation of witches. We now
know that the spread of witchcraft in the late Middle Ages was due
more to the work of witchmongers than to the lure of witchcraft. Is
it not possible that, similarly, the spread of addiction in our day
is due more to the work of addictmongers than to the lure of
narcotics?

Let us see how far some of the money spent on the war on addic-
tion could go in supporting people who prefer to drop out of society
and drug themselves. Their habit itself would, of course, cost next
to nothing, for free trade would bring the price of narcotics down to
a negligible amount. During the 1969-1970 fiscal year, the New
York State Narcotics Addiction Control Commission had a budget
of nearly $50 million, not including the budget for capital con-
struction. Using that figure as a tentative base for calculation, here
is what we come to: $100 million will support thirty thousand
people at $3,300 per year; since the population of New York State
is roughly one-tenth that of the nation, we arrive at a figure of $500
million to support one hundred and fifty thousand addicts
nationally.

I am not advocating that we spend our hard-earned money in
this way. 1 am only trying to show that free trade in narcotics would
be more economical for those of us who work, even if we had to
support legions of addicts, than is our present program of trying to
“cure” them. Moveover, I have not even made use, in my economic
estimates, of the incalculable sums we would thus save by reducing
crimes now engendered by the illegal traffic in drugs.

Clearly, the argument that marijuana—or heroin, or methadone,
or morphine—is prohibited because it is addictive or dangerous
cannot be supported by facts. For one thing, there are many drugs
—from insulin to penicillin—that are neither addictive nor danger-

9. The New York Times, June 29, 1970.
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ous but are nevertheless also prohibited—they can be obtained only
through a physician’s prescription. For another, there are many
things—from dynamite to guns—that are much more dangerous
than narcotics (especially to others) but are not prohibited. As
everyone knows, it is still possible in the United States to walk into a
store and walk out with a shotgun. We enjoy that right not because
we do not believe that guns are dangerous, but because we believe
even more strongly that civil liberties are precious. At the same time,
it is not possible in the United States to walk into a store and walk
out with a bottle of barbiturates, codeine, or other drugs. We are
now deprived of that right because we have come to value medical
paternalism more highly than the right to obtain and use drugs
without recourse to medical intermediaries.

I submit, therefore, that our so-called drug-abuse problem is an
integral part of our present social ethic, which accepts “protections”
and repressions justified by appeals to health similar to those that
medieval societies accepted when they were justified by appeals to
faith.1® Drug abuse (as we now know it) is one of the inevitable
consequences of the medical monopoly over drugs—a monopoly
whose value is daily acclaimed by science and law, state and church,
the professions and the laity. As the Church formerly regulated
man’s relations to God, so Medicine now regulates his relations to
his body. Deviation from the rules set forth by the Church was then
considered to be heresy and was punished by appropriate theological
sanctions, called penance; deviation from the rules set forth by
Medicine is now considered to be drug abuse (or some sort of mental
illness) and is punished by appropriate medical sanctions, called
treatment.

The problem of drug abuse will thus be with us so long as we live
under medical tutelage. This is not to say that if all access to drugs
were free, some people would not medicate themselves in ways that
might upset us or harm them. That of course is precisely what hap-
pened when religious practices became free.

What I am suggesting is that although addiction is ostensibly a
medical and pharmacological problem, actually it is a moral and

10. See my Ideology and Insanity: Essays on the Psychiatric Dehumaniza-
tion of Man (Garden City, N.Y.: Doubleday, Anchor Press, 1970).
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political problem. We talk as if we were trying to ascertain which
drugs are toxic, but we act as if we were trying to decide which
drugs ought to be prohibited.

We ought to know, however, that there is no necessary con-
nection between facts and values, between what is and what ought
to be. Thus, objectively quite harmful acts, objects, or persons may
be accepted and tolerated—by minimizing their dangerousness.
Conversely, objectively quite harmless acts, objects, or persons may
be prohibited and persecuted—by exaggerating their dangerous-
ness. It is always necessary to distinguish—and especially so when
dealing with social policy—between description and prescription,
fact and rhetoric, truth and falsehood.

To command adherence, social policy must be respected; and to
be respected, it must be considered legitimate. In our society, there
are two principal methods of legitimizing policy—social tradition
and scientific judgment. More than anything else, time is the supreme
ethical arbiter. Whatever a social practice might be, if people engage
in it generation after generation, then that practice becomes accept-
able.

Many opponents of illegal drugs admit that nicotine may be more
harmful to health than marijuana; nevertheless, they argue that
smoking cigarettes should be legal but smoking marijuana should not
be, because the former habit is socially accepted while the latter is
not. That is a perfectly reasonable argument. But let us understand
it for what it is—a plea for legitimizing old and accepted practices
and illegitimizing novel and unaccepted ones. It is a justification
that rests on precedence, not on evidence.

The other method of legitimizing policy, increasingly more im-
portant in the modern world, is through the authority of science. In
matters of health, a vast and increasingly elastic category, phy-
sicians thus play important roles as legitimizers and illegitimizers.
One result is that, regardless of the pharmacological effects of a
drug on the person who takes it, if he obtains it through a physician
and uses it under medical supervision, that use is, ipso facto, legiti-
mate and proper; but if he obtains it through nonmedical channels
and uses it without medical supervision (and especially if the drug
is illegal and the individual uses it solely for the purpose of altering
his mental state), then that use is, ipso facto, illegitimate and im-
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proper. In short, being medicated by a doctor is drug use, while
self-medication (especially with certain classes of drugs) is drug
abuse.

That too is a perfectly reasonable arrangement. But let us under-
stand it for what it is—a plea for legitimizing what doctors do,
because they do it with good, therapeutic intent; and for illegiti-
mizing what laymen do, because they do it with bad, self-abusive
(masturbatory) intent. It is a justification that rests on the prin-
ciples of professionalism, not of pharmacology. That is why we
applaud the systematic medical use of methadone and call it
“treatment for heroin addiction,” but decry the occasional non-
medical use of marijuana and call it “dangerous drug abuse.”

Our present concept of drug abuse thus articulates and symbolizes
a fundamental policy of scientific medicine—namely, that a lay-
man should not medicate his own body but should place its medical
care under the supervision of a duly accredited physician. Before
the Reformation, the practice of true Christianity rested on a
similar policy—namely, that a layman should not himself commune
with God but should place his spiritual care under the supervision
of a duly accredited priest. The self-interests of the Church and of
Medicine in such policies are obvious enough. What might be less
obvious is the interest of the laity in them: by delegating responsi-
bility for the spiritual and medical welfare of the people to a class of
authoritatively accredited specialists, those policies—and the prac-
tices they ensure—relieve individuals from assuming the burdens of
those responsibilities for themselves. As I see it, our present prob-
lems with drug use and drug abuse are just one of the consequences
of our pervasive ambivalence about personal autonomy and re-
sponsibility.

Luther’s chief heresy was to remove the priest as intermediary
between man and God, giving the former direct access to the latter.
He also demystified the language in which man could henceforth
address God, approving for that purpose what until then had
significantly been called the vulgar tongue. Perhaps it is true that
familiarity breeds contempt: Protestantism was not just a new form
of Christianity, but the beginning of its end, at least as it had been
known until then.
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I propose a medical reformation analogous to the Protestant Ref-
ormation—specifically, a “protest” against the systematic mystifica-
tion of man’s relationship to his body and his professionalized
separation from it. The immediate aim of the reform would be to
remove the physician as intermediary between man and his body
and to give the layman direct access to the language and contents
of the pharmacopoeia. It is significant that until recently physicians
wrote prescriptions in Latin and that medical diagnoses and treat-
ments are still couched in a jargon whose chief aim is to awe and
mystify the laity. If man had unencumbered access to his own body
and the means of chemically altering it, it would spell the end of
Medicine, at least as we now know it. That is why, with faith in
Medicine so strong, there is little interest in this kind of medical
reform: physicians fear the loss of their privileges; laymen, the loss
of their protections.

Our present policies with respect to drug use and drug abuse thus
constitute a covert plea for legitimizing certain privileges on the
part of physicians and illegitimizing certain practices on the part of
everyone else. The upshot is that we act as if we believed that only
doctors should be allowed to dispense narcotics, just as we used to
believe that only priests should be allowed to dispense holy water.

Finally, since luckily we still do not live in the utopian perfection
of one world, our technical approach to the drug problem has led,
and will undoubtedly continue to lead, to some curious attempts to
combat it.

In one such attempt, the American government succeeded in
pressuring Turkey to restrict its farmers from growing poppy (the
source of opium, morphine, and heroin).!! If turnabout is fair play,
perhaps we should expect the Turkish government to pressure the
United States to restrict its farmers from growing barley. Or should
we assume that Muslims have enough self-control to leave alcohol
alone but Christians need all the controls politicians, policemen, and
physicians, both native and foreign, can bring to bear on them to
enable them to leave opiates alone?

11. “Pursuit of the Poppy,” Time, September 14, 1970, p. 28.
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In another such attempt, the California Civil Liberties Union sued
to enforce a paroled heroin addict’s “right to methadone mainten-
ance treatment.”*? In this view, the addict has more rights than the
nonaddict: for the former, methadone, supplied at the taxpayer’s
expense, is a right; for the latter, methadone, supplied at his own
expense, is evidence of addiction to it.

I believe that just as we regard freedom of speech and religion as
fundamental rights, so we should also regard freedom of self-
medication as a fundamental right; and that instead of mendaciously
opposing or mindlessly promoting illicit drugs, we should, paraphras-
ing Voltaire, make this maxim our rule: I disapprove of what you
take, but I will defend to the death your right to take it!

To be sure, like most rights, the right of self-medication should
apply only to adults; and it should not be an unqualified right. Since
these are important qualifications, it is necessary to specify their
precise range.

John Stuart Mill said (approximately) that a person’s right to
swing his arm ends where his neighbor’s nose begins. Similarly, the
limiting condition with respect to self-medication should be the
inflicting of actual (as against symbolic) harm on others.

Our present practices with respect to alcohol embody and reflect
this individualistic ethic. We have the right to buy, possess, and con-
sume alcoholic beverages. Regardless of how offensive drunkenness
might be to a person, he cannot interfere with another person’s right
to become inebriated so long as that person drinks in the privacy of
his own home or at some other appropriate location and so long as
he conducts himself in an otherwise law-abiding manner. In short,
we have a right to be intoxicated—in private. Public intoxication is
considered to be an offense against others and is therefore a viola-
tion of the criminal law.

The same principle applies to sexual conduct. Sexual intercourse,
especially between husband and wife, is surely a right. But it is a
right that must be exercised at home or at some other appropriate
location; it is not a right in a public park or on a downtown street.

12. “CLU Says Addict Has Right to Use Methadone,” Civil Liberties, July
1970, p. 5.
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It makes sense that what is a right in one place may become, by
virtue of its disruptive or disturbing effect on others, an offense
somewhere else.

The right to self-medication should be hedged in by similar limits.
Public intoxication, not only with alcohol but with any drug, should
be an offense punishable by the criminal law. Furthermore, acts that
may injure others—such as driving a car—should, when carried
out in a drug-intoxicated state, be punished especially strictly and
severely. The habitual use of certain drugs, such as alcohol and
opiates, may also harm others indirectly by rendering the subject
unmotivated for working and thus unemployed. In a society that
supports the unemployed, such a person would, as a consequence
of his own conduct, place a burden on the shoulders of his working
neighbors. How society might best guard itself against that sort of
hazard I cannot discuss here. However, it is obvious that prohibiting
the use of habit-forming drugs offers no protection against that risk,
but only adds to the tax burdens laid upon the productive members
of society.

The right to self-medication must thus entail unqualified re-
sponsibility for the effects of one’s drug-intoxicated behavior on
others. For unless we are willing to hold ourselves responsible for
our own behavior and hold others responsible for theirs, the liberty
to ingest or inject drugs degenerates into a license to injure others.
But here is the catch: we are exceedingly reluctant to hold people
responsible for their misbehavior. That is why we prefer diminishing
rights to increasing responsibilities. The former requires only the
passing of laws, which can then be more or less freely violated or
circumvented; whereas the latter requires prosecuting and punish-
ing offenders, which can be accomplished only by just laws justly
enforced. The upshot is that we increasingly substitute tender-
hearted tyranny for tough-spirited liberty.

Such then would be the situation of adults were we to regard the
freedom to take drugs as a fundamental right similar to the freedom
to read and to worship. What would be the situation of children?
Since many people who are now said to be drug addicts or drug
abusers are minors, it is especially important that we think clearly
about this aspect of the problem.
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I do not believe, and I do not advocate, that children should
have a right to ingest, inject, or otherwise use any drug or sub-
stance they want. Children do not have the right to drive, drink,
vote, marry, or make binding contracts. They acquire those rights
at various ages, coming into their full possession at maturity, usually
between the ages of eighteen and twenty-one. The right to self-
medication should similarly be withheld until maturity.

In this connection, it is well to remember that children lack even
such basic freedoms as the opportunity to read what they wish or
worship God as they choose, freedoms we consider elementary
rights for adult Americans. In those as well as other important
respects, children are wholly under the jurisdiction of their parents
or guardians. The disastrous fact that many parents fail to exercise
proper authority over the conduct of their children does not, in my
opinion, justify depriving adults of the right to engage in conduct
we deem undesirable for children. That remedy only further ag-
gravates the situation. For if we consider it proper to prohibit the
use of narcotics by adults to prevent their abuse by children, then
we would have to consider it proper also to prohibit sexual inter-
course, driving automobiles, piloting airplanes—indeed virtually
everything!—Dbecause those activities too are likely to be abused by
children.

In short, I suggest that “dangerous” drugs be treated more or less
as alcohol and tobacco are treated now. (That does not mean that
I believe the state should make their use a source of tax revenue.)
Neither the use of narcotics nor their possession should be pro-
hibited, but only their sale to minors. Of course, that would result
in the ready availability of all kinds of drugs among minors—
though perhaps their availability would be no greater than it is now
but only more visible and hence more easily subject to proper con-
trols. That arrangement would place responsibility for the use of all
drugs by children where it belongs: on parents and their children.
That is where the major responsibility rests for the use of alcohol
and tobacco. It is a tragic symptom of our refusal to take personal
liberty and responsibility seriously that there appears to be no public
desire to assume a similar stance toward other dangerous drugs.

Consider what would happen should a child bring a bottle of gin
to school and get drunk there. Would the school authorities blame
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the local liquor stores as pushers? Or would they blame the parents
and the child himself? There is liquor in practically every home in
America and yet children rarely bring liquor to school, whereas
marijuana, LSD, and heroin—substances that children do not find
in the home and whose very possession is a criminal offense—
frequently find their way into the school.

Our attitude toward sexual activity provides another model for
our attitude toward drugs. Although we generally discourage child-
ren below a certain age from engaging in sexual activities with
others (we no longer “guard” them against masturbation), we do
not prohibit such activities by law. What we do prohibit by law is
the sexual seduction of children by adults. The pharmacological
seduction of children by adults should be similarly punishable. In
other words, adults who give or sell drugs to children should be
regarded as offenders. Such a specific and limited prohibition—
contrasted with the kind of generalized prohibitions that we had
under the Volstead Act or have now against countless drugs—would
be relatively easy to enforce. Moreover, it would probably be
rarely violated, for there would be little psychological interest and
no economic profit in doing so. On the other hand, the use of drugs
by and among children (without the direct participation of adults)
should be a matter entirely outside the scope of the criminal law,
just as is their engaging in sexual activities under like circumstances.

There is of course a fatal flaw in my proposal. Its adoption would
remove minors from the ranks of our most cherished victims: we
could no longer spy on them and persecute them in the name of pro-
tecting them from committing drug abuse on themselves—a practice
we have substituted for our spying on them and persecuting them in
order to protect them from committing self-abuse on themselves
(that is, masturbating).1®* Hence, we cannot, and indeed we shall not,
abandon such therapeutic tyrannization and treat children as young
persons entitled to dignity from us and owing responsibility to us
until we are ready to cease psychiatrically oppressing children—*"in
their own best interests.”

13. See The Manufacture of Madness, chap. 11.
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Sooner or later, we shall have to confront the basic moral dilemma
underlying our drug problem: does a person have the right to take a
drug—any drug—not because he needs it to cure an illness, but
because he wants to take it?

The Declaration of Independence speaks of our inalienable right
to “life, liberty, and the pursuit of happiness.” How are we to in-
terpret that phrase? By asserting that we ought to be free to pursue
happiness by playing golf or watching television but not by drink-
ing alcohol, or smoking marijuana, or ingesting amphetamines?

The Constitution and the Bill of Rights are silent on the subject
of drugs. Their silence would seem to imply that the adult citizen
has, or ought to have, the right to medicate his own body as he
sees fit. Were that not the case, why should there have been a need
for a constitutional amendment to outlaw drinking? But if in-
gesting alcohol was, and is now again, a constitutional right, is
ingesting opium, or heroin, or barbiturates, or anything else not also
such a right? If it is, then the Harrison Narcotic Act is not only a
bad law but unconstitutional as well, because it prescribes in a
legislative act what ought to be promulgated in a constitutional
amendment.

The nagging questions remain. As American citizens, do we and
should we have the right to take narcotics or other drugs? Further,
if we take drugs and conduct ourselves as responsible and law-
abiding citizens, do we and should we have a right to remain un-
molested by the government? Lastly, if we take drugs and break
the law, do we and should we have a right to be treated as persons
accused of a crime rather than as patients accused of being mentally
il1?

These are fundamental questions that are conspicuous by their
absence from all contemporary discussions of problems of drug
addiction and drug abuse. In this area as in so many others, we
have allowed a moral problem to be disguised as a medical ques-
tion and have then engaged in shadowboxing with metaphorical
diseases and medical attempts, ranging from the absurd to the ap-
palling, to combat them.

The result is that instead of debating the use of drugs in moral
and political terms, we define our task as the ostensibly narrow
technical problem of protecting people from poisoning themselves
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with substances for whose use they cannot possibly assume re-
sponsibility. That, I think, best explains the frightening national
consensus against personal responsibility for taking drugs and for
one’s conduct while under their influence. In 1965, for example,
when President Johnson sought a bill imposing tight federal con-
trols over “pep pills” and “goof balls,” the bill cleared the House
by a unanimous vote, 402 to 0.

The failure of such measures to curb the “drug menace” has
served only to inflame our legislators’ enthusiasm for them. In Octo-
ber 1970, the Senate passed, again by a unanimous vote (54 to 0),
“a major narcotics crackdown bill hailed as a keystone in President
Nixon’s anticrime program. Added to the bill were strong new
measures for the treatment and rehabilitation of drug abusers.”'4
In December 1971, the Senate approved—this time by a unanimous
vote of 92 to 0—a “$1 billion-plus bill to mount the nation’s first
all-out, coordinated attack on the insidious menace of drug abuse”;!?
in February 1972, the House voted 380 to O for a $411 million,
three-year program to combat drug abuse; and in March, the House
voted 366 to 0, to authorize a $1 billion three-year federal attack
on drug abuse.

To me, such unremitting unanimity on this issue can mean one
thing only: an evasion of the actual problem and an attempt to
master it by attacking and overpowering a scapegoat—“dangerous
drugs” and “drug abusers.” There is an ominous resemblance be-
tween the unanimity with which all “reasonable” men—especially
politicians, physicians, and priests—formerly supported the pro-
tective measures of society against witches and 