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Military conflicts inevitably lead to the detention and interrogation of adversaries (or perceived adversaries), and American military action in Afghanistan
and Iraq has resulted in the protracted and scrutinized detention and interrogation of varied personnel. Detention and interrogation, in turn, inevitably lead
to moral and legal questions, and these questions have been especially poignant during and following the aforementioned campaigns. Controversially,
the Bush administration did not afford Geneva Convention protections to
so-called enemy combatants; these protections would have increased the standard of care (e.g., legally, medically) afforded to detainees and would have
limited the interrogation options available to military personnel. Also controversially, reports have alleged that military interrogators have practiced “stress
and duress” tactics that include “sleep management” (i.e., sleep deprivation),
“dietary manipulation” (i.e., food withholding), “environmental manipulation”
(e.g., exposure to extreme temperatures, presence of dogs), forced maintenance
of uncomfortable positions for extended periods of time, isolation (sometimes
for longer than 30 days), hooding, and so forth.1
Whether these tactics are tantamount to torture is debatable. They are
certainly unpleasant but, in my view, fall short of archetypical instances of
torture. Although the invocation of “torture” might seem merely semantic, it
has substantial rhetorical force that has been often been carelessly and uncritically employed. For this reason, I propose to label interrogations that incorporate these tactics as hostile (which they clearly are) as opposed to torturous
(which they arguably are not).2 To be sure, many of the arguments of this paper
are as applicable to torture as they are to hostile interrogations. However, it is
important to preserve the distinction so as to reflect current allegations.
Before turning to a moral evaluation of physician involvement in hostile
interrogations, it might be useful to briefly consider the morality of the
interrogations themselves. If the interrogations are immoral, then physician
contributions to their efficacy are presumably immoral a fortiori.3 So, if someone wanted to defend the morality of physician involvement in these interroI thank the following people for their helpful discussions and feedback on the ideas in this paper:
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Physician Involvement in Hostile Interrogations
gations, she or he would have to carry two burdens: first to show that the
interrogations themselves are morally permissible and then to show that even if
they are morally permissible, it is morally permissible for physicians to participate in them — this paper will confine its argumentation to the second project.
Methodologically, however, this first project is as important as the second,
though it has already been undertaken it in greater detail elsewhere.4 Therefore, in this paper, I consider whether there are any special reasons for physicians to not participate in hostile interrogations, even if such interrogations are
morally justifiable.
Physician Involvement in Hostile Interrogations
It should be recognized that there are a host of moral issues that confront
physicians in times of war, though I will herein focus only on the issue of their
involvement in hostile interrogation.5 To this end, consider what allegations
have actually been made against physicians: The International Committee of
the Red Cross (ICRC) has reported that the medical staff at Guantanamo Bay
has shared patient records with military personnel who planned interrogations,
and the ICRC has called these actions “a flagrant violation of medical ethics.” 6
In response, the Pentagon has claimed that its detention operations are “safe,
humane, and professional” and that “the allegation that detainee medical files
were used to harm detainees is false.” 7 Gregg Bloche and Jonathan Marks
further allege that documents and interviews have shown not only that medical
personnel shared confidential documents with potential interrogators, but that
“physicians assisted in the design of interrogation strategies, including sleep
deprivation and other coercive methods tailored to detainees’ medical conditions. Medical personnel also coached interrogators on questioning technique.” 8 Whether these allegations turn out to be true is, of course, an
empirical question beyond the scope of this paper. However, their truth is
irrelevant to the moral debate that investigates whether such acts (actual or
counterfactual) are morally permissible.
I propose to proceed in two stages. First, I consider moral arguments against
physician involvement in hostile interrogations and show why these arguments
are problematic. Second, I advance positive arguments against the thesis that
medically trained interrogators are physicians. Just for precision, let us designate the controversial activities as the following: physicians’ sharing of medical
records (especially with would be interrogators), physicians’ development of
interrogation strategies (especially strategies that make special use of medical
knowledge and/or medical susceptibilities of detainees), and physicians’ direct
participation in hostile interrogations (whether in an oversight or advisory role
or else physical participation in the interrogations). What arguments could be
offered against these practices?
The most obvious argument would be that these practices run contrary to the
moral nature of medicine and the moral obligations of physicians. Since the
advent of medical ethics, harkening back to Hippocrates, medicine has been
argued to be an inherently moral enterprise. Correspondingly, physicians have
been ascribed various moral responsibilities; the most notable of these have
been beneficence, nonmalfeasance, confidentiality, honor, and loyalty.9 Certainly we think that physicians should help patients (beneficence) and that they
should not harm them (nonmalfeasance). Confidentiality is also an important
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moral good insofar as it is necessary for optimal medical care: If patients
cannot trust that their physicians will maintain confidences, patients will be
less likely to disclose relevant medical information and physicians will not be
able to provide as effective treatment. Physicians have always been among
society’s more esteemed members, and they (arguably) therefore have a greater
obligation to serve as role models and to carry themselves honorably. Finally,
we expect physicians to be loyal to their patients and to serve the interests of
those patients, uncompromised by extraneous influences or conflicts of interest.
Physicians who turn over medical records to potential interrogators would
arguably violate all five of the aforementioned moral ideals; thus such an act
would be morally problematic. Physicians who devise hostile interrogation
strategies would at least be violating the principle of nonmalfeasance, and
active participation in these interrogations would be similarly morally problematic.
First, consider the extent to which endorsement of these core medical values
actually precludes physician participation in torture, though these results will
be readily transferable to the less controversial hostile interrogations. The
American Medical Association’s Code of Medical Ethics is quite unequivocal on
this question:
Physicians must oppose and must not participate in torture for any
reason. Participation in torture includes, but is not limited to, providing or withholding any services, substances, or knowledge to facilitate
the practice of torture. Physicians must not be present when torture is used
or threatened. Physicians may treat prisoners or detainees if doing so is
in their best interest, but physicians should not treat individuals to
verify their health so that torture can begin or continue.10

䡬

Certainly these statements inveigh against participation in the three aforementioned controversial practices. However, I find the injunction against physician
presence during torture to be peculiar and problematic. If torture is morally
permissible (or even if it is merely occurrent), then the traditional values of
medical ethics mandate physician presence during the interrogations. This
contention has been vehemently criticized (Kenneth Kipnis and Matthew Wynia,
personal communication), but it directly follows from the principle of beneficence: insofar as this principle motivates concern for the welfare of the detainee, then physician oversight is morally obligatory to ensure the safety of the
interrogatee. Obviously the well-being of the interrogatee is jeopardized during
torture (and, less extremely, in hostile interrogations), and there is a chance
that, absent physician intervention, she or he might die, suffer irreversible
damage, and so forth. For example, imagine that, during an interrogation, an
interrogatee were to go into cardiac arrest and that, pursuant to AMA opinions,
no physician were present. The interrogatee might easily suffer a preventable
death, and this would be entirely unacceptable.11
The rub, of course, is the principle of nonmalfeasance: Physicians must not
revive interrogatees just so that the interrogatees can be tortured even more,
ultimately being made the worse off for the physician intervention. A couple of
comments are appropriate here. First, at least in some cases, torture would not
be worse than death. Therefore, resuscitating someone merely so she or he can
face more torture does not necessarily violate the principle of nonmalfeasance if,
absent resuscitation, she or he would have been even worse off (e.g., dead).
And, again, the principle of beneficence would seem to require these interventions.
394
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Presumably the argument against this claim would effectively be epistemic:
Physicians would not know whether resuscitation would lead to further hostile
interrogations and therefore whether interrogatees would be made worse off
from physician intervention. However, this is not a moral argument and would
be impotent against the claim that physicians should resuscitate (and, a fortiori,
be present during the interrogation) if resuscitation were in the best interest of
the interrogatee. But even contra the epistemic worry, the interrogatees, at least
in some cases, would be better off even if their resuscitation led to more torture
(or, less controversially, to more hostile interrogating) simply because their
lives would usually be ones worth living so long as the interrogations would
eventually cease and they could resume a quasi-normal (if detained) life.
Regardless, the principle of beneficence requires at least minimal physician
participation in hostile interrogations, namely, in those cases where physician
intervention would be in the medical interest of the interrogatee.
Are Medically Trained Interrogators Physicians?
The previous section investigated how traditional medical values would constrain physician involvement in hostile interrogations, though I argued that
these values actually mandate at least minimal participation. However, it has so
far been assumed that traditional medical duties or responsibilities apply to
medically trained interrogators, and this assumption is contestable. Ultimately,
my conclusion will be that medically trained interrogators are not physicians,
and therefore are exempt from whatever medical duties or responsibilities
might otherwise be incumbent upon them. To motivate this discussion, consider actual remarks made by David Tornberg, Deputy Assistant Secretary of
Defense for Health Affairs: Tornberg argues that medically trained interrogators who helped to plan interrogations are not acting qua physicians (i.e., have
not entered into a patient–physician relationship) and are therefore not bound
by confidentiality, beneficence, nonmalfeasance, and so forth.12 Tornberg further contends that a medical degree is not a “sacramental vow,” but rather a
certification of technical merit. Some military physicians and Pentagon officials
have claimed that their medically trained personnel act as combatants, not
physicians, when they put their medical knowledge to use for military ends.13
As a possible defense of this position (which they ultimately reject), Bloche
and Marks propose to consider civilian parallels, wherein the “Hippocratic
ideal of undivided loyalty to patients fails to capture the breadth of the profession’s social role.” 14 The general problem, that of dual loyalties of the physician,
warrants far more discussion than this paper can afford, but the simple point is
that there are at least some cases in contemporary society where physicians
have duties or responsibilities beyond those merely to their patients; examples
include forensic psychiatry, occupational health, and public health.15 We certainly could look at the hostile interrogation debate as one of dual loyalties.
The idea here would be to say that medically trained interrogators have duties
or responsibilities to the interrogatees as well as to something else (e.g., the
military chain of command, national security) and that the latter duties trump
the former. Although I think that this approach would be profitable and that
these extramedical invocations could successfully countervail medical duties or
responsibilities,16 I wish to defend the more extreme claim that there are no
medical duties or responsibilities that the medically trained interrogator has to
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the interrogatee, or at least no “special” duties or responsibilities that present
themselves merely in virtue of the interrogator’s medical knowledge and that
could not be accommodated by general moral approaches (e.g., consequentialist or deontological). In other words, no tension results from a physician’s dual
loyalties (i.e., to the interrogatee and elsewhere) because the medically trained
interrogator is not a physician at all (nor acts qua physician during the
interrogation).
Whether the medically trained interrogator has special duties or responsibilities to the interrogatee depends on two central questions. First, has the
interrogator entered into a patient–physician relationship with the interrogatee? Second, even if she or he has not, would there be other arguments (i.e.,
ones not based on invocation of nonexistent patient–physician relationship)
that would inveigh against the use of medical knowledge in a way that could
bring harm to the interrogatee? One quick way to get around the issue of the
patient–physician relationship is to note that physicians have the prerogative to
refuse to enter this relationship. According to the American Medical Association’s Code of Medical Ethics: “Physicians are free to choose whom they will
serve. The physician should, however, respond to the best of his or her ability
in cases of emergency where first aid treatment is essential.” 17 The first
statement here is quite unequivocal, though the latter qualification is somewhat
confusing. I read it as a nonbinding suggestion because, otherwise, it would
contradict the first statement (which then should have been written as “physicians are free to choose whom they will serve so long as . . .”). (The invocation
of “essential” is also confusing: essential for what?) Elsewhere, the Code of
Medical Ethics says: “[I]t may be ethically permissible for physicians to decline
a potential patient when . . . [a] specific treatment sought by an individual is
incompatible with the physician’s personal, religious, or moral beliefs.” 18
Although the language is not entirely congruent with the issue we are trying to
consider, this statement affords physicians the license to decline patients on
moral grounds because the physician might think that any treatment would be
inappropriate for the interrogatee. The physician might think this because she
or he could ascribe to a moral view that would license the hostile interrogations.
Although the Code of Medical Ethics supports a physician’s prerogative not to
enter into a specific patient–physician relationship, this prerogative could also
be defended by simple moral philosophy. Because this relationship is a deontic
one (i.e., one defined by duties or responsibilities), its formation would presumably be grounded in deontological ethics. Taking Kant as the standard
torchbearer of this enterprise, we could observe that it would be a violation of
the physician’s autonomous will to force him or her to enter into a relationship
if he or she does not want to; such a forcing would be morally impermissible.
So, whether we invoke the Code of Medical Ethics or Kant, arguments can be
made for the physician’s right to decide whether to enter into a particular
patient–physician relationship (the patient would obviously also have to consent in order to establish the relationship). Therefore, we have at least one
argument supporting the claim that medical interrogators do not have medical
duties to interrogatees: So long as the physicians do not wish to assume the
relationship, the duties will not apply. If we limit our considerations to
medically trained interrogators who willingly assume their hostile roles (as
opposed to merely assuming them once commanded to), we might reasonably infer that these interrogators do not wish to assume a patient–physician
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relationship with the interrogatee and therefore are exonerated from the associative moral duties.19
These previous paragraphs have tried to establish that physicians can
simply choose not to enter into a patient–physician relationship and that,
absent this constitution, they are exempted from the associative moral duties.
However, these comments are not overwhelmingly convincing, though they
do merit consideration. For one thing, the citations from the AMA Code of
Ethics are not even arguments at all, they are merely statements (and, furthermore, statements that might not be interpreted in the way that was suggested). Because the Code of Ethics only issues statements, we have no reasons
(as might be offered by premises and a purported inferential structure) to
accept them aside from the fact that the American Medical Association endorses them. This is, to my mind, the devastating weakness of the Code of
Ethics for philosophical purposes, because philosophy requires argumentation
and not simply stipulation by fiat. And any deontological argument which
prioritizes individual autonomy (viz., the autonomy not to enter into a patient–
physician relationship) will be impotent against anyone who does not ascribe
to such a moral theory. So, although these ideas should be taken seriously,
more argumentation would be useful.
Therefore, I propose to directly argue against the view that medical knowledge confers moral duties, including the moral duty to establish a patient–
physician relationship and absorb the associative moral burdens. Or, to explicitly
reference the current administration’s position, I want to defend the notion that
a medical degree is merely a certification of technical merit and not a “sacramental vow.” 20 The conclusion, already mentioned, is that medically trained
interrogators have no medical duties or responsibilities to interrogatees, and
this is a stronger claim than the one that would hold that such duties exist but
are countervailed by other duties (e.g., toward the public good). Three arguments will be offered in favor of this position: the logical argument, the
metaphysical argument, and the argument from analogy (with other professions).
First, consider the logical argument. People who claim that medically trained
interrogators are violating medical duties often say something like: the medically trained interrogator has medical knowledge, therefore she or he has certain
moral duties. (Sometimes this is expressed as: medically trained interrogators
have certain moral duties in virtue of their medical knowledge — this equivalent
expression just inverts the premise and conclusion). At the risk of being
tedious, this argument has one premise (viz., that the medically trained interrogator has medical knowledge) and one conclusion (viz., that she or he has
certain moral duties). As currently formulated, the argument is at least formally
invalid (i.e., we might represent the argument as P, therefore Q, which is
formally invalid). Furthermore, many philosophers endorse a fact-value divide
such that we cannot validly move from descriptive premises to a normative
conclusion; this principle is not above debate, but something always looks
suspicious about attempts to circumvent it.21 Accepting this principle, the
argument is again going to be invalid because the premise is descriptive and
the conclusion is normative.
The most obvious way to try to repair the argument’s doubly alleged
invalidity would be to say that it is enthymatic: If we can restore the suppressed premise, then we can render the argument valid. What is the suppressed premise? One likely candidate is: If the medically trained interrogator
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has medical knowledge, then she or he has certain moral duties. A coupling of
this premise with the original premise will yield the conclusion by simple
application of modus ponens, thus making the revised argument valid. But is it
sound? I think not, which leads to my second argument: the metaphysical
argument.
So consider this new premise: “If the medically trained interrogator has
medical knowledge, then she or he has certain moral duties.” For the argument
to be sound, this premise would have to be true. But it is not; this premise (and
ones like it) has dubious metaphysical commitments. More formally, such a
premise holds that because A knows P, A is morally required to f.22 Or, in other
words, the knowledge of P is sufficient to obligate an agent to f. But this just
seems obviously wrong. It cannot be the case that mere knowledge of some
(nonmoral) proposition (or set of propositions) can obligate someone to do
something. Rather, normative principles are the sorts of things that create moral
obligation. For example, if A is obligated to f, the reason has to be that f
maximizes happiness, that its negation cannot be willed to be universal law,
and so forth; obligation can follow from these sorts of normative claims. But
how could obligation possibly follow from propositional knowledge alone?
Certainly such knowledge could be necessary for moral obligation: Insofar as we
endorse the “ought implies can” principle, we cannot be obligated to that
which we are unable. And, insofar as knowledge could be a necessary precondition for ability (e.g., A cannot save the drowning child unless she or he knows
where the child is), moral obligation would not exist absent knowledge of the
appropriate propositions. But the necessity of knowledge for moral obligation
is irrelevant here. Rather, the proponent of medical knowledge’s ability to
create moral duties must defend the sufficiency of knowledge for moral obligation, and this is metaphysically problematic because knowledge alone cannot
create moral obligation. Medical knowledge alone is not sufficient to create
moral obligations absent some moral principle that would yield those obligations. And remember that, at least for the sake of argument, we are supposing
that some moral principle could license the hostile interrogations themselves if
not physician participation in them. Although this argument decisively refutes
the opposing view, there is also room to consider a third argument: the argument from analogy.
The argument from analogy proceeds by looking at how moral obligations
can be said to work in other professions; maybe we can learn something about
medicine (i.e., the controversial one) by looking at less controversial professions. For example, take engineering ethics, although similar examples could be
illustrated by appealing to other professions. The analogous question would be:
Do engineers have moral obligations merely in virtue of their technical knowledge? For example, do chemical engineers, qua chemical engineers, have duties
not to construct chemical weapons? I think not: It would only be impermissible
to construct these weapons if such constructions were morally impermissible
as dictated by some plausible normative principle. In other words, there is
nothing intrinsic about their technical knowledge that would morally prohibit
them from doing something. Rather, the moral wrongness of any application of
their technical knowledge must reside in some incriminating moral principle. If
this is true and if this engineering case is analogous to the medical case, then
it would be implausible to suggest that medically trained interrogators have
moral duties or responsibilities in virtue of their medical knowledge.
398
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Is the case analogous? Or, in other words, is there anything that makes
medicine special as a profession? First off, I am against things being special (i.e.,
exceptions to general principles) because heterogeneous conceptions of value
always seem less parsimonious than homogenous ones (and rarely have compensating and/or countervailing advantages). Someone might try to say that
medicine is special on the grounds that it aims, most fundamentally, at healing,
and that healing is an inherently moral project. Engineering, she might continue, is not inherently moral because it merely aims at, let us say, building
things. So, even if the critic were to share my intuition in the engineering case,
she might argue that it is irrelevant in the medical case. Medicine does not
necessarily (i.e., conceptually) aim at healing: The field of medicine (as any other
field) is merely constituted by an accumulation of facts, and facts do not do
anything, much less heal people.23 Rather, medical knowledge (as with all
knowledge) can be applied to any ends, whether healing or harming. If those
with medical training should heal, it is because pleasure is better than pain,
because people consent to healing and not harming, and so on, not because
there is any intrinsic feature of medical knowledge such that it should be
applied to healing. So, contra the critic, the analogy stands.
One objection to the aforementioned three arguments might be that they are
against the wrong thesis: They have been considering whether medical knowledge alone gives rise to medical duties, and we might instead think that this is
the wrong question to be asking. To wit, another question might be whether it
is a physician’s role (as opposed to merely his knowledge) that gives rise to the
medical duties. Although the structure of my answer to this question is already
in place, some further remarks are warranted. The idea of role-differentiated
morality is fairly intuitive: Many of us think that duties or responsibilities are
sometimes dictated by the roles that moral agents occupy. For example, we
might think that parents have a stronger duty to provide for their own children
than do complete strangers, and that law enforcement is more justified in using
lethal force than the general public would be. Although these ideas could be
discussed in more length, they are so intuitively plausible that I will not pursue
their justification.
The application of these concepts to our current investigation is straightforward, and the question now becomes: Is there something about the role of the
medical interrogator that could ground medical duties or responsibilities?
Presumably, this challenge assumes that this question is logically distinct from
the one I have been asking, which is whether medical knowledge alone
grounds medical duties or responsibilities. However, even accepting the thesis
of role-differentiated morality (which I do), I do not think that the interrogator’s role is relevant to our inquiry.
What is the role of the interrogator? Certainly it is not that of a physician:
The interrogator’s primary task is to facilitate the acquisition of information,
not to heal. So, as a matter of empirical fact, the role the interrogator actually
plays is not that of physician, but rather that of interrogator (hence the job title).
The relevant objection to this assertion is that we are not concerned with
empirical fact, but rather with the normative realm. So now we must ask
whether the interrogator should assume the role of physician and therefore the
associative moral duties. And, again, I think that the answer is no.
Remember that we are assuming, at least for the sake of argument, that
hostile interrogations are morally justified. Therefore, absent any other consid-
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erations, the interrogator’s role is justified a fortiori (as a necessary element of
those interrogations). What about other considerations? We might propose that
the medically trained interrogator is obligated to assume some special role that
would ground medical duties or responsibilities, but I contested this claim in the
second section. We can now exhaust logical space by postulating a third option,
that the medically trained interrogator is somehow thrust into the role of healer,
even if she or he would rather not assume this role, and therefore bound by the
duties and responsibilities thereof. But why would this be true? If it were true, it
would have to be in virtue of his or her medical training, because that is the only
feature that could serve as a differentia between him or her and anyone else.
Whether the duties and responsibilities derive directly from the interrogator’s
medical training or are else mediated through some role is irrelevant, because
either position would be committed to the sufficiency of medical training for these
duties and responsibilities.24 And this, of course, is the claim contested earlier.
Finally, a few remarks on the notion of professionalism and oaths are in
order, as these notions have been invoked in criticisms against my position.25
First, the medically trained interrogator is acting outside of the profession of
medicine and thus exempt from whatever standards might therein apply. If
professional societies do/should play some role in safeguarding the profession,
then they might well take issue with admitting medically trained interrogators
into their ranks. For example, we might imagine that these people return from
their military assignments and want to practice medicine: Should they be
licensed by local boards? Maybe we think that their ability to heal has been
compromised or else that we simply do not want such people as part of the
profession. I do not really have views on these issues, other than to say that
they are irrelevant to my current inquiry (albeit interesting in their own right).
In addition, one might wonder whether medically trained interrogators are
violating some oath (e.g., Hippocratic) they might have at one time taken. Here
two comments are important. First, we could easily imagine medically trained
interrogators who never took such an oath and therefore, ex hypothesi, would
not be breaking one. If the only argument against medically trained interrogators is merely a contingent avowal of some oath, then this is not a particularly
powerful objection. For example, we could just identify prospective medically
trained interrogators earlier and make sure they never uttered the words. Then
what would be the objection? But the second comment might be more substantial: Oaths only govern behavior within a profession, and medically trained
interrogators lie outside of professional medicine.26 To be sure, there are some
duties that would “follow” medically trained interrogators as they leave the
profession (e.g., the duty to maintain confidences established while part of the
profession). However, those duties can only attach to particular relationships
forged while in the profession and cannot provide blanket edicts that universally apply after departure from the profession. So, whether the medically
trained interrogator never enters the profession of medicine or else leaves to go
interrogate, arguments predicated upon professionalism and oaths are impotent in rendering moral indictments against him or her.
Conclusion
In this paper, I have argued for two main theses. First, traditional medical
values mandate, as opposed to forbid, at least minimal physician participation
400

䡬
CQH15(4) 06050 9/11 07/05/06 4:20 pm REVISED PROOF

Page: 400

|

|
䡬

Physician Involvement in Hostile Interrogations
in hostile interrogations. Second, traditional medical duties or responsibilities
do not apply to medically trained interrogators. In support of this conclusion,
I argued that medically trained interrogators could simply choose not to enter
into a patient–physician relationship. Recognizing that this argument might not
be convincing, I then proposed three further arguments against the claim that
medical knowledge creates special duties: the logical argument, the metaphysical argument, and the argument from analogy. Finally, I argued that
invocations of role-differentiated morality, professionalism, and oaths could not
circumvent the central argumentation of this paper.
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that if hostile interrogations are impermissible then physician involvement is, a fortiori,
impermissible.
4. See Allhoff F. Terrorism and torture. International Journal of Applied Philosophy 2003;17:105–18.
Reprinted in Understanding Terrorism: Philosophical Issues, Shanahan T, ed. LaSalle, IL: Open
Court Press; 2005:243–59; see also Allhoff F. A defense of torture: Separation of cases, ticking
time-bombs, and moral justification. International Journal of Applied Philosophy 2005;19:243–64.
5. For a discussion of some of these other issues, see Gross M. Bioethics and armed conflict:
Mapping the moral dimensions of medicine and war. Hastings Center Report 2004;34:22–30; a
reply to Gross by Rubenstein LS. Medicine and war. Hastings Center Report 2004;34; Howe EG.
Dilemmas in military medical ethics since 9/11. Kennedy Institute of Ethics Journal 2003;13:175–88.
6. Lewis NA. Red Cross finds detainee abuse in Guantanamo. New York Times 2004 Nov 30:A1.
7. See note 6, Lewis 2004.
8. See note 1, Bloche, Marks 2005:3.
9. See, for example, The Hippocratic Oath. In: Ancient Medicine: Selected Papers of Ludwig Edelstein.
Temkin O, Temkin CL, eds. Baltimore, Md.: Johns Hopkins Press; 1967:6; American Medical
Association. Code of Medical Ethics: Current Opinions with Annotations, 2004–2005 edition.
Chicago: AMA Press; 2004:xiv, 295–6; Jonsen A. A Short History of Medical Ethics. Oxford: Oxford
University Press; 2000.
10. See note 9, American Medical Association 2004:24–5 (emphasis added). This statement continues that “Physicians should . . . strive to change situations in which torture is practiced or the
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potential for torture is great.” I object to this claim on the grounds that the American Medical
Association has neither the authority nor license to make political (or nonmedical moral)
statements; its magisterium is medicine (including medical ethics) and its remarks should be
therein confined.
Of course the death would also have been preventable if the torture had not occurred, but this
is irrelevant to the current question, which is whether, given the occurrence of torture,
physicians are obligated to prevent preventable deaths.
See note 1, Bloche, Marks 2005:3.
See note 1, Bloche, Marks 2005:4.
See note 1, Bloche, Marks 2005:4–5.
For more discussion of these issues, see Physicians for Human Rights. Dual Loyalties & Human
Rights. Boston, Mass.: Physicians for Human Rights; 2002; see also note 5, Gross 2004.
It should be acknowledged that some people find this claim controversial. For example, some
philosophers ascribe to some form of Michael Walzer’s spheres of justice doctrine, which holds
that, for example, only medical considerations are relevant to medical decisions. On this model,
other considerations, such as national security, could not countervail medical considerations
because the former are impotent against the latter.
See note 9, American Medical Association 2004:226.
See note 9, American Medical Association 2004:305.
Of course, it is an empirical question how these interrogators actually view their relationship
with the interrogatees. Certainly there will be some interrogators that do view interrogatees as
patients, and, in these cases, there might be plausible arguments as to why a patient–physician
relationship would be therein constituted. But this is irrelevant for present purposes as we are
assuming that the interrogator does not have this attitude. The moral project needs merely to
show that hostile interrogations by medically trained interrogators are morally permissible
given some plausible affective state of the interrogator (whether actual or counterfactual). My
assumption here seems weak enough to at least be afforded this plausibility.
See note 1, Bloche, Marks 2005:4. This is a position that is hastily dismissed by Bloche and
Marks, who argue that such a position is “self-contradictory” because a “military physician’s
contributions to interrogation — to its effectiveness, lawfulness, and social acceptance in a
rights-respecting society — arise from his or her psychological insight, clinical knowledge, and
perceived humanistic commitment (p. 5).”
The principle is generally credited to David Hume; see his A Treatise of Human Nature, 2nd ed.
Nidditch PH, ed. Oxford: Oxford University Press; 1978:III.I.i. A contemporary discussion is in
Hudson WD. The Is/Ought Question: A Collection of Papers on the Central Problems in Moral
Philosophy. London: Macmillan; 1969.
Although this formalization might appear as though all duties require positive acts, this need
not be the case, as f could be an omission instead of a commission.
In this claim, I am denying that medicine is “inherently normative” as well as any account of
the professions that would derive from such a presupposition. Such views have been defended
by, for example, Edmund Pellegrino; see his The Virtuous Physician and the Ethics of Medicine.
In: Virtue and Medicine: Explorations in the Character of Medicine. Shelp EE, ed. Dordrecht: D.
Reidel Publishing Company; 1985:248–53. My opposition to these accounts, which I will not
defend here, centers on their unattractive metaphysical commitments as well as the fact that
such commitments are morally superfluous insofar as general moral theory is sufficient to
ground the duties of physicians — though note that these appeals to general moral theory could
(and in fact will) provide different moral requirements than Pellegrino-like accounts when
medical duties are in conflict with or countervailed by nonmedical duties. For an alternative to
Pelligrino’s account (although not one that I completely endorse), see Applbaum A. Doctor,
schmoctor: Practice positivism and its complications. In: The American Medical Ethics Revolution.
Baker RB, Caplan AL, Emanuel LL, Latham SR, eds. Baltimore: The Johns Hopkins University
Press; 1999:144–58.
This is just a consequence of propositional logic: If P is sufficient for Q and if Q is sufficient for
R, then P is sufficient for R.
These criticisms have been made especially by Dirk Baltzly, Jeannette Kennett, and Thomas Pogge.
Note that, if there is any sort of worry that traditional medical education requires some sort of
presumption of professional training (as, e.g., we might expect given the requirements for
courses on professionalism), medically trained interrogators could, in theory, receive their
medical training at institutions (perhaps ones to be created) that lack such presumptions.

402

䡬
CQH15(4) 06050 11/11 07/05/06 4:20 pm REVISED PROOF

Page: 402

