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Medical ethics in time of armed conflict are
identical to medical ethics in time of
peace,” declares the World Medical Asso-

ciation.1 Were this the case, wartime and peacetime
medicine would turn on the same principles and pre-
sent similar dilemmas. But war fundamentally trans-
forms the major principles and central issues that en-
gage bioethics. A patient’s rights to life and self-de-
termination contract; human dignity strains under
the barrage of military necessity; and the interests of
the state and political community may outweigh
considerations of patients’ welfare. Also, actors and
interests multiply. Combatants and noncombatants,
enemies and allies, states and individuals, citizens
and soldiers, prisoners of war, the wounded and the

dying, those who can return to combat duty and
those who cannot—all of these litter the battlefield.

Armed conflict augments the general principles of
bioethics with those peculiar to the conduct of war.
For instance, states are obliged to recognize noncom-
batant immunity, minimize collateral damage, and
adhere to a principle of proportionality when fight-
ing threatens to take the lives of civilians and destroy
their property. If difficult bioethical dilemmas arise
when fundamental moral principles conflict, war
adds novel dimensions of its own, as competing
bioethical principles must contend not only with
one another, but also with the overriding “reason of
state” and military necessity that animate any issue of
military ethics and may overwhelm other fundamen-
tal moral obligations.

Medical ethics in war are not identical to medical
ethics in times of peace. Moreover, the nature of war
is itself changing as conflicts between nation-states
and sub-state actors—guerillas, insurgent ethnic

Medical ethics in times of war are fundamentally different from those in times of peace. War brings

military and medical values into conflict, often overwhelming other moral obligations, such as a doctor's

charge to relieve suffering, in the face of military necessity. 

BIOETHICS
and

ARMED CONFLICT

MAPPING THE MORAL DIMENSIONS OF MEDICINE AND WAR

b y M I C H A E L L .  G R O S S

Michael L. Gross, “Bioethics and Armed Conflict: Mapping Moral
Dimensions of Medicine and War,” Hastings Center Report 34, no. 6
(2004): 22-30.



H A S T I N G S  C E N T E R  R E P O R T 23November-December 2004

groups, and international terrorist or-
ganizations—replace conventional
war between sovereign nations. The
changing modes of warfare create dif-
ficulties for the established conven-
tions of war. They also create new
dilemmas for medical personnel, who
may be called upon to lend their ex-
pertise to the prosecution of war
rather than simply to relieve the suf-
fering it causes.

Medical and Military Ethics

In contrast to medical ethics, a wide
range of agents, interests, and prin-

ciples characterize military ethics.
Whereas bioethics turns its attention
to the patient, either as an individual
or class of individuals, military ethics
focuses on the rights and interests of
three distinct actors: combatants,
noncombatants, and the state. The
1949 Geneva Conventions define
noncombatants as “persons taking no
active part in the hostilities.” These
include civilians—“people who do
not bear arms”—as well as prisoners
of war and wounded soldiers. Com-
batants, on the other hand, bear arms
and belong to military organizations
that oversee compliance with interna-
tional law; they include uniformed
soldiers, irregulars, members of mili-
tia, and guerillas. This definition ex-
cludes terrorists who defy interna-
tional law by intentionally targeting
civilian populations.

Alongside individual actors stands
the nation-state or political commu-
nity with interests of its own. Nation-
states are internationally recognized
sovereign bodies, while political com-
munities reflect the underlying lin-
guistic, historical, ethnic, or religious
groups that state or sub-state actors
may represent. Representing a “col-
lective way of life” or national ethos,
states and political communities are
“super-personalities” with a range of
interests not necessarily identical to,
and possibly in conflict with, the in-
terests of their members.

In spite of divergent actors and in-
terests, the ethics of medicine and
armed conflict share norms anchored

in the right to life, autonomy, dignity,
and utility. The right to life, a central
feature of contemporary political the-
ory, grounds a state’s obligation to
safeguard the lives of its citizens,
while liberty interests secure political
self-determination and its close
cousin, medical autonomy. Dignity is
of more recent political interest than
either the right to life or self-determi-
nation, although it is certainly an in-
tegral part of Kant’s discussion of au-
tonomy and an enduring aspect of
medical ethics. Enshrined in post-war
humanitarian law, dignity turns on
the inherent worth of any person by
virtue of being human. First among
Rawls’s primary goods, dignity is a

correlate of self-esteem, a function of
the value and confidence one places
in one’s own life plans, and the re-
spect others accord their fellow men
and women as they pursue their vi-
sion of the good.2 Degradation, hu-
miliation, ill-treatment, and debase-
ment invariably cripple self-esteem
and make it impossible for individu-
als to formulate, much less realize, the
goals that will make them better peo-
ple.

Despite the supreme value we at-
tach to life, liberty, and dignity, they
sometimes conflict. One way of
avoiding these conflicts is to invoke a
“utility maximizing” principle, ac-
cording to which one should act so as
to bring about the outcome that best
promotes human welfare. Bioethics,
which has largely resigned itself to the
difficulties of using multiple first
principles, places utility maximization
alongside other principles. Military
ethics, on the other hand, elevates
utility in a way that may run

roughshod over other fundamental
principles, as utility allows military
necessity to trump other moral con-
straints on military action.

The Right to Life in Medicine
and War

Most countries hold that the
right to life obligates the state

to protect its citizens’ life and well-
being, and that this entails, among
other things, the provision of medical
care, particularly acute care. Liberty
interests and the right to self-determi-
nation also secure the right to medical
care, since access to adequate and
basic medical care is necessary if a

person is to exercise liberty. The sick,
after all, make poor citizens. The
state’s duty to protect life is not ab-
solute, however, and contemporary
medical practice generally allows indi-
viduals to withdraw or withhold life-
sustaining care when the quality of
life deteriorates badly.

War fundamentally abridges an in-
dividual’s right to life together with
the state’s concomitant duty to pro-
tect life. Combatants lose their right
to life as they gain the right to kill.
Whether they pose an immediate
threat or man a desk, fight for a just
cause or engage in open aggression,
soldiers are perpetually at risk. Non-
combatants, too, find their lives sub-
ject to the constraints of permissible
harm, as the principle of noncombat-
ant immunity provides only limited
protection from the destruction and
devastation of armed conflict.

Just as war impinges on one’s right
to life, it undermines each actor’s
right to medical care. Enemy soldiers’

War fundamentally transforms the major

principles that engage bioethics, 

augmenting them with those peculiar to

the conduct of war.



24 H A S T I N G S  C E N T E R  R E P O R T November-December 2004

right to medical care is a function of
the threat they pose. Deprived of
their right to life, enemy combatants
have no intrinsic right to medical
care. Once wounded and no longer a
threat, however, they regain their
right to life and to medical care. This
is the moral significance of hors de
combat (literally “out of combat”), the
special status accorded combatants
who are no longer a threat. Yet once
wounded enemy soldiers recover suf-
ficiently to pose a threat, their status
reverts again to that of enemy com-
batant.

If the enemy’s right to medical
treatment is contingent upon the
threat they pose, the right of one’s
own wounded soldiers to receive
medical care is contingent upon their
“salvage value”—that is, the likeli-
hood that they will return to duty.
“Salvage,” a criterion of medical care
unique to war, largely replaces “quali-
ty of life.”3 During war, medical per-
sonnel do not treat individual soldiers
as discrete patients, but as compo-
nents of a fighting force, a living col-
lective entity. To maintain this force,
medical personnel bear an obligation
to salvage soldiers and return as many
to duty as quickly as possible. Salvage
speaks to a specific and objective mea-
sure of quality of life distinct from the
patient’s own, subjective evaluation.
Salvageable soldiers may not invoke
quality of life to refuse treatment,
however painful or onerous, if it will
return them to military duty. Those
beyond salvage, on the other hand,
may not appeal to any right to life to
secure medical care when resources
are scarce. Combatants who are criti-
cally wounded and unlikely to return
to duty revert to a noncombatant sta-
tus and lose their privileged claim to
scarce medical resources.

War significantly restricts non-
combatants’ rights as well. Although
civilians are generally immune from
the ravages of combat, they remain
vulnerable to “collateral harm,” that
is, to unintended but proportionate
harm that noncombatants suffer as
the unavoidable outcome of a legiti-
mate military operation. This is the

original context of the much-vaunted
doctrine of double effect, which pro-
hibits adversaries from intentionally
harming noncombatants.4 Though it
is subject to considerable controversy
and conflicting interpretation, the
doctrine subordinates a noncombat-
ant’s right to life, and access to med-
ical care, to the imperatives peculiar
to war, most notably those concern-
ing military necessity and scarcity of
resources.

In the final analysis, each set of ac-
tors—enemy wounded, unsalvage-
able friendly soldiers, and civilians—
has a fundamentally different claim to
medical treatment contingent on the
threat they pose, their salvage value,
and military necessity, respectively.
Further, the status of each actor is not
stable, and constant shifting from one
status to another plays havoc with
medical ethics.

During war, neither combatants
nor noncombatants enjoy the same
right to life as ordinary patients.
Moreover, the state has a life of its
own and will wage war to preserve its
right to life and common good.
Sometimes the common good reflects
the welfare of many citizens, but dur-
ing war the state rarely sacrifices a few
lives to save many. Instead, it sacri-
fices the lives of many to save some
intangible national asset that embod-
ies its common vision of the good life
and the collective goods that it be-
lieves are worth saving.

Autonomy and 
Self-Determination in 
Medicine and War

As ordinary citizens, patients com-
mand the right of political and

medical self-determination. The for-
mer embraces such commonly ac-
cepted political rights as representa-
tion, movement, and free speech,
while the latter encompasses the well-
known principles of autonomy and
patient self-determination: informed
consent, privacy, and confidentiality.
War complicates and attenuates these
principles. Regardless of a nation’s
state of war, military service limits, if

not alters, the nature of autonomy.
Autonomy no longer denotes “self-
rule”—that is, rule of one’s self for the
good of oneself—for the good of the
self is not a concern of anyone in the
military. Rather, autonomy gives way
to benign paternalism as others (offi-
cers, for example) rule one’s self for
the good of the state and its armed
forces.

As a consequence, civil liberties—
be they freedom of speech, move-
ment, or assembly—face distinct lim-
its, and autonomy in medical deci-
sionmaking largely disappears. In-
formed consent, confidentiality, and
privacy are all curtailed, and as a re-
sult, bioethical questions largely set-
tled during peacetime emerge with re-
newed vigor during war.

Noncombatants find that war
tears their liberties apart in a similar
manner. During war, nations will
often abridge civil liberties, including
the rights of free speech, assembly,
and representation, to safeguard na-
tional security and protect the state’s
sovereignty and territorial integrity.
The patient rights of noncombatants,
on the other hand, should remain se-
cure and intact. An occupying power,
for example, must provide medical
care to civilian populations under its
control. Exigencies may occasionally
prevent this, but there is nothing to
indicate that military medical person-
nel are relieved of their duty to guar-
antee informed consent, privacy, and
confidentiality. On the contrary, de-
velopments since World War Two
render it imperative to take particular
care with the medical rights of occu-
pied peoples to prevent the kind of
abuses that characterized Nazi med-
ical experimentation. This, of course,
was the intent of the Geneva Conven-
tions and the post-war Nuremberg
Code.5 These prohibit medical exper-
iments contrary to a person’s medical
interests. Interestingly enough,
wartime medicine brings the princi-
ples of autonomy and self-determina-
tion to the fore far more urgently
than peacetime medicine.  The same
is true for human dignity and self-es-
teem.
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Dignity and Self-Esteem during
War

While war curtails the right to
life and autonomy of all but

the state itself, human dignity should
remain unaffected by the vagaries of
armed conflict. Dignity entails respect
for personhood and a commitment to
non-humiliation. For most medical
practitioners, neither principle is par-
ticularly controversial. However, dig-
nity and self-esteem are among the
first casualties of armed conflict. Hu-
manitarian law embraces absolute
rights untouched by war, the threat of
war, or any other public emergency,
and prohibits humiliation, torture,
slavery, cruel and inhuman treatment,
crushing poverty, ignorance, and po-
litical impotence.6 During armed
conflict there is a great temptation to
inflict all this and more upon one’s
enemy, and humanitarian law exists
to insure that human rights do not go
the way of civil liberties in time of
war.

Human rights are inviolable, how-
ever, only insofar as they do not con-
flict, and during war it is not difficult
to imagine conflicts between holders
of competing rights. Freedom from
ill-treatment may conflict with the
right to life, leading a state to consid-
er sacrificing the dignity of some to
protect the lives of others. This is the
hard problem of interrogational tor-
ture, and it often draws medical per-
sonnel into its web.7 While torture is
an extreme example, tension between
life and dignity and the costs of main-
taining each are at the heart of many
bioethical dilemmas in war.

War exacerbates these tensions be-
cause individual and collective inter-
ests are often incommensurable and
difficult to reconcile. There is, then,
during times of war a tendency to
turn to the principle of utility and
maximize the interests of state above
all else.

Assessments of Utility during
War

In an ordinary clinical setting health
care professionals weigh many as-

pects of a patient’s welfare, including
quality of life, dignity, and autonomy.
Sometimes medicine can promote all
of these simultaneously. At other
times, one must choose among them.
One way of doing so is by employing
some version of a utility calculation—
by calculating how the various goods
promote human welfare and trying to
maximize what is most valuable. Util-
ity calculations are complex, turning
on the value one attaches to specific
goods and the probability that one
course of action or another will
achieve the best results. Apart from
this, however, one must also consider
the scope of one’s action: whose utili-

ty must one maximize? In medicine it
is always the patient’s. Beneficence
and nonmaleficence speak to the wel-
fare of the individual patient. Policy-
makers also consider the welfare of
entire classes of patients. During war,
however, the scope of utility shifts
dramatically to focus almost exclu-
sively on aggregate welfare.

Aggregate utility reflects the wel-
fare of many individuals composing a
particular group. These may be sol-
diers whose aggregate welfare charac-
terizes the fighting force described
earlier. War also weighs the aggregate
interests of noncombatants, as the
laws of armed conflict seek to protect
civilians from intentional and dispro-
portionate harm. More often than
not, however, nations wage war to
protect the welfare of the nation-state
and political community, a super-per-
sonality whose interests do not neces-
sarily coincide with those of its citi-
zens. As nations fight one another
they will adopt the means necessary

to achieve their strategic and tactical
goals. In doing this they appeal to
military necessity to guide their ac-
tions.

Military necessity addresses both
the ends and the means of war neces-
sary to preserve the welfare of the
state, its army, and its citizens. In nei-
ther case does necessity “know no
law.” States go to war for political and
strategic reasons: to protect their secu-
rity, safeguard their autonomy, or to
uphold their dignity. They fight to
disable rather than annihilate their
enemies—an oft-noted, self-limiting
feature of modern warfare that distin-
guishes it from wars of antiquity.8

These self-imposed limits spill over
into the tactical means to wage war.
States that arm their citizens must
regulate their activities with careful
instructions that stipulate whom sol-

diers may and may not kill. Humani-
tarian law protects states from anar-
chy as much as it protects noncom-
batants from indiscriminate death.
States must also protect the conven-
tions of surrender, without which bat-
tles would continue until one side
simply exterminated the other. Sur-
render demands reciprocal provisions
so that soldiers can lay down their
arms without fear of execution, and
victors can treat enemy wounded
without fear the injured will turn on
their benefactors. This fragile trust
between adversaries informs the 1949
Geneva Conventions and 1977 Pro-
tocols9 protecting the rights of prison-
ers and the wounded and asserting
the inherent limits of modern war-
fare.

The necessities of war, therefore,
reflect multiple interests. While a
state’s and its army’s welfare are of first
and foremost concern, neither is al-
ways an overriding force when calcu-
lating the expected utility of going to

Dignity and self-esteem are among the

first casualties of armed conflict.
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war or adopting various tactics to
wage war. Military necessity func-
tions within particular moral parame-
ters that limit the ends and means of
war. Nevertheless, military necessity
retains a distinct if not superior sta-
tus, if only because most individuals
gladly weigh the interests of state
above their own. Military necessity,
therefore, joins the pantheon of other
principles that guide medicine and
war and contributes to the peculiar
dilemmas that characterize bioethics
during armed conflict.

Dilemmas of Bioethics during
Armed Conflict

During armed conflict, bioethical
dilemmas arise in several over-

lapping settings. First, they may arise
in either caregiving or non-caregiv-
ing—that is, non-healing—situa-
tions. Caregiving dilemmas are the fa-
miliar ones; they arise as medical per-
sonnel provide individual patients
with medical care and confront con-
flicting bioethical imperatives that
may impinge on patient rights. Non-
caregiving dilemmas are peculiar to
war and arise as physicians are asked
to contribute their expertise to the
practice of war and the development
of weapons systems rather than heal-
ing the sick or injured.

Second, dilemmas may arise in
both conventional and unconven-
tional armed conflicts. Conventional
war denotes relatively symmetrical
conflicts between sovereign nation
states wielding modern armies and
fighting according to the war conven-
tions and laws of armed conflict em-
bodied in the Hague and Geneva
conventions.10 Conventional war,
however, has largely disappeared from
the international scene, replaced in
recent years by fierce ethnic or reli-
gious rivalries and asymmetrical con-
flicts between states and sub-state ac-
tors, or between solely sub-state ac-
tors. Taking note of the changing na-
ture of warfare, the international
community revised the 1949 Geneva
Conventions in 1977 to regulate so-
called “CAR conflicts,” or wars

fought by guerillas and insurgents
against “colonial, alien, and racist”
regimes that dominated the post-war
period. The 1977 Protocols extended
combatant status to guerillas and ir-
regular forces who, while part of a
loosely organized military force, are
required neither to wear uniforms nor
to carry their arms openly at all times.
Civilians also gained additional pro-
tections from occupying powers.

These changes created some un-
foreseen consequences. On the one
hand, adversaries are obligated to pro-
tect civilian interests to an extent not
previously required. On the other,
lack of identifying insignia, coupled
with the ease with which combatants
can shed their status and attain civil-
ian protection simply by leaving the
battlefield, has made it difficult to ob-
serve the distinction between com-
batants and noncombatants so neces-
sary for the latter’s protection. At the
same time, many belligerents are no
longer content to disable their ene-
mies, but employ whatever means
seem necessary to displace entirely
both military and civilian populations
from disputed territory. This some-
times encourages adversaries, usually
the weaker, to embrace terror, consid-
er unconventional weapons, and
abuse civilian protections by mas-
querading as civilians, placing their
armed forces in close proximity to
civilian populations, or using medical
facilities for hostile purposes. Wars in
the former Yugoslavia, Central Africa,
and the Middle East typify these con-
flicts. In these conflicts, the difficulty
of identifying combatants and han-
dling the perfidious tactics they
sometimes employ seriously hinders
the implementation of humanitarian
law in general, and medical ethics in
particular.11

Conventional and unconventional
war engender both caregiving and
non-caregiving dilemmas for medi-
cine. Patient rights in time of war,
medical neutrality, and unconven-
tional weapons development exempli-
fy some of the complex issues that
bioethics faces during armed conflict.

Caregiving Dilemmas in
Conventional War: Patient
Rights

Informed consent, confidentiality,
and the right to die are patient

rights anchored in personal autono-
my and the right of self-determina-
tion. If war abridges autonomy, these
subsidiary rights should narrow sig-
nificantly. Consider three examples:

• In 1990 and 1998, the U.S. De-
partment of Defense weighed the
use of investigational chemical
compounds to protect combatants
against the threat of chemical and
biological warfare. Inasmuch as
these drugs were not standard care,
many observers demanded that the
army obtain informed consent.
Arguing that this was not feasible,
the Defense department prevailed
with an appeal to military necessi-
ty.12

• The term “medical ethics” ap-
pears in a curious context in the
1977 Protocols as lawmakers grap-
ple with violations of confidential-
ity and a physician’s duty to “de-
nounce,” that is, turn in, enemy
patients to the authorities.13 The
framers seem to have in mind the
dilemma facing a physician who
unknowingly treats an injured
guerilla only to discover his identi-
ty during treatment. In a fictional-
ized account, Pearl Buck applauds
a Japanese doctor who treats and
then releases an injured American
serviceman rather than condemn
him to the horrors of a Japanese
POW camp.14 Some people would
be less pleased, I imagine, should
an American doctor treat and re-
lease a suspected Iraqi insurgent.

• Combatants have no right to
refuse medical treatment and, by
extension, no right to die. But
what of critically wounded soldiers
who cannot return to duty? If sal-
vage guides medical care and un-
salvageable soldiers revert to ordi-
nary civilians, then should not a
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soldier facing paraplegia or simple
amputation, who is therefore un-
salvageable, maintain his right to
refuse treatment and die?

These three scenarios highlight com-
plex dilemmas. Without attempting
to resolve them here, I want to draw
on each to underscore several distinct
characteristics of bioethics during
war.

First, each scenario highlights the
different claims people on the battle-
field make on medical care. In the
first case, the individual interests of
one’s own soldiers are subordinate to
collective welfare. One treats soldiers
with either standard or investigational
drugs to maintain the integrity of a
collective fighting force, not to care
for particular patients. The second
case emphasizes the close connection
between medical care for enemy sol-
diers and the threat they pose. A
physician may provide care only inso-
far as his patient no longer constitutes
a material threat. Care is predicated
on the assurance that an enemy pa-
tient cannot return to his threatening
status once he recovers. A physician
must, therefore, consider denouncing
his patient precisely so he can treat
him. Finally, the last case shows how a
combatant’s right to medical care de-
pends on his salvage value. Salvage-
able soldiers command the right to
medical care, but lose the right to die.
Unsalvageable soldiers lose their right
to medical care, but gain the right to
die when they can no longer fight.

These scenarios also highlight a
noticeable shift in the burden of proof
during war. In peacetime, those vio-
lating patient rights must justify their
action; during war, those upholding
patient rights generally bear the bur-
den of proof. In the first case, this
may not be immediately obvious,
since FDA regulations stipulate that
informed consent is a rule that only
the President can waive, and only
when obtaining consent is not feasi-
ble, not in a service member’s interest,
or not in the interests of national se-
curity. The reality, however, is quite
the opposite. The military prevailed

by arguing that informed consent for
administering investigational drugs,
ordinarily a good thing, is in general
not feasible during war. Since the op-
tion to refuse will usually debilitate a
fighting force as key troops choose to
opt out, the burden shifts to those
who must prove that it will not. Only
then is informed consent necessary.

In the second case, the rule leans
heavily in favor of violating confiden-
tiality unless there are mitigating cir-
cumstances. What can these circum-
stances be if enemy soldiers, by defin-
ition, are always threats? One answer
comes from Pearl Buck. Faced with
the prospect that a patient will be ill
treated, or face certain death or abuse,
a physician may find sufficient cause
to maintain confidentiality. Even
then, one might expect physicians to
denounce suspected terrorists or
guerillas whether or not they face the

prospect of aggressive interrogation
and incarceration. The third case, by
its very nature, shifts the burden of
proof. Military medical personnel will
always deny a patient the right to die
unless they can show that he is longer
fit for duty.

Finally, as we think about how to
resolve these dilemmas, we see that
each of the principles at stake—con-
sent, confidentiality, and the right to
die—appear during war in a non-
medical setting and in ways that are
not always controversial. In rare cases,
soldiers are sometimes asked to vol-
unteer for or give informed consent
to certain missions. Why? The answer
turns on both risk and fairness. High
risk alone is insufficient to make seek-
ing consent necessary. Combat sol-

diers face high risk all the time, and
casualty rates in excess of 50 percent
are not unusual in many situations.15

To require consent, however, risk
must be distributed unfairly and fall
on the heads of relatively few individ-
uals. So it is, perhaps, with medical
informed consent. Risk alone, even
the high risk of an investigational
drug, is insufficient to require in-
formed consent from soldiers if med-
ical risk is no higher than military
risk, distributed fairly among all
troops, and necessary to accomplish
military objectives.

Confidentiality, too, plays an im-
portant part in the war convention,
given that captured soldiers are not
required to divulge certain informa-
tion. Confidentiality is respected be-
cause captured soldiers are innocent
(that is, they are not criminals) and
non-threatening. The same principles

may apply as we consider violating
the confidentiality of enemy soldiers
who require medical care, respecting
confidentiality when they are non-
threatening, and violating it when
they are. Finally, the right to die sur-
faces, albeit rarely, when wounded
soldiers demand to be left behind
enemy lines to die rather than risk
jeopardizing a mission by being car-
ried along. The request turns on mili-
tary necessity and the duty to main-
tain the fighting capability of one’s
unit, if in their wounded state the
wounded can no longer contribute to,
and may even jeopardize, a mission’s
success. The same reasoning may gov-
ern the disposition of soldiers who
wish to refuse medical treatment and
die. They regain their right to die

In peacetime, those violating patient

rights must justify their action; during war,

those upholding patient rights generally

bear the burden of proof.
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when they are no longer militarily
useful.

Caregiving Dilemmas during
Unconventional War: The
Problem of Neutrality

Since the founding of the Red
Cross, international law has con-

sistently protected medical personnel
and facilities. A number of norms
govern these practices and, depending
on battlefield conditions, guarantee
timely evacuation for the wounded
and blanket protection for the facili-
ties that treat them, such as mobile
surgical units, fixed medical facilities,
and hospital ships. Ordinarily, these
rules are not problematic. Compli-
ance is widespread; violations are
quickly condemned. Changes in war-
fare, however, threaten these protec-
tions and create new dilemmas for
military commanders.

Consider the conflict between Is-
rael and the Palestinian militants.
Obligated by the Geneva conventions
to provide medical care to an occu-
pied people, expeditiously evacuate
the wounded from the battlefield,
and protect medical personnel and
ambulances, Israel has found that the
threat of terror and the inability to
clearly distinguish combatants from
noncombatants has made these oblig-
ations sometimes difficult to fulfill.
Blockading Palestinian cities in order
to prevent terrorism disrupts access to
medical care as the sick are detained
at check posts and ambulances are
stopped and searched. During com-
bat, Israelis have attacked ambu-
lances, killed medical personnel, and
obstructed the evacuation of wound-
ed militiamen and civilians—as Pales-
tinian guerillas have booby trapped
the wounded, used ambulances to
transport men and matériel, and
taken refuge in hospitals.16

The dilemmas these situations
pose turn on the army’s duty to pre-
vent terror attacks and shield civilians
from harm. There are also two coun-
tervailing duties: the obligation to
protect neutral medical facilities, and
the duty to avoid harming the sick

and injured. In one sense, the very
nature of neutrality eases the tension
of fulfilling these two protocols. Med-
ical neutrality grew from convention,
that is, from mutual self-interest and
reciprocity, rather than any deonto-
logical principle, so that any violation
by one side may scuttle the conven-
tion and leave the other side to violate
neutrality.17 This turns the decision to
remain neutral into an assessment of
the relative costs and benefits each
side can expect from violating neu-
trality. Hampered by uncertainty,
however, this assessment is difficult to
make. If one ambulance is used to
transport arms or terrorists, what are
the chances another will be used in
the same way? Human rights activists
call on Israel to show restraint because
the probability is not high. In fact,
most ambulances are utilized for their
intended purpose. Israeli responses
echo rational choice: under uncer-
tainty, the odds of abuse are even.
And if the odds are even and the po-
tential harm posed by terrorism pales
next to the harm a single patient in an
ambulance may suffer, then simple
utility demands stopping each and
every one. Palestinians complain that
harm accumulates to their detriment;
Israelis fear that the next ambulance
may carry a bomb. In this environ-
ment, civilians and wounded suffer as
medical care is disrupted in precisely
the way the Red Cross hopes to pre-
vent. Here we see how clear and tra-
ditionally honored guidelines are up-
ended by insurgency warfare, creating
ethical challenges for which interna-
tional law and custom offer no ready
solution.

Non-Caregiving Dilemmas
during Unconventional War:
Chemical and Biological
Warfare

Non-caregiving dilemmas present
special problems as medical per-

sonnel are called upon to use their ex-
pertise in a way that causes death and
injury. In some nations, physicians
continue to find themselves asked to
develop weapons for chemical and bi-

ological warfare (CBW) despite the
international ban on these weapons
and the WMA’s declaration that it is
“unethical for the physician, whose
mission is to provide health care, to
participate in the research and devel-
opment of chemical and biological
weapons.”18 Most nations honor the
international conventions and WMA
declaration prohibiting CBW. How-
ever, some states do not. Moreover,
the WMA overlooks the very difficult
issue of nonlethal chemical weapons.
Consider the following two cases:

• None of the parties to the current
conflict in the Middle East have
ratified the international conven-
tions against chemical and biologi-
cal weapons, and although there is
no similar ban on nuclear
weapons, only Israel commands
the resources to maintain a nuclear
arsenal. This has left Egypt, for ex-
ample, to pursue the “poor man’s”
option of deploying chemical and
biological weapons to deter Israel’s
nuclear threat.19 What is an Egypt-
ian physician to do when asked to
participate in his nation’s CBW
program?

• “There is a fundamental ethical
dilemma for doctors,” writes an of-
ficial of the International Red
Cross. “The development of this
new generation of [nonlethal]
weapons incorporates knowledge
from the remarkable advances
made in medical science; two ex-
amples are calmatives [compounds
that depress or inhibit the function
of the central nervous system] and
eye attack lasers. . . . The medical
community must guard against use
of its knowledge for the purposes of
weapon development.”20

Non-caregiving dilemmas such as
these are unique because they upend
the conventional paradigm that
guides medical practice, and within
which some aspect of a patient’s wel-
fare is always a primary consideration.
In these cases, there are no patients,
only ordinary human beings who are
harmed by one’s deliberate actions
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during wartime. As such, CBW pro-
grams compel an individual to weigh
reason of state against one’s humani-
tarian duties.

The ethical conflicts are not diffi-
cult to articulate. Regardless of inter-
national law, Egypt sees no alternative
but to develop chemical and biologi-
cal weapons to protect vital national
interests. Nonlethal weapons, on the
other hand, become the weapon of
choice in the low-intensity conflicts
that increasingly characterize contem-
porary geopolitics and that are neces-
sary to reduce civilian casualties while
battling insurgents. In each case, rea-
son of state may offer a compelling
reason to develop CBW and enlist
physician support to do so. On the
other hand, of course, stand humani-
tarian arguments: Chemical and bio-
logical weapons may endanger large
numbers of civilians, imperil the envi-
ronment, create unpredictable long-
term harm, and cause unnecessary
suffering. Yet it is not immediately
obvious that a policy of chemical or
biological deterrence contravenes hu-
manitarian law or invites moral con-
demnation. If the decades-long de-
bate over the merits of nuclear deter-
rence is any indication, then there are
reasonable grounds to argue that a
policy of unconventional deterrence
can, in fact, be effective and morally
acceptable.21 Nor do non-lethal chem-
ical, acoustical, or optical weapons
unequivocally voilate humanitarian
law or cause unnecessary suffering.
Either argument, once sustained, may
demand that anyone with the appro-
priate technical expertise, including
physicians, contribute to the develop-
ment of unconventional weaponry
when necessary.22

Bioethics or Armed Conflict?

As citizens evaluate the arguments
surrounding patient rights, neu-

trality, and unconventional warfare,
and more generally assess the moral
implications of going to war, they
may quickly confront conflicting du-
ties. Familial duties, small group loy-
alties, and professional obligations are

all thrown off track when states go to
war, impose military service, and par-
take in armed violence. Individuals
often identify with a nation’s reasons
for going to war and subordinate their
other moral obligations to their civic
duties. Often, indeed, they seem will-
ing to risk their own lives and take
those of others. They will desist, if at
all, only when higher moral principles
compel them to pursue conscientious
objection or civil disobedience when
they perceive wars to be unjust.

In times of war every citizen, re-
gardless of profession, has the same
obligation to weigh reason of state
and evaluate humanitarian principles.
Nevertheless, one is sometimes

tempted to ask whether medical per-
sonnel have a unique obligation to re-
solve dilemmas during war in a way
that is consistent with their profes-
sional obligations. While one might
not expect an individual’s professional
obligations to assume overriding im-
portance as one contemplates the in-
tractable ethical and moral questions
of war, a medical practitioner’s duties
seem, to many, to be different. In
each case above, it appears at first
glance that physicians have a special
duty to avoid some non-caregiving
uses of medical expertise, even if these
are militarily justified. Although in-
ternational law permits certain types
of nonlethal weapons, and assuming
one could provide reasonable grounds
to justify the policy of the Egyptian
government, medical personnel must
nonetheless refuse to develop these
weapons systems because their profes-
sional obligation to “do no harm” re-

quires them to use their expertise sole-
ly to promote human good. Similarly,
health care professionals may be ex-
pected to uphold patient rights and
medical neutrality regardless of mili-
tary necessity.

But this conclusion, if correct,
seems to push medicine into a moral
class of its own. It allows medical per-
sonnel to invoke professional duties
in order to avoid causing harm while
ordinary citizens must subordinate
their professional duties to reason of
state when conditions merit. Those
who believe medicine answers a
“higher calling” may find this conclu-
sion attractive. Yet it confuses profes-
sional duties with humanitarian

obligations. When the WMA prohib-
ited medical participation in chemical
and biological warfare, it declared: “It
is the privilege of the medical doctor
to practice medicine in the service of
humanity, to preserve and restore
bodily and mental health without dis-
tinction as to persons, to comfort and
ease the suffering of his or her pa-
tients. The utmost respect for human
life is to be maintained even under
threat, and no use made of any med-
ical knowledge contrary to the laws of
humanity.”23

The WMA, however, uses the
word “humanity” in two distinct
senses, and this, perhaps, sums up the
difficulty facing the medical profes-
sion during war. “Service of humani-
ty” refers to beneficence and the im-
perative to preserve and restore
human health. This is a professional
obligation and, in principle, no differ-
ent from those duties that obligate

There is sometimes room to ask whether

physicians may violate another person's

"bodily and mental health." This is the 

question we all face in the shadow of

armed conflict.
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other professions that serve different
human needs and that may fall before
reason of state during war. The “laws
of humanity,” in contrast, invoke hu-
manitarian law and respect for
human rights. They are inviolable in-
sofar as they do not conflict with one
another, and, in spite of the tendency
sometimes to conflate the laws of hu-
manity and medicine’s professional
duty of beneficence, the two are not
synonymous. Preserving this distinc-
tion is important. While one would
not expect a physician or anyone else
to use his or her knowledge contrary
to the laws of humanity, there is
sometimes room to ask whether any
individual, physicians included, may
violate another person’s “bodily and
mental health.” This is the question
we all face in the shadow of armed
conflict.
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