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It is noteworthy that the monumental
two-volume study of military medical
ethics published by the U.S. Army
in 2003 paid little attention to mili-
tary physicians working in detention
facilities.1 Abu Ghraib was still a year
away, so instead of focusing on what
would ultimately swamp the military
medical ethics literature, the army
study offers a rich and comprehensive
analysis of crucial clinical, political,
ethical, and scientific questions. The tim-
ing was fortuitous because it allowed
lawyers, philosophers, and healthcare
professionals to constructively engage
questions of bioethics and national
security. In the years following Abu
Ghraib, however, interest in dual-use
technology, humanitarian intervention,
weapons development, soldier-patient
rights, and resource distribution would
receive far less attention than medical
conditions at Guantanamo Bay and
would remain the purview of a rela-
tively small group of researchers. Now
is a good time to rectify this imbalance.
As the following review demonstrates,
the nascent field of military medical
ethics holds no few challenges for
enterprising bioethicists. Clinical ques-
tions that embrace patient rights in the
military, experimentation, investiga-
tional drugs, and medically engineered
enhancement technologies abound. In-
terest in battlefield bioethics is growing
as U.S. forces in Iraq and Afghanistan
struggle to provide medical care to U.S.

service personnel, Iraqi allies, enemy
insurgents, and local civilians. Non-
clinical challenges confront us when
medical workers develop weapons that
utilize advances in pharmacology, neu-
rophysiology, and genetics. Medicine
can also serve peace. No less than law
enforcement, impartial courts, schools,
and welfare agencies, medical care is
crucial for failed states to rebuild. This
literature, referred to as medical human-
itarianism or ‘‘medicine as a bridge to
peace,’’ has received scant attention from
bioethicists.

Patient Rights and Medical
Experimentation

Soldiers, as Sandra Visser points out,
do not have the same rights and liber-
ties they are willing to fight and die
for. Their autonomy, privacy, right to
informed consent, and right to refuse
certain treatments are limited.2 As such,
statements of patient rights in military
hospitals include the following caveat:
‘‘A patient has the right to refuse treat-
ment to the extent permitted by law and
existing government regulations and
to be informed of the medical and
administrative consequences of his/her
refusal.’’3 Administrative consequences
can include disciplinary action or a
reduction of a serviceperson’s ‘‘compen-
sable disability’’ if personnel refuse
medical treatment that will keep them
fit for duty.4
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Military necessity and the needs of
the armed forces do not repudiate a
soldier’s rights, but they do restrict them
by subordinating individual interests to
collective goods. This leads to two im-
portant conclusions for military medical
ethics. First, national security is not,
obviously enough, a medical determi-
nation. Nonmedical reasons, therefore,
can dictate the infringement of medical
rights. Sometimes this authority lies with
military officers (as when using investi-
gational drugs, discussed subsequently)
and sometimes with medical officers,
who may find it necessary to violate
confidentiality or withhold information
from patients to return them to duty.5

Second, military necessity only overrides
patient rights; it does not nullify them.
A soldier’s rights reassert themselves
when military implications are marginal
or inconsequential.

Although military necessity colors
many dilemmas of military medical eth-
ics, medical experimentation and orders
to use investigational drugs have
garnered the most attention. Although
sometimes confused, the two are differ-
ent. Medical experimentation relies on
human subjects to test unproved hypoth-
eses about an agent’s toxicity and effec-
tiveness and do not always offer any
therapeutic benefit for the human sub-
jects involved. Investigational drugs or
vaccines, on the other hand, offer a
therapeutic benefit to those who
receive them, but they have never
been licensed for human use, or if they
are licensed, it is not for the purpose
currently intended.6

Experiments to test biological agents,
radiation, and chemical compounds such
as LSD and nerve gas were among the
most sensational, as investigators some-
times manipulated information and
ignored subjects’ right to informed
consent.7 Less controversial are routine
experiments to test nonlethal weap-
ons systems (discussed subsequently),

equipment and medical procedures un-
der adverse climatic changes, altitude
sickness, dehydration rates, and the ef-
fectiveness of protective clothing. Strict
guidelines demand informed consent,
a subject’s right to end an experiment,
previous animal experiments, and med-
ical supervision.8

Nevertheless, soldiers are easily
manipulated, and standard informed
consent procedures are not always
adequate. In 2009, the Israel Medical
Association severely castigated military
researchers for ignoring the vulnerabil-
ity of conscripts when they conducted
anthrax experiments on hundreds of
recruits.9 Although soldiers sign con-
sent forms, there is evidence to suggest
that service personnel do not fully under-
stand the explanations they receive.10

Further problems arise because the
dynamics of rank disparity, fears of
offending one’s superiors, and/or peer
pressure may undermine informed con-
sent when soldiers are asked to partic-
ipate in medical experiments. Cognizant
of these dangers, the U.S. Department of
Defense (DoD) forbids the presence of
a soldier’s superior during the solicita-
tion of research subjects and requires
an independent ombudsman to monitor
recruitment. Other recommendations in-
clude approaching potential subjects
privately rather than in groups and re-
quiring a consent form that subjects are
asked to explain in their own words.11

Although informed consent is crucial for
military medical experiments, the DoD
may waive consent when experimen-
tal subjects are victims of trauma. DoD
reluctance to do so, however, leads
some researchers to fear that the diffi-
culty of obtaining waivers may hamper
‘‘potentially lifesaving research in the
military.’’ Although informed consent
is important, it is not an overriding
principle when the ‘‘greater good of
society’’ or ‘‘the future care of wounded
service members’’ is at stake.12
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Military authorities may also want to
waive consent to treat soldiers with
investigational drugs if obtaining con-
sent is not feasible. To protect soldiers
against nerve gas and botulism during
the First Gulf War, the DoD requested
and received a waiver to treat troops
with investigational drugs without their
consent. This caused considerable con-
troversy that eventually led to guide-
lines that only allowed the president to
approve waivers of informed consent.
The issue flared again in 1998, when
the U.S. Army wanted to inoculate
troops against airborne anthrax using
a vaccine that had only been approved
for subcutaneous anthrax. Critics main-
tained that the DoD required a waiver;
the DoD argued that the vaccine was
standard treatment. The DoD pre-
vailed, leaving dissenting soldiers to
resign from the service if they decline
treatment.13

Although military necessity can over-
ride informed consent when soldiers
are ordered to take investigational drugs,
it cannot override informed consent
when soldiers are recruited for exper-
imentation. But consent need not be
explicit. Wolfendale and Clarke sug-
gest that enlistees give implicit con-
sent to accept investigational drugs
insofar as the drugs confer a military
advantage at minimal risk.14 This is
undoubtedly part of the answer. It
does not explain, however, why con-
scripts must also accept investiga-
tional drugs. Moreover, experimental
(rather than investigational) drugs or
procedures may also offer a military
advantage and minimize risk. The dif-
ference between the two may not be
so much in the level of the risk but
in its distribution. The risk of investi-
gational drugs is distributed equally
among all service personnel, whereas
the risk of experimental drugs falls on
a few alone, who, therefore, must give
their consent.15

Battlefield Bioethics

Dilemmas of battlefield bioethics occur
when providing care to compatriot,
allied, and enemy soldiers and to local
civilians. When resources are scarce and
multiple actors make demands, pro-
viders require guidelines to administer
care. Although military organizations
have contingency triage plans to prior-
itize care, the hard moral cases—having
to choose between saving the lives of
severely wounded soldiers or returning
the moderately wounded to duty—are
relatively rare.16 More common are
questions about providing care to local
civilians caught in the cross fire or to
‘‘host-nation’’ personnel who fight along-
side United States and NATO troops in
Iraq and Afghanistan.

To support its soldiers in Iraq, the U.S.
Army provided medical care at several
levels. The battalion aid station provides
first aid and transport and the 20-person
forward surgical team offers immediate
treatment, surgery, and evacuation to
a 248-bed combat support hospital that
provides resuscitation, reconstructive
surgery, intensive care, and psychiatry.
When necessary, the wounded receive
sophisticated treatment at a full-service
trauma center in Landstuhl, Germany,
or in the United States.17

Although this system is designed
to provide the best possible care for
U.S. soldiers, American medical facili-
ties also care for host-nation soldiers
and local civilians wounded during
American operations. Whereas severe
American casualties evacuate to supe-
rior medical facilities, local casualties
must turn to a poorly functioning local
system for further care. This two-
tiered system limits care for host-country
wounded, who, without access to
sophisticated prosthetic devices, for
example, will not receive the same
reparative surgery U.S. soldiers receive
in the field. Pediatric cases and care for
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detainees present a special challenge.
Alert to the adverse publicity of failing
to provide anything less than maximum
care for children, U.S. medical facilities
often offer extensive and sophisticated
care to children.18 For detainees, the
Geneva Conventions mandate a level
of care equal to the care that U.S. and
Coalition forces receive. Host-nation
allies fighting alongside Western forces
in Iraq and Afghanistan, on the other
hand, are only entitled to the unspecified
level of reasonable care that occupation
forces must provide the local population.
This creates what some feel is an absurd
and ethically untenable outcome that, at
present, is only resolved when the United
States transfers care of detainees to the
host nation.19

As these descriptions suggest, it is
not always possible to treat the wounded
strictly on the basis of medical need.
Availability of follow-up resources and
obligations under international law are
clearly a function of national identity,
which dictates the care the wounded
receive at the onset. Similar cases may
not be and, perhaps, should not be
treated similarly.20 This is a prima facie
violation of the neutrality provision of
the Geneva Conventions, which prior-
itize care solely on the basis of medical
need. Although some commentators
view the obligation to preserve neutrality
and treat indiscriminately as absolute,21

situations arise in wartime that temper
this assessment. First, the obligation to
treat those who can contribute best to
the war effort may override the duty
to save lives when resources are scarce.22

Second, medical personnel may apply an
ethic of camaraderie or ethic of care and
treat their own soldiers first, regard-
less of the severity of their wounds,
because of a special obligation they owe
compatriots.23

Bioethicists are just beginning to con-
front these dilemmas. Preserving pa-
tient autonomy when resources are

very scarce may require soldiers to
voluntarily defer their treatment to
others and may require military physi-
cians to ‘‘educate individuals about the
needs of the many vs. the needs of
the one’’ in extreme triage situations.24

Dismantling a two-tiered system de-
mands additional medical resources for
host-country care that are not readily
available.25 Additional resources, how-
ever, do not resolve the dilemma of
camaraderie if physicians and medics
remain convinced of their overriding
duties to treat their compatriots regard-
less of their legal obligation to treat the
wounded irrespective of nationality. This
painful contest between legal and moral
obligations is bread-and-butter bioethics,
yet the issue remains unaddressed.

Questions about treating terrorists
(rather than the effects of mass casualty
terror attacks, which are beyond the
scope of this review) are also part of
battlefield bioethics. Fighting terrorism
may dictate military protocols that cause
patient harm by delaying patients, ambu-
lances, or medical workers suspected of
abetting terrorists.26 Medical staff may
face significant emotional hurdles when
asked to treat terrorists. Some may be
reluctant to endanger themselves at the
site of an attack; others will find it
difficult to treat terrorists at all or while
terror victims still require care. Here,
psychological and emotional support
may be necessary.27 The order of treat-
ment remains an open question. Howe
argues, for example, that terrorists are
unlawful combatants and so only merit
care after compatriot soldiers, prison-
ers of war, and civilians.28 This issue,
like many just described, remains con-
tentious. Military medical ethics edu-
cation, which is only in its infancy and
lags perilously far behind medical
ethics education in general, must con-
front these questions directly to offer
clear guidance for practitioners in the
field.29
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Medical Humanitarianism

Medical humanitarianism presents novel
challenges when state armies and non-
governmental organizations (NGOs) pro-
vide medical care, hospitals, water and
sanitation services, and facilities for
medical education to help resolve con-
flict and facilitate postwar reconstruc-
tion. The goals are both medical and
political. In the Vietnam War, the U.S.
Army Medical Department undertook
‘‘medical stability operations’’ to help
support the local government. Care
was sporadic, short term, poorly dis-
tributed, underfunded, and inattentive
to local needs and often put military
imperatives above medical concerns.30

Learning from these mistakes, American
military ‘‘medical civic action programs’’
(MEDCAPs) in Cambodia, Thailand, and
elsewhere pursue more modest and less
political aims.31 Nevertheless, MEDCAP
operations in Iraq and Afghanistan con-
tinue to provide ‘‘much needed or ab-
sent services to the people in the hopes
of ‘winning the hearts and minds’ of
the local populace and undermining
ideological support for the insurgency,
while gaining support for the legiti-
mate Afghan government.’’32 Wary of
Vietnam-era errors, new programs em-
phasize sustainable care through part-
nerships with local NGOs, ‘‘collaborative
medical engagements,’’ and educational
efforts to ‘‘enhance host-nation medical
infrastructure, increase intraoperability
between local assets, and instill confi-
dence within the population.’’33 Outside
the military, organizations such as the
Red Cross or Physicians without Bor-
ders work to relieve medical suffering,
whereas more ambitious programs fuse
medical care with ‘‘peace building’’ to
help reconcile warring parties.34

Many of these endeavors are fraught
with ethical dilemmas. ‘‘We must not
naively assume,’’ writes Anthony Zwi
and his colleagues, ‘‘that because we

are dealing with ‘health’ that this is
neutral, that it is not contested, that it
cannot create conflict.’’35 Medical care
introduces a scarce and valuable com-
modity into a violent and fiercely com-
petitive environment and raises a host
of questions: Should healthcare work-
ers be impartial and neutral? Should
they work with despotic regimes or
encourage those fighting despotism?
Should NGOs buy off the local militia
to ensure delivery of medical supplies
and equipment? Should they respect
the wishes of local institutions or au-
thorities, knowing these may discrim-
inate against women or members of
weaker groups?36

Beyond providing care, many organ-
izations hope to use healthcare to build
peace by fostering medical projects that
will sustain and empower the local pop-
ulation, bring warring sides together in
joint projects, and create safe havens
where medical personnel can mediate
conflict. Accomplishing these goals re-
quires military or nongovernmental or-
ganizations to draw in local ownership,
use locally available materials, and eval-
uate the success of projects using ‘‘clearly
articulated goals’’ and ‘‘quantifiable
objectives.’’37 In addition to epidemio-
logical metrics, advocates of peace
through health offer guidelines for as-
sessing a project’s responsiveness to uni-
versal principles of social justice and
equality, its sensitivity to cultural norms,
local patterns of authority and power
distribution, and its fulfillment of the
special needs of women and girls,
child soldiers, the elderly, and the poor
and disenfranchised.38 Joint medical
education projects, mobile clinics, and
projects dedicated to pediatric health
may all cross ethnic and national lines
and can facilitate reconciliation and
reduce tensions, as, for example, when
warring parties accept ceasefires to
care for ailing children or provide
inoculations.39
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Peace building through health faces
a practical and normative challenge.
Practically, organizations must mea-
sure their efforts to alleviate distress,
prevent or resolve conflict, or facili-
tate a transition to stable democracy.
Collecting epidemiological data while
ensuring informed consent, dignity,
and confidentiality is confounded by
‘‘disrupted social networks, limited
resources, multiple public health risks,
extensive abuses of human rights and
intense competition for aid resources.’’40

Assessing efforts to alleviate social and
political ills is harder still. Aid workers
lack the tools to effectively evaluate pro-
grams that strive for equality, empow-
erment, reconciliation, and, ultimately,
peace.41

Under these difficult circumstances,
critics also raise a normative challenge
to peace building through health: is
peace (any more than war) the business
of medicine? Once medical workers
abandon neutrality to pursue peace,
they must ask about the unintended
and unforeseen consequences of favor-
ing one side or another, of placing
themselves in danger to secure non-
medical benefits, and of risking exploi-
tation if a regime seizes on their efforts
as signs of reconciliation while ignor-
ing real steps toward peace.42 There are
no simple answers to these questions,
and pursuing peace through health
may only detract practitioners from
their main job of caring for the sick
and injured. Contributing to war, no
less than contributing to peace, may
also distance medical workers from
their primary obligations.

Medicine in War: Enhancement,
Dual-Use Technologies, and Weapons
Development

Drugs, brain-machine interfaces, neural
prostheses, genetic engineering, and
mechanical cybernetic improvements

to enhance the fighting capability of
soldiers, keep them alert, help them to
survive longer on less food, alleviate
pain, and sharpen and strengthen
their cognitive and physical capabil-
ities drive the art of enhancement.43

Enhancements are not necessarily
therapeutic: soldiers designated for en-
hancement are not sick. Rather, com-
manders seek to improve a soldier’s
function while reducing risk to life
and limb. Dual-use technologies and
weapons development make similar
claims. They have no therapeutic value
but instead hope to enhance a nation’s
war-fighting capabilities.

Enhancement technologies, some fic-
tional and some within grasp, raise
questions about patients’ and soldiers’
rights and the role of medical science
in the military. Soldiers have no right
to refuse standard or investigational
treatments that keep them fit for duty.
But must soldiers consent to enhance-
ment? On one hand, many enhancing
agents are not experimental or investi-
gational; for example, there is sufficient
evidence that Modafinal reduces fa-
tigue and improves performance. On
the other hand, the soldiers who take
these drugs are healthy and fit. En-
hancement technologies either make
them more fit or, in the very least,
prevent or reverse military perfor-
mance degradation. In either case,
they are not ill. Enhancement there-
fore requires consent together with
medical supervision to oversee safety
and to guarantee that ‘‘nonpharmacologic
alternatives’’ have been fully utilized.44

Meeting these conditions is problem-
atic. As noted previously, informed
consent is difficult to attain in a mili-
tary hierarchy. The long-term effects of
memory-enhancing drugs remain un-
known, nor are their immediate effects
on other cognitive functions clear.45

There are legitimate concerns about
personality change, lack of moral

Bioethics and Defense

97

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

12
00

04
24

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S0963180112000424


responsibility, and €Ubermensch visions
of power and grandeur if soldiers use
enhancing agents to maximize cogni-
tive prowess by reducing anxiety, elim-
inating fear, or blocking memories of
battlefield events, particularly those
memories that may induce posttrau-
matic stress disorder.46 Although valid,
these concerns must be weighed against
their military benefits, a consideration
necessarily absent from the general,
nonmilitary debate over enhancements.
Military service imposes high costs that
are acceptable if proportionate to the
expected military benefit. Any technol-
ogy that increases military efficiency
and protects soldiers will probably carry
the day insofar as war fighters do not
use their enhancement to violate human-
itarian law.47

Enhancement also raises hard ques-
tions about dual-use technologies and
the obligations of medical science to
warfare. Drugs to alleviate insomnia or
posttraumatic stress disorder, the search
for the genes associated with intelligence
or fear, and computer technologies to
treat memory loss were first pursued for
therapeutic use before being embraced
by the military. Other biotechnologies
that synthesized, engineered, or rebuilt
the polio, smallpox, and Spanish flu
viruses raise more fearsome prospects.48

Armies use medical science for national
defense, but terrorists and rogue regimes
may adopt cutting-edge research for
malevolent purposes and mass murder.
This is the dual-use dilemma: should
medical scientists restrict their research
to prevent nonmedical use or dissemi-
nate it freely?

The possibility of retooling enhance-
ment and other technologies for malev-
olent ends or publishing medical data
with potentially harmful consequences
if militarized by terrorists or rogue
regimes raises questions of protecting,
censoring, or limiting access to dual-use
technology. Because many researchers

believe that excessive restrictions will
ultimately stifle scientific research, the
challenge remains to institute guide-
lines to protect dual-use technologies
from malevolent use.49 Most are aware
that government censorship is undesir-
able; thus the debate turns on who will
regulate the dissemination of dual-use
technology: the scientific community
or the government? Advocates of self-
regulation, including the American
Medical Association (AMA) and the
National Research Council, support
an advisory board to develop guide-
lines so scientists unversed in national
security issues might recognize poten-
tial complications of dual-use technol-
ogies and vet prospective papers for
possible security threats.50 This is the
purpose of the National Advisory Board
for Biosecurity (NSABB), whose guide-
lines list a range of research subjects that
trigger dual-use concern.51 It is the re-
sponsibility of researchers and their
institutions to carefully examine their
projects and to modify their research
or limit dissemination as they feel
appropriate. There are no provisions
for government regulation, mandatory
licensing, or security clearances for re-
search that has dual-use implications.

Other researchers are skeptical about
self-regulation, noting that most scien-
tists lack the training to recognize the
dual-use implications of their research
and have a vested interest in publish-
ing their work. To prevent malevolent
agents from appropriating dual-use
technology, Seumas Miller and Michael
J. Selgelid reject both self-regulation
and government control and opt for
joint institutional and governmental
control combined with an independent
oversight authority. This arrangement
preserves academic freedom, intellec-
tual inquiry, and freedom of commu-
nication while making room for the
mandatory licensing of some technol-
ogy and facilities, security clearances
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for some personnel, and mandatory
education to recognize dual-use dilem-
mas without giving undue weight to
national security interests or undue dis-
cretion to government authorities.52

Walking the line between medical
and security interests becomes more
intense when physicians contribute to
weapons development. This is some-
thing new. Prior to the twentieth cen-
tury, the only important questions about
a weapon were its accuracy, range, and
payload. When attention turned to
chemical and biological weapons, how-
ever, the central questions focused on
potency (how much of a chemical or
pathogen is necessary to kill or disable
a human being) and delivery (how to
introduce a chemical or pathogen into
the human body). Only medical science
could provide these answers. Today,
offensive research is largely prohibited
by the Biological Weapons Convention
and Chemical Weapons Convention, but
nonlethal weapons research remains con-
tentious. Nonlethal weapons include
calmative agents that depress the central
nervous system, electromagnetic tech-
nologies that cause pain without tissue
damage, and neurological interventions
that map or alter brain states.53

Nonlethal weapons pose a dilemma
for military medicine for several rea-
sons. First, nonlethal weapons research
is not defensive but is designed to aug-
ment conventional military capabilities.
Second, nonlethal weapons cause harm.
Electromagnetic and acoustical weapons
cause acute transient discomfort and
pain. Neurological interventions to de-
tect lying, for example, raise issues re-
garding dangers of dehumanization,
violations of personality, and infringe-
ments of ‘‘cognitive liberty.’’54 Nonle-
thal weapons may also kill. At least
129 people died when the Russians
pumped in a calmative agent before
they stormed a Moscow theater in
2002 to rescue hostages from terrorists.

Third, clinical physicians play a central
role in the testing of nonlethal weapons
by monitoring subjects’ health and by
assuming responsibility for informed
consent.55 Fourth, medical research and
careful animal experimentation are cru-
cial so nonlethal weapons designers can
maximize the difference between a lethal
and nonlethal dose of a chemical (an
agent’s therapeutic index)56 or exploit
the difference between pain and tissue
damage.

In response to the role medicine
plays in weapons development, many
observers, including the World Medical
Association (WMA) and British Medical
Association (BMA), hold that physicians
should be prohibited from any involve-
ment in weapons development. They
cite not only a physician’s duty to do
no harm but other contingent fears: loss
of respect, concerns that nonlethal weap-
ons may fall into enemy hands, and
fears that nonlethal chemical weapons
may upend the international consensus
that bans chemical and biological weap-
ons of mass destruction.57

One solution is to simply remove
medical personnel from direct involve-
ment with weapons development. Plac-
ing them in defensive research, which
was common during and after World
War II, is one answer.58 Today, defensive
research continues at the U.S. Army
Medical Research Institute of Chemical
Defense and the U.S. Army Medical
Research Institute of Infectious Dis-
eases, although not without reserva-
tions from some observers.59 Another
suggestion replaces physicians with
technicians to administer and inter-
pret brain scans to detainees, for ex-
ample.60 However, removing clinical
practitioners is not always practical
when experimental protocols require
medical supervision. Moreover, medi-
cal technology remains in the service of
the military, regardless of who does
the grunt work.
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Alternatively, physicians may help
build weapons because security inter-
ests sometimes override their profes-
sional obligations.61 Nonlethal weapons
are designed to save noncombatant lives
in contemporary warfare when it is
impossible to distinguish between com-
batants and noncombatants. Moreover,
the potential harms are overstated:
physician integrity is not impaired,
government regulation of nonlethal
technologies is significantly tighter
than the self-regulation many find ad-
equate to prevent malevolent use of
dual-use technologies, and evolving
legal guidelines should be sufficient
to draw a sharp distinction between
nonlethal weapons and weapons of
mass destruction. As a result, physicians
do no harm on balance when they help
develop nonlethal weapons; this argu-
ment also resonates throughout the
entire debate over interrogation.

Interrogation, Torture, and Forced
Feeding

Over the last few years, hundreds of
articles have exposed the role that
physicians play in detention facilities
like Guantanamo Bay. Early articles and
books by M. Gregg Bloche, Jonathan H.
Marks, and Steven H. Miles described
how some physicians evaluate and
approve detainees for interrogation;
provide medical care before, during,
and after interrogations; authorize
continued interrogation; and provide
a ‘‘tailored’’ psychological regimen for
interrogating specific detainees based
on their psychological profile.62 In
2010, Physicians for Human Rights docu-
mented how healthcare professionals ex-
perimented with torture by monitoring
interrogations to collect data to improve
questioning techniques.63 In response,
the WMA and AMA allow physicians
to provide medical care to detainees but
prohibit participation in interrogation or

their presence when torture is used.64

Faced with unlawful interrogation, mil-
itary medical personnel should report
abuses and act as ‘‘human rights mon-
itors.’’65 The medical and bioethics
community applauded these develop-
ments.66

Several aspects of this debate are
noteworthy. First, there was little ac-
tual debate. As American authorities
approved ‘‘enhanced’’ interrogation
techniques such as hooding, stress
positions, loud music, and sleep dep-
rivation for high-value detainees, the
bioethics community responded with
vociferous and near-unanimous condem-
nation. Detractors were disparaged as
antiabolitionists or rogue bioethicists.67

Second, bioethicists addressed a rela-
tively rare phenomenon among the
modern armies of democratic states.
In the United States, for example,
Department of Defense officials report-
edly approved 30 detainees for harsh
interrogation and 3 for waterboard-
ing.68 Third, discussions rarely differ-
entiated between the legitimacy of
enhanced interrogation and that of
physician participation. These are two
separate questions. The first asks, Is
enhanced interrogation permissible?
The second asks, Is it permissible for
healthcare professionals to participate
in or facilitate interrogation? Most bio-
ethicists run these together. If en-
hanced interrogation is wrong, then
obviously physicians have no place in
interrogation facilities.

But this shuts down the discussion
prematurely, because the wider, public
debate about torture recognizes opin-
ions that defend some measure of
enhanced interrogation when many in-
nocent lives are at stake.69 What then of
doctors and other clinicians? If some
form of harsh interrogation is per-
missible, should they assume any role
whatsoever? For some observers, a
doctor’s professional duties remain
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subordinate to a citizen’s civic obliga-
tions during war. If a democratic nation
should accept the need for enhanced
interrogation to ensure national security
and save innocent lives, then physicians
have the same duty as other citizens to
contribute their expertise to the war
effort.70 Alternatively, medical ethics
may not matter, because physicians ad-
vising interrogation teams are not care-
givers but soldiers with a particular
technical expertise.71 This was the posi-
tion of the DoD in the Bush years.
Edmund Howe and his colleagues draw
a different line. Acknowledging that mil-
itary psychologists, for example, may
have no ‘‘concomitant clinical duties to
detainees,’’ they hold that these psy-
chologists nonetheless may act in a way
that is morally culpable if they help
interrogators to form better relations
with detainees in order to increase a
detainee’s vulnerability. Nevertheless,
the possibility of gaining actionable
intelligence that will save lives while
causing no harm to the detainee may
offset a medical worker’s culpability.72

In contrast, Chiara Lepora and Joseph
Millum argue that because medical
care is so fundamental to any success-
ful interrogation, there is no real dif-
ference between providing medical
care and facilitating an interrogation.
Any physician who fulfills his pro-
fessional obligation to provide care
also participates in wrongful interrog-
ations. Sometimes, then, ‘‘the right
thing for a doctor to do requires com-
plicity in torture.’’73 In this view, tor-
ture and enhanced interrogation are
wrong, but physician participation can
be right.

Forced feeding raises related issues.
In its 2006 Tokyo Declaration, the WMA
prohibits physicians from participating
in torture and from artificially feeding
a competent prisoner who refuses nour-
ishment.74 In the ensuing debate, bio-
ethicists staked out several positions.

Some condoned forced feeding to save
a striking prisoner from certain death,
even if it involves defying a competent
person’s direct wishes.75 At best, military
physicians who face an ‘‘irresolvable
ethical conflict between saving detainees’
lives and respecting their autonomy’’
should be allowed to withdraw.76 Some,
more wary about violating a person’s
autonomy so directly, prefer to wait until
a hunger striker loses consciousness be-
fore force-feeding the now-incompetent
patient. Another nuanced approach
tried to preserve autonomy by allowing
a hunger striker to convey his wishes to
his physician privately, while publically
professing his willingness to die for his
beliefs. Ultimately, the WMA rejected
any stance that left room to force-feed
hunger strikers without explicit con-
sent. ‘‘Forcible feeding even if intended
to benefit,’’ declared the WMA, ‘‘is never
ethically acceptable.’’77

For bioethicists, the ethics of forced
feeding turn entirely on the tension
between respect for autonomy and a
patient’s best interests. It is, therefore,
not surprising that the dilemma re-
mains unresolved. National security
interests are generally ignored by bio-
ethicists yet remain crucial when strik-
ing detainees pose security threats. In
these cases, forced feeding violates a
detainee’s autonomy to protect a threat-
ened third party and thus is not solely
intended to save the patient’s life. In-
voking national security reminds us of
the torture debate, except that a physi-
cian is saving a detainee’s life, not
torturing him. If humane, forced feed-
ing a detainee can be permissible if the
prospect of safeguarding national inter-
ests, by gaining actionable intelligence,
for example, is reasonable. Informed
consent often falls to military necessity
whether the patient is a compatriot sol-
dier or enemy combatant. Military ne-
cessity, therefore, adds an additional
factor to the cost-benefit analysis and,
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like all the dilemmas described in this
review, raises the question of dual
loyalty.

Dual Loyalty and a Theory of Military
Medical Ethics

‘‘Working to enhance national security,’’
writes the BMA, ‘‘may not always be
compatible with the fundamental tenets
of medical ethics.’’78 The question, then,
is whether this tension might be re-
solved and, if not, which obligations
prevail. Questions about dual loyalty
infuse the torture debate but arise when
medical personnel participate in any
research that has distinct military appli-
cations. Hard dilemmas also occur in
clinical settings in which basic tenets
of medical ethics—confidentiality, in-
formed consent, and autonomy—may
run up against national security con-
cerns or, simply, organizational well-
being. Consider medical malingering,
which is common in armies but little
researched by bioethicists. Soldiers often
find it extremely easy to fake symptoms
to gain a day or two of extra leave. So-
lutions are not always patient friendly.
Anecdotal reports describe how physi-
cians may skirt the common guidelines
for using placebos and give them to sus-
pected malingers to return them to duty.79

Here is a dual-loyalty dilemma in the
most quotidian terms: the patient’s in-
terests or those of the military system?
Similarly, military physicians may find it
necessary to shade the truth, withhold
information about medications, or other-
wise manipulate patients to return them
to active duty.80

There are no easy solutions to these
dilemmas. One asserts the primacy of
medical ethics at all times ‘‘by adopt-
ing a clear doctrine stating that the
ethical obligation of the military physi-
cian is always to act in the best interests
of the patient (with the patient’s con-
sent)—military, civilian, and captured

enemy alike.’’81 Concerned that mili-
tary physicians subordinate patient
interests to military necessity, fail to
fully respect informed consent, or re-
fuse to treat all patients equally, Barry
S. Sidel and Victor W. Levy argue that
physicians should avoid military ser-
vice altogether and contract their serv-
ices to the army as part of nonmilitary
national service.82 Extreme as this argu-
ment might sound, it might be perfectly
logical if military physicians cannot as-
sign ethical priority to their professional
obligations when they enlist.

Although one might certainly solve
the dual-loyalty dilemma by deferring
to patient interests, one can just as
easily defer to national security. Utili-
tarianism alone probably provides suf-
ficient grounds to prefer collective over
individual interests during war. Nei-
ther solution, however, resolves the
conflict that medical practitioners face.
To defuse dual loyalty, alternative mod-
els embrace the idea of a single actor:
the physician-soldier. Rather than clash-
ing, doctoring and soldiering share a
similar ‘‘collective ethic.’’ Physicians
care for individuals with an ultimate
concern for society, whereas military
officers safeguard society to create a
secure environment for the individ-
ual.83 Both professions share a concern
for autonomy, dignity, and life that is
mutually reinforcing.84 This fused iden-
tity is largely sufficient to respond to
questions of dual loyalty. In most cases
military physicians serve national secu-
rity interests as they tend their patients
and follow the dictates of medical
ethics.

Nonetheless, some circumstances
force physicians to carefully evaluate
the demands of medical ethics and
military necessity. When treating sex-
ual abuse or misbehavior, suicidal ten-
dencies, eating disorders, or drug use,
for example, patient rights prevail be-
cause national security is not at stake.85
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In other instances, it may be necessary
to circumscribe patient rights or with-
hold information to conserve manpower
or serve a mission.86 Professional med-
ical obligations emphasizing the priority
of patient care fall to collective security.87

If national security sometimes overrides
medical ethics, it is also important to
set limits on the actions military neces-
sity can justify. Obvious constraints are
nonderogable human rights, just war
theory, and international humanitarian
law.88 An ethics tribunal may help mili-
tary physicians make decisions and
integrate the demands of medical ethics,
military ethics, and the law.89

Concluding Remarks

Writing on dual-use technology, Michael
J. Selgelid notes the irony that ‘‘bioeth-
icists have had relatively little to say
about security in general or about the
dual-use dilemma in particular,’’ where-
as the ‘‘huge number of books on ethics
and genetics . . . include little, if any,
discussion, of the potential role of ge-
netics in weapons-making.’’90 In their
edited volume on the ethics of enhance-
ment, Julian Savulescu and Nick
Bostrom observe that the U.S. military
is actively exploring the potential of
enhancement technology. Neverthe-
less, not one author makes more than
a passing reference to this remarkable
fact nor to the intense and challeng-
ing problems it poses for bioethics.91

Turhan Canli and his colleagues, too,
point to the ‘‘unwillingness of the
scientific community itself to engage
in dialogue with people who work in
defense and intelligence agencies out
of the belief that working with such
individuals promotes a political agenda
that is perceived as misguided, wrong
or even dangerous.’’92

Bioethicists have to ask themselves if
this assessment is accurate and whether
it largely explains their overwhelming

attention to interrogation and forced
feeding to the near exclusion of all else.
Concern about the treatment of detain-
ees has left little room to engage na-
tional security concerns constructively
and has engendered a skeptical and
mistrustful intellectual climate that has
denied more significant questions a shot
at a fruitful and productive discussion.
As a result, the very important debate
about weapons development continues
to gather steam but in an atmosphere
overshadowed by fear and suspicion of
the military. And, except for the dedica-
tion of a few scholars, most of the other
issues examined in this review—patient
rights for soldiers, enhancement, dual-
use technology, medical humanitarian-
ism, distributive justice, and military
medical education—are entirely over-
looked. This leaves the military to fend
for itself, bereft of the rich contribution
that bioethics can make.

Unlike medical ethics, military medi-
cal ethics can only thrive if the military
and the bioethics community cooperate
closely. A climate of alienation and mis-
trust is neither tenable nor useful. Neu-
roscientists and biologists have, perhaps,
been the most vociferous about this.
They understand, for example, that the
ethical use of science in national defense
requires the concerted efforts of experts
in science, bioethics, and national
security.93 This challenge runs across
the board. Military ethics, medical ethics,
and national security are intertwined on
innumerable levels.94 By ignoring the
call to lend their expertise to these
debates and discussions, bioethicists ab-
dicate their professional responsibilities.
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