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ABSTRACT. This essay focuses on how casuistry can become a useful technique of 
practical reasoning for the clinical ethicist or ethics consultant. Casuistry is defined, its 
relationship to rhetorical reasoning and its interpretation of cases, by employing three 
terms that, while they are not employed by the classical rhetoricians and casuists, 
conform, in a general way, to the features of their work. Those terms are (1) morphology, 
(2) taxonomy, (3) kinetics. The morphology of a case reveals the invariant structure of 
the particular case whatever its contingent features, and also the invariant forms of 
argument relevant to any case of the same sort: these invariant features can be called 
topics. Taxonomy situates the instant case in a series of similar cases, allowing the 
similarities and differences between an instant case and a paradigm case to dictate the 
moral judgment about the instant case. This judgment is based, not merely on application 
of an ethical theory or principle, but upon the way in which circumstances and maxims 
appear in the morphology of the case itself and in comparison with other cases. Kinetics 
is an understanding of the way in which one case imparts a kind of moral movement to 
other cases, that is, different and sometimes unprecedented circumstances may move 
certain marginal or exceptional cases to the level of paradigm cases. In conclusion, 
casuistry is the exercise of prudential or practical reasoning in recognition of the 
relationship between maxims, circumstances and topics, as well as the relationship of 
paradigms to analogous cases. 
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INTRODUCTION 

Cases are the common coin of medical ethics. They are exchanged incessantly 

and worn smooth in argument. Karen Ann Quinlan, Elizabeth Bouvia, Baby Doe 

and Baby M are cases of large denomination. The dominate the public discus- 

sion and scholarly analysis of certain major problems, such as forgoing life 

support, assisted suicide and discriminatory treatment and surrogacy. But every 

hospital, clinic and service has its own well known cases that have stimulated 

local debate about ethical issues. The literature of medical ethics is a collection 

of cases, real and fictitious, around which analyses of autonomy, beneficence, 

non-maleficence and justice circle. 

These analyses are presumably ethical, that is, they seem to draw upon the 

concepts and logic of moral philosophy (and to a lesser extent, of  moral 

theology). However, it is not always clear how the theoretical content of moral 
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philosophy fits together with the concrete content of cases. Partly, unclarity in 
moral issues is attributable to the complex nature of such issues and the disparity 
of principles and values espoused in a pluralistic society. But the unclarity is 
also partly due to the history of recent moral philosophy. Since the mid-19th 

century, Anglo-American moral philosophy has eschewed cases in favor of 

theory. Henry Sidgwick's Methods of Ethics (1877) set the tone for subsequent 
studies in moral philosophy. He wrote: 

The development of Ethics has been much impeded by the preponderance of practical 
considerations. Although Aristotle said, "the end of our study is not knowledge but 
conduct", it is still true that the peculiar excellence of his own system is due to the pure 
air of scientific curiosity in which it has been developed. It would seem that a more 
complete detachment of the scientific study of right conduct from its practical application 
is to be desired [1]. 

For over a century, the literature of moral philosophy has followed 
Sidgwick's lead. Careful analysis of basic concepts and language of moral 
discourse and reasoning have been its major products. In particular, concern 
about the logic of comprehensive theories, predominantly utilitarianism in its 
various forms, has been the prominent interest of moral philosophers. Until 
recently, moral philosophers have ignored the moral dilemmas and perplexities 

of actual personal, institutional and social life. In the 1960's, moral philosophers 
began to be exercised by the burning issues of the day: the war in Southeast 
Asia, racial discrimination, poverty and, above all, by the ethical implications of 

rapidly developing medical technology [2]. Now that some philosophers have 

discovered these 'actual' problems, they sometimes wonder about the relevance 

of their theories to problematic situations, Those who have become 'ethicists' in 

medicine, dealing with cases of foregoing life support, refusals of needed 
treatment, confidentiality, and so on, seem to be living in a land remote from 

their intellectual heritage in moral philosophy [3,4]. 
Standard textbooks on bioethics devote considerable attention to the fitting of 

theory to cases. Certain of these books concentrate on the theory and move to 
the cases, others preface the discussion of cases with an exposition of theory. 
Those bioethicists who are deeply engaged in what is called 'clinical ethics' 
frequently devise a method for the analysis of cases. Often enough, those 
methods make only slight reference to ethical theory. Only recently have these 
scholars in clinical ethics moved to a serious effort to justify their clinical 
methods in a more formal manner. Thus, at present, the theoretical moral 
philosophers are engaged in moving down from theory to practice, the clinical 

ethicists move from practice to method. 
In this essay I will describe the method that appeals to me as the most suited 

to practical discourse about ethical problems. It is a method with a long history 
and, in recent times, an unsavory reputation. It is called "casuistry". Casuistry 
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can be defined as 

the interpretation of moral issues, using procedures of reasoning based on paradigms and 
analogies, leading to the formulation of expert opinion about the existence and stringency 
of particular moral obligations, framed in terms of rules or maxims that are general but 
not universal or invariable, since they hold good with certainty only in the typical 
conditions of the agent and circumstances of action [5]. 

This definition is quoted from The Abuse of Casuistry. In that book, Stephen 
Toulmin and I reviewed the history of the casuistic method, which had its 
origins in Stoicism and the writings of  Cicero and flourished with particular 
vigor during the 15th and 16th century in the writings of  Roman Catholic and 
Anglican moral theologians. Our purpose in that book was to dispel the 
disrepute that clings to the name 'casuistry' and to reveal its relevance for moral 
philosophy, particularly as that discipline reflects on practical problems of life. 

The reader is referred to that book for a fuller explanation of much that follows 

in this essay. 
However, this essay takes a step that was not taken in the book. Toulmin and I 

did not specify in any detail the exact features of casuistry as a technique for 

clinical ethics. We only laid the groundwork for so doing. In the present essay, 
then, I shall become more explicit about how casuistry can become a useful 
technique of practical reasoning for the clinical ethicist or ethics consultant. We 
point out in The Abuse of Casuistry that classical casuistry was not closely 
associated with any ethical theory. By this we meant that, although its prac- 
titioners worked within the conceptual framework of 'natural law', they used 
rather indiscriminately forms of reasoning compatible with most modem ethical 
theories. Indeed, the classical casuists, as well as the moral philosophers of  the 
past, did not seem to have any refined concept ' theory'  as part of their intellec- 

tual armamentarium. In view of that feature of classical casuistry, this essay will 

not attempt to fit casuistry to ethical theory in any of its forms. This does not 
imply that ethical theory is useless, but that its influence on casuistry is remote. 

Toulmin and I also maintain that the form of reasoning constitutive of  

classical casuistry is rhetorical reasoning. R seems rash to try to dispel the 
disrepute of casuistry by proposing that casuistry is rhetorical, for the modem 
reader is likely to think even less of  rhetoric, which is daily derided in political 
campaigns, than of  casuistry. However, the modem reader knows almost 

nothing of the rhetoric that dominated the intellectual life of  western culture for 
many centuries. That rhetoric, which served as the backbone of education, was 

elucidated in Aristotle's Rhetoric and the works of  Cicero and Quintillian, works 
rarely read today even by scholars. The casuists knew these authors well and 
found in them a method of reasoning or, better, of arguing, that was suited to 
cases. They were aware that practical reasoning has rules of logic that differ 
from the logic of  scientific reasoning. These rules were set out by the authors of  
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antiquity in their 'rhetorics' rather than their ' logics' [6,7]. 
For purposes of this essay, I will explain casuistry, its relationship to rhetori- 

cal reasoning and its interpretation of cases by employing three terms that do not 
actually appear in the classical rhetoricians and casuists, but do conform, in a 
general way, to the major features of  their work. Those categories I call (1) 

morphology, (2) taxonomy, and (3) kinetics. For simplicity's sake, I will refer 
throughout to a particular case, known to readers of the bioethics literature as 

Debbie's case: 

A resident in obstetrics is called late at night to see a young woman whom he does not 
know. On reviewing her chart he sees that she is in the terminal stages of ovarian cancer. 
Entering her room, he notes her emaciated state and obviously great pain. She pleads, 
"let's get this over". The resident administers a heavy dosage of morphine and Debbie 
dies within an hour of the respiratory depression induced by the morphine [8]. 

MORPHOLOGY 

A case, derived from the Latin verb "cadere", is literally an event or a happen- 
ing. Cicero defined a case as "constructed out of statements about certain 
persons, places, times, actions and affairs" [9]. These statements constitute what 

the classical rhetoricians and casuists called 'the circumstances'. They listed 

them in a standard way as 'who, what, when, where, why, how and by what 

means'.  However, the circumstances, literally, 'what surrounds or stands 

around', stand around the center of the case. That center is constituted of certain 

maxims, brief rule-like sayings that give moral identity to the case. A maxim 

was, for the rhetoricians, 'maxima sententia', a leading or important proposition. 

Sometimes they referred to them as 'gnomoi" or wise sayings, because they 

seemed to distill, in a pithy way, experience reflected upon by wise men. 
Thus, in Debbie's case, the circumstances are the roles of physician and 

patient, the terminal nature of the patient's illness, her mental and physical 
distress, the import of her request, the doctor's drawing up of 10 rags of  
morphine, the lateness of the hour, etc. These are the descriptive elements of  the 
narrative, the story. The maxims that come to mind might be, 'competent 

persons have a right to determine their fate', ' the physician should respect the 
wishes of  the patient', 'relieve pain', 'thou shalt not kill ' , 'give the patient no 
deadly poison, even if requested' (Hippocratic Oath). These maxims provide the 
'morals '  of the story. For most cases of interest, there are several morals, 
because several maxims seem to conflict. The work of casuistry is to determine 
which maxim should rule the case and to what extent. To what extent means 

under what constellation of circumstances, for certain changes of circumstances 
will lead to another maxim emerging as more significant. 'Circumstances', say 
the casuists, 'make the case'. This appears to mean that the selection of the 
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appropriate maxim to rule the case is profoundly dependant upon the cir- 
cumstances. When we speak about a principle or maxim being 'weighty', we use 
a metaphor that might have appealed to the imagination of the classical casuists 
rather differently than to ourselves. For us, weighty principles are heavy in their 

own right: autonomy, for example, ranks high in the panoply of moral prin- 
ciples. For the classical casuist, a maxim would accumulate weight from the 

circumstances that hung from it in a particular case. 

This interplay of circumstances and maxims constitute the structure of a case. 

Thus, we can speak of the morphology or the perception of form and structure. 

But there is more than circumstances and maxims when the case is laid out for 

analysis. There is also the structure of moral argument or the logic of moral 
reasoning appropriate to the case under discusssion. Toulmin first described that 

structure in his Uses of Argument [10] and he and I recognized its relevance to 

casuistry. This logic is not at all similar to the logic of scientific reasoning. 

Rather it is an invariant pattern of reasoning in which certain claims are related 

to grounds, warrants, backing and modal qualifiers. The claim consists of a 

judgment that this person should or should not perform a specific action, e.g., 'I, 

the resident physician, should help this woman to die'. The grounds, which are 

usually introduced by a 'because' statement, set out the factual circumstances in 

which the claim is made, e.g., 'because she is suffering great pain and is 
requesting help'. The warrants are the maxims that justify the claim in those 

circumstances, e.g., 'it is a physician's duty to relieve pain and to be respectful 

of the wishes of the patient'. The backing consists of those more elaborate, 
theoretical arguments that support the warrants, e.g., the doctrine of autonomy. 

Finally, most cases will bring to mind certain qualifiers that usually begin with a 

term like 'unless' or 'provided that'. In Debbie's case, the qualifier might be 

'unless she is mentally incompetent at this time', or 'provided that there are no 

other ways to relieve her pain'. Obviously, the logic of the argument can be set 

out in different ways, with different claims, warrants, grounds and qualifiers. 

Thus, the claim 'I  should not help Debbie to die', would be surrounded by 

different grounds, warrants, etc. This pattern constitutes the structure of practical 
discourse. 

Practical discourse also has what might be called a substructure which is an 

important part of the morphology of the case. Any argument contains a sample 

of one or more standard and invariant patterns of discourse, that is, an argument 

about causality, or about sequences, or about priority or about contingency, etc. 

These arguments have invariant patterns that can, and must be used, in any 

substantive argument. For example, whenever one is proposing that event a 
caused event b, one must show that a preceded b temporally, that a was in 

contact with b, that b could not have occurred unless a had occurred. All 

discourse about causality must review these points, and so with discourse about 
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sequence, priority, etc. 
These invariant structures of argument were called by the rhetoricians, 

' topics' or ' loci '  which literally means 'places'  and the term came into English 
as 'commonplaces' .  (Unfortunately, this term is taken to refer to pithy, common 

sense and rather boring propositions.) The rhetoricians recognized general 
topics, such as the ones described above, and special topics, areas of discourse 
used in particular enterprises. These topics provided familiar ground amidst the 

variable, complex circumstances of  particular cases. Regardless of the specific 
content of the case (the zircumstances), the forms of argument called topics 
remained invariant. 

In Debbie's case, for example, the question 'Did the doctor cause Debbie's 
death?' is not about physical causality alone, but about moral causality. Certain 
points must be covered in order to make the case for or against his moral 
accountability. Among these points, intention is always relevant. In Debbie's 
case, the resident's intention, whether to kill or to assuage pain, must be 
reviewed, since he used a means, morphine, which will do both. Is he killing or 
merely helping her to be more comfortable and only allowing her to die? The 
causists' distinction between direct and indirect killing was crafted for this 
situation. This distinction, and its larger formulation as the so called Principle of 

Double Effect, has fallen into disfavor with philosophers in recent years. 
However, that disfavors stems, I believe, from thinking of the distinction as a 
principle rather than as a general topic, an invariant form of argument that fits 
within any discourse about moral accountability and moral causality. 

The rhetoricians also recognized that different fields of activity had their own 

'special topics'. For example, in politics, it is necessary to discuss authority, 

sovereignty, the public good, representation, etc.; in business, it is necessary to 
discuss investment, profit, productivity, etc. Regardless of the particular political 

system or commercial activity, these special topics have an invariant structure 
and variable content. Clinical-ethical activity has its proper special topics, the 

invariant constituents of  that form of discourse. These consist of statements 
about the medical indications of the case, about the preferences of the patient, 
about the quality of the patient's life and about the social and economic factors 
external to the patient, but affected by the case. Mark Seigler, William Winslade 
and I originally proposed these as a means of analysis of a clinical case in our 
book, Clinical Ethics [11]. I now believe that they represent the special topics of 
clinical medicine, always relevant to the clinical decision and with an invariant 
structure, although a variable content. Thus, in Debbie's Case, the medical 
indications state her prognosis and current clinical condition; the preferences 
note her request and its basis in competent or incompetent judgment; quality of 
life describes her intractable pain and hopeless future; external factors comprise 
such matters as the homicide laws, the secrecy of the case, the apparent acquies- 
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cence of a present relative, etc. 

The morphology of a case reveals the invariant structure of the particular 
case, whatever its contingent features, and also the invariant forms of argument 
relevant to any case of this sort. The first task of the casuist is to discern this 
structure. To modify the metaphor, the casuist must 'parse' the case, getting 

below the surface of the story to the grammatical structure of argument from 
grounds to claim through warrant and to the deeper grammar of the topics that 

underlie that argument. 

TAXONOMY 

Debbie's case represents one instance of a type. In all cases that fall under this 
type, physicians presumably bring about in some way the death of their patients. 

The type can be given a general name such as 'euthanasia'. The questions will 

always bear on whether the doctor has the right or duty to act in this way, 

whether the patient has the fight to request the doctor to so act, whether the 

patient or the doctor is the responsible agent, and what conditions or cir- 

cumstances of competence, pain, terminality, etc., should obtain. All cases that 

fall under the type are alike in some respects and different in others. 

One of the crucial steps in the casuistic method is the lining up of cases in a 

certain order. This might be called the taxonomy of cases; "taxis" is the Greek 

word meaning the drawing up or marshalling of soldiers in a battle line. Just as 

an Athenian general might place his strongest and most aggressive soldiers in 

the forefront of the battleline, so the casuist seeks out those cases, within the 

type, that demonstrate the most obviously, unarguably wrong (or right) instance. 
This would be a case in which the circumstances were clear, the relevant maxim 

unambiguous and the rebuttals weak, in the minds of almost any observer. The 

claim that this action is wrong (or right) is widely persuasive. There is little need 

to present arguments for the rightness (or wrongness) of the case and it is very 

hard to argue against its rightness (or wrongness). Think, for instance, of 

gratuitous care of the impoverished sick or, conversely, sexual abuse of children 

or of the Holocaust. Such cases can be paradigms, a word that literally means 

'an example' and was used in that sense by the ancient rhetoricians who 

considered them an indispensable element of moral reasoning. 

Once the morphology of Debbie's case is set out, it is possible to construct the 

taxonomy to which it belongs. The most obviously relevant taxonomy is the 

lineup of cases that deal with killing. The alternative proposal that the relevant 

taxonomy is care for the patient might be briefly entertained but would probably 

be dismissed by most commentators as question begging. The taxonomy about 

killing starts with the clearest sort of case in which the maxim, 'thou shalt not 
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kill' meets little or no opposition from contrary maxims or confounding 
circumstances. Thus, the case of unprovoked killing of one person by another 
seems an appropriate paradigm. Next in the taxonomy belong cases of provoked 
killing of different sorts, such as self-defense against a direct, lethal attack, 

preemptive defense, etc. At some point in this taxonomy, the question will be 
raised, 'Is it permissible to kill someone who requests you to do so?'. The 

instant case of 'physician assisted euthanasia' will find its place here in the 

taxonomy and be ready for an analysis of the relevant similarities and dif- 
ferences that lead to a judgment of justifiable or unjustifiable killing. 

Debbie's case stands in a line that might begin with a case about a competent, 
lucid patient with terminal illness requesting his or her personal physician to 
administer a lethal drug. Debbie's case differs in several circumstances, namely 
her lucidity is questionable, the physician did not know her or much about her 
condition. These differences might lead someone to judge that while the 
paradigm was ethically appropriate, the action in Debbie's case was not. 
However, the immediate paradigm has to stand in its own lineup. This lineup 
extends back to the most basic paradigm: the killing of one human being by 
another. Taken in this naked form, without qualifications, it is almost impossible 
to imagine anyone approving. (Why that is so is a matter for moral theory.) 

As one elaborates the basic paradigm, certain circumstances can be envi- 
sioned that raise the possibility of a justifiable killing: self-defense, defense of 
others, being the most obvious. These circumstances move away from the 

paradigm step by step and, as they do, the question is raised in each case 
whether the circumstances are changed enough to admit maxims other than, say, 

'thou shalt not kill' as a rebuttal: for example, 'each person has the right to his 

own life'. These cases, then, are analogous to the paradigm. The euthanasia 

cases fit into that taxonomy by asking whether the circumstances of, say, 
competent request, intractable pain or terminal illness, are sufficient to allow an 
exception to the maxim in the basic paradigm. If  so, the claim in the euthanasia 
cases would be, 'thou shalt not kill, except when requested to do so by a 
suffering, terminally ill, competent patient'. 

The taxonomy of cases is crucially important in casuistry. It puts the instant 
case into its moral context and reveals the weight of argument that might 
countervail a presumption of rightness or wrongness. The fact that exceptions to 
the prohibition against killing remain very close to the protection of self and 
others (even in the disputable exception of warfare and capital punishment) 
suggests that killing to relieve pain might be an inadequate candidate. On the 

other hand, it might be suggested that the taxonomy is wrong; euthanasia should 
not be seen as an act of killing but an act of mercy. This puts the case into 
another taxonomy and requires that some paradigm of mercy, say, saving 
threatened life, be the starting place of the reasoning by analogy. 
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In bioethics, paradigm and analogy has provided a clear line of reasoning 
about the problem of foregoing life support. The determination of death by brain 
criteria initiates the taxonomy: there is no obligation to continue to treat 
medically a dead body. Next come those cases in which the patient has ir- 
retrievably lost consciousness and exists in a persistent vegetative state. These 
circumstances radically diminish the obligation to provide medical care, 
particularly forms of technological support, such as respirators. Cases of 
diminished mental capacity, such as senility, raise the presumption that certain 
forms of life support might be omitted, but others remain obligatory. At the 
beginning of the taxonomy, moral consensus prevails; as the analogous cases are 
lined up, more disagreement appears. Claims that persons in persistent vegeta- 
tive state can be deprived of medically mediated forms of nutrition and hydra- 

tion are open to debate. Claims that a mentally retarded person might be 
deprived of ordinary forms of care, such as a simple operation, are widely 
repudiated. 

A taxonomy makes clear that an instant case is not unique. It allows the 

differences between the instant case and the paradigm case to dictate the 

judgment about moral propriety. The judgment is based, not on a principle or a 
theory, but upon the way in which circumstances and maxims appear in the 

morphology of the case itself and in comparison with similar cases. 

KINETICS 

I borrow the term "kinetics" from classical physics as I borrowed the term 
"morphology" from classical biology. I mean by it an understanding of the way 
in which one case imparts a kind of moral movement to other cases, as a moving 
billiard ball imparts motion to the stationary one it hits. In casuistry, the motion 

is a shift in moral judgment between paradigm and analogous cases, so that one 
might say of the paradigm, 'this is clearly wrong' and of an analogous case, 
'but, in this case, what was done was justified, or excusable'. 

The kinetics of casuistry is not mechanical, as is its counterpart in physics. 
One renown casuist was called by his modem biographer, "a marvellous moral 
computer" ([12], p. 126), but he was an aberration, representing the decay of 

casuistry. Quite the contrary of mechanical or mathematical reasoning, casuistry 
is in essence prudential reasoning, or, as Aristotle described it, phronesis, that is, 

practical wisdom. This sort of reasoning is cultivated by critical reflection upon 
human experience and upon the human condition. In casuistry, the reflection 
bears upon the relation between maxims and circumstances: the former are 
appreciated as valid, but limited rules for the good conduct of life; the latter 

report the actual conditions of living through a particular situation. 
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The circumstances of  human life are, of course, mutable, but at the same time, 
they are embedded in important social institutions that are, if not immutable, at 
least relatively stable. The prudent person has the knack of recognizing that 
following this or that maxim, in these or those circumstances, contributes to the 
support of strengthening of the relevant social institutions or that, contrariwise, 
certain actions will undermine or modify the institution in certain ways. 
Similarly, actions are embedded in personal ideals, revealing or obscuring them. 

The prudent person also appreciates the way in which certain actions, under 
certain circumstances, correspond to the ideals that he or she credits. In both the 

social and personal realm, prudent judgment apprehends the fit of maxims and 
circumstances. It is interesting to note that moralists as different as the Greek 
sceptics and H. Richard Niebuhr used the term "fitting" as an expression of 
moral approbation. Aristotle's well known notion 'equity' is, in Greek, a 
cognate of 'the fitting'. 

Another metaphor frequently used in moral discourse speaks of reasons being 
'weighty'  and of 'balancing considerations'. Again, moral kinetics comes into 

play, since these metaphors suggest that claims can be moved up and down, 
from right to wrong, by adding certain 'considerations' to the scale of reasoning. 
In reading the classical casuists, one finds that cases frequently turn on whether 
a sum of money is large or small, an act of aggression slight or violent, a 
promise about a serious or frivolous matter. The introduction of these 
'quantities' into moral reasoning is crucial to casuistry. On the contrary, 
quantifiable circumstances are rather an embarrassment to moral theory: it is 

very difficult to deal with 'a  little utility' or 'a  certain amount of autonomy'. As 
we mentioned above, the weight of principles is a metaphor that is heard 

differently by the casuists and by the moral theorist. 
The import of these 'quantified' circumstances of each case is that prudent 

judgment must discern the relevance of a maxim in the light of the matter under 
consideration. In the traditional debate about truth-telling, for example, any 

disparity between thought and word was, in theory, a lie. But jokes are often 
made up of such disparities and to banish joking from life seems extreme. Thus, 
the 'jocose lie' of tradition was a prudent accommodation: it recognized that, in 
the circumstances of fun, the purpose of truthtelling, namely, the preservation of 
trust in a community was not at stake. 

In Debbie's case, the degree of her lucidity, the extent of her pain and of its 
intractability to palliation, the scope of the resident's familiarity with her case, 
are all crucial features in reaching a conclusion about the morality of the action. 
Each of these is susceptible of greater and less and the only way of judging 'how 
great, and how less' comes from the wisdom of experience. Similarly, the case is 
sorted into a taxonomy of killing or of helping, not because one knows the 
dictionary definition of both, but because one understands the meaning of taking 
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a life or helping another in suffering. This knowledge is not deduced from 

principles but learned from reflective experience. 

The kinetics of casuistry must now take on Debbie's case. In the historical 
taxonomy about killing, no general exception had been allowed for voluntary 
request or permission. However, certain marginal cases troubled the casuists. 
For example, the classical case of  the general who asks his officers to kill him 
lest in weakness he betray secrets to the enemy or the more modem case of  the 
trapped driver in a burning truck who asks the police to shoot him. The kinetics 
of casuistry asks whether in these conditions, voluntary request or permission 
can rebut the strong presumption in favor of  maintaining the maxim, 'thou shalt 
not kill'. When opinion was divided among authorities, either course of action 
could be sanctioned, although if the death of another was the consequence of 
one of them, the more strict opinion had to be respected. Thus, the traditional 
casuists, regardless of  their speculative opinion on these marginal cases, would 
probably have advised that permitted killing was immoral. Possibly, they might 

have tolerated killing the truck driver in view of the certain immanence of his 
death by fire. 

In Debbie's case, however, the modem casuist must go further. The division 

of opinion among the classical casuists about the marginal cases would lay more 
in such questions as whether death would be immanent and inevitable and 
whether alternatives were available than in the mere fact of permission or 
request. Today, as distinguished from the age of classical casuistry, much 

greater weight is given to maxims that support personal autonomy. Thus, the 
kinetics of this case might move in two different directions. The most likely one 

for the clinical ethicist to take would be to challenge the competency of the 
requester who is in great pain and depression, as well as to question the 
adequacy of the physician's knowledge and involvement in the ease. Taking this 
course, the weight of the maxim of personal autonomy is not itself denied; the 
circumstances for the exercise of  an autonomous choice are questioned. A 
second approach that the casuist might take is to explore the implications of a 
physician accepting voluntary euthanasia requests even in appropriate cir- 

cumstances. This approach admits the importance of autonomous choices, but 
suggests that the implications of honoring them in the matter of euthanasia must 

be carefully examined: Are these implications so negative as to provide a 

rebuttal to the maxim of autonomy? This approach is a form of the so-called 
'slippery slope' response. 

Debbie's case is resolved casuistically with ease. The casuist need not move 
to more theoretical considerations about the principle of autonomy. Staying at 

the level of  the case, the casuist can note that defects in the voluntary nature of  
the request and the adequacy of the physician's involvement are sufficiently 
serious that no exception to the dominance of the maxim against killing is 



306 ALBERTR. JONSEN 

justified. The resident was wrong to administer the morphine in a lethal dose. 
Almost all commentators on the case came to this conclusion [13]. Even the one 
ethicist who defended the morality of euthanasia in exceptional cases (a properly 

casuistic argument) disapproved of the resident's action in Debbie's case [14]. 

CONCLUDING REMARKS 

We said above that the kinetics of casuistry is prudence or practical wisdom. 

The casuist will be able to scan or parse the case, revealing its structure of claim, 

maxim, grounds, rebuttals. Casuistry will be able to locate the case in a 

taxonomy of cases, recognize the similarities and differences and appreciate the 

shift from moral certainty to moral doubt. Above all, casuistic reasoning is 

prudential reasoning: appreciation of the relationship between paradigm and 
analogy, between maxim and circumstances, between the greater and less of 
circumstances as they bear on the claim and the rebuttals. 

Mention of the 'prudent or wise person' inevitably invokes an image of the 
sage or guru, immersed in his or her own profound insights and occasionally 

uttering an oracle. This is, of course, an exaggerated picture. The prudent person 

can be quite ordinary, but is marked by 'common sense' joined to experience 

and linked to ideals that makes possible good judgment. The ethicist must be at 

least that sort of person. In addition, the ethicist must be educated in the issues 

of his or her field. Such education consists, in great part, in knowing the cases. 
Knowing the cases means familiarity with the circumstances, maxims and 

arguments that make each case unique and, at the same time, make it fit into a 

taxonomy. If there is any sense in which an ethicist can rightly be called an 

expert, it is because he or she has the knack of doing this well and of showing 

others how to do it. 

REFERENCES 

1. Sidgwick H. Methods of Ethics. London: Macmillan, 1877. 
2. Toulmin SE. How medicine saved the life of ethics. Perspect Biol Med 1982; 

25:736-50. 
3. Murray TH. Medical ethics, moral philosophy and moral tradition. Soc Sci Med 

1987; 25:637--44. 
4. McCullough LB. Methodological concerns in bioethics. J Med Philos 1986; 

11:17-37. 
5. Jonsen AR, Toulmin SE. The Abuse of Casuistry. Berkeley: University of California 

Press, 1988. 
6. Vickers B. In Defense of  Rhetoric. Oxford: Clarendon Press, 1988. 
7. Ryan E. Aristotle's Theory of  Rhetorical Argumentation. Montreal: Bellarmine 

Press, 1984. 



CASUISTRY IN CLINICAL ETHICS 307 

8. Anonymous. It's over, Debbie. JAMA 1988; 259:272. 
9. Cicero MT, De Inventione. [Transl HM Hubbell]. Cambridge, MA: Harvard 

University Press, 1949. 
10. Toulmin SE. The Uses of  Argument. Cambridge: Cambridge University Press, 1969. 
11. Jonsen AR, Siegler M. Winslade WJ. Clinical Ethics. New York: Macmillan, 1986. 
12. Dunoyer E. L'Enchiridion Confessariorum del Navarro. Pamplona: n p, 1957. 
13. Gaylin W, Kass LR, Pellegrino ED, Siegler M. Doctors must not kill. JAMA 1988; 

259:2139-40. 
14. Vaux KL. Debbie's dying: mercy killing and the good death. JAMA 1988; 

259:2140--41. 


