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Launching a new academic journal in this age of proliferating
publications requires some justification, or at the very least a brief
explanation. Health and illness are an intrinsic element of culture, and
in an increasingly globalized world, health concerns and approaches
to healthcare are inextricably linked with the often radically different
cultures of patients, clinicians, and researchers. While modern medical
applications have not least contributed to a significant increase in life
expectancy, concomitantly new complex problems have arisen from
developments such as the use of modern technologies at the beginning
and end of life, reproductive medicine, organ transplantation, or the
decoding of the human genome and subsequent genomic intervention.
Considering that these interventions are being used in a globalized
world, the ensuing problems are of lasting intimate concern to
members of all the various cultural spheres found around the globe and
accordingly call for culturally appropriate ethical sensitivity towards
the ever-changing normative and ontological aspects of health and
illness. In today’s world, efforts to ease inevitable tensions and potential
conflicts of interest require the input of the humanities more than
ever. Of particular relevance in this regard are studies and analyses by
scholars and scientists from different parts of the globe working within
cognate disciplines. On behalf of the Beşikçizade Center for Medical
Humanities (Beşikçizade Tıp ve İnsani Bilimler Merkezi—BETİM),
we intend to provide a forum for an interdisciplinary discussion of
health-related issues and encourage exchange and interaction between
researchers involved in these fields. This journal, associated with
the Istanbul Faculty of Medicine through four of its editors who are
members of the school’s Department for History of Medicine and
Ethics invites contributions from the humanities and human sciences
investigating the interaction between health and illness concepts and
the notion of culture. In creating this platform, we aim at filling a
significant gap in the international academic landscape.
While our journal is open to all social and human sciences and
humanities related to culture, we want to accentuate the relevance of
three disciplines in particular, namely, medical history, epidemiology,
and medical ethics. Background for this emphasis is a project that
some of the editors embarked upon in 2009, leading to an ongoing
international cooperation. In that year, under the roof of the medical
faculty of Mainz University in Germany, researchers from the
department for history, philosophy, and ethics of medicine and the
department of epidemiology came together and approached colleagues

working in equivalent fields at Istanbul University in
Turkey, submitting a specific concept for a program
of collaboration. As a result, over the last six years
four international symposia under the main heading
of “Health, Culture and the Human Body” have been
organized: the first one in Mainz, then two rounds
at Istanbul University’s Department for History of
Medicine and Ethics in collaboration with BETİM;1
this year’s host in September will be Bremen University
jointly with the Leibniz Institute for Prevention
Research and Epidemiology in Bremen (Germany).
At each of these symposia, specifically chosen topics
from within the field of healthcare have been or are
being addressed from at least three disciplinary
perspectives in different countries. The birth of this
journal cannot be thought without taking into account
the international cooperation that has gone on for the
past seven years. One of the editors’ main interests is
to understand how concepts and practices are being
applied outside their context of development: In how
far are those transfers successful and what are the
processes of transformation involved.2
An important intellectual inspiration for us has
been the medical humanities approach, developed
from tentative beginnings since the 1930s (Bleakley
& Jones 2014). During the past four decades, medical
humanities have been contributing towards bridging
the gap between healthcare providers’ professionalism
and the human experience of disease, both on the side
of the patient and among members of the healthcare
team themselves. First emerging in the Englishspeaking world, the field of medical humanities has
gradually grown to encompass large swaths of the
globe, using many languages, developing in many

cultures. On the way, medical humanities have
evolved in various ways, making use of a variety of
disciplines while establishing themselves as a new,
albeit somewhat undisciplined discipline.3 From the
outset, medical humanities have been encompassing
bioethics as well (Cole et al. 2015, pp. 255–7). In recent
years, the moral relevance of medical humanities has
been more thoroughly examined (Marshall 2007, p.
139), and especially the awareness of the narrative
nature of bioethical casuistry should not be neglected
(Chambers 2016). Medical humanities’ growth on
different soils requires specific forms of cultivation,
given that the cultural framework for the experience
of illness and the delivery of healthcare differs very
significantly between cultures and changes over
time, though not necessarily in the same direction
in every society. Translating applications developed
within the humanities is not least a challenging
linguistic endeavor: Even if we just look at the Turkish
translation of the term, using “human sciences” for
“humanities,” we get an idea about the ambiguities
involved in moving between different cultures; a
more specific term such as “medical humanities” is
even harder to express in other languages without
changing its semantic implications fundamentally—
thus, Germans speak about “history, philosophy, and
ethics of medicine,”4 while in the French-speaking
world, the loan-words “les medical humanities”5 is
used alongside the literal translation les humanités
médicales. With all its important contributions to the
interaction of health and culture, we also acknowledge
that medical humanities have come in for criticism
from some quarters (Petersen et al. 2008).

1 Proceedings of the first two events have been collected in İlkılıç et al.
(2014).
2 For example, the Principles of Biomedical Ethics (Beauchamp & Childress 1979) originated from a particular liberal discourse in the US
after the scandalous Tuskegee syphilis experiments exposed in 1972.
When teaching these principles in a rather more communitarian society four decades later, how can we expect them to resonate in the
same way with the audience as they do in today’s US, where the book
is now being used in the 7th edition (2013)?

3 Defining the field of medical humanities is not within the scope of
this editorial. Recently, Bleakley (2014, p. 17) speaks of “four contested and fragmented fields,” including “[t]he humanities studying
medicine,” “medicine as art,” “[a]rts for health,” and “[a]rts therapies.”
4 Geschichte, Theorie und Ethik der Medizin, conveniently abbreviated
into GTE.
5 Mainly in Switzerland.

The papers included in this first issue of the new
journal mostly have been selected from among the
presentations given at the third conference on “Health,
Culture and the Human Body” held in Istanbul in
September 2014. The range of topics and approaches
exhibited in these contributions provides the readers
with a first general overview of the field.
Medical historian Livia Prüll combines a historical
and an autobiographical approach to track the
unfolding of transident life histories during the
past century, comparing the transition history of
Roberta Cowell in the mid-20th century with her
own experiences at the beginning of the 21st century.
Medical scientists in the 19th century began in earnest
to study “sexual intermediaries,” seen as pathologies
of human development. While physicians and
psychoanalysts like Harry Benjamin after World War
II began to de-pathologize the status of transident
persons, emphasizing society’s responsibility for
“transsexuals,” structural conditions in the healthcare
system paradoxically require the classification of trans
identity as a pathology in order to allow insurances to
cover the costs involved in medical interventions.
Hans-Martin Sass examines the cultural foundations of bioethics, rooted in various ancient traditions
from the Mediterranean to the Chinese Sea. Based on
Kant’s “categorical imperative,” itself heir to millennial
intuitions, in 1926 a German pastor, Fritz Jahr, developed the notion of a “bioethical imperative,” using
findings from contemporary biological sciences. Jahr
insists that “every living being” should be respected
as an “end-in-itself ” and “if possible” be treated as
such. Now, ninety years later, reflecting moral rights
of non-human animals and plants, especially in medical research and treatment, has gained even greater
relevance, and all societies, inevitably involved in dealing with living beings in production and consumption,
are still in need to work out their attitudes towards the
general realm of the living.
Frank Kressing emphasizes the role of cultural
competence in the education of medical doctors. From
the background of the healthcare situation in Germany,
a country with a significant migrant population,
Kressing argues that awareness of the dynamic process
of cultural development is essential if we are to ensure

equitable treatment for all members of a varied society,
taking into account their specific needs but avoiding
stereotyping what are in fact complex groups of people
at risk of being stigmatized as being society’s “other.”
Associations and institutions in Germany dealing
with medical education and ethics have set up specific
working groups elaborating specific proposals for
curricula enhancing the capacity for medical diversity
management.
Mehrunisha Suleman presents the results of an
extensive literature review studying the importance
of Islam in bioethics, identifying a number of
dominant themes in the current debate. Recent years
have seen a significant growth in interdisciplinarity
between religious scholars and biomedical scientists,
increasingly engaging with and learning from one
another. Current developments in biomedical research,
such as reproductive technologies (including cloning)
and organ transplantation, are attracting the attention
of theologians, while many Muslim scientists and
clinicians themselves are eager to understand religious
positions towards their professional activities when
dealing with patients or human embryos or single cells.
Mental health also played an important role in
more distant history. The changing attitude towards
the “insane” in the Ottoman Empire is illustrated
by medical historian Nil Sarı, who presents a series
of court cases dealing with complaints against and
appeals from mentally disturbed individuals recorded
between the 17th and the 19th century (the section
Discussion and Conclusion translated from Turkish
into English by editor M. Kemal Temel). While family
and social environment bore an important share of the
responsibility for the well-being of the affected persons,
Sarı shows that the introduction of central legislation
in 1876, based on the French law, led to a rapid decline
in the sense of duty towards the “insane,” while the rate
of institutionalization soared accordingly.
Cultural philosophy, (auto)biography, institutional
history, pedagogy, and interdisciplinary bioethics
are just some of the approaches required for a
comprehensive study of health and culture. As
we are living in an age when sociocultural as well
as biomedical changes are rapidly accelerating, a
thorough investigation of the ensuing tensions appears

all the more essential. While the basic issues regarding
health and illness may be the same all around the
world, different cultures have responded differently
throughout history, and the solutions to universal
problems are not always universal: Every society
needs to make its own decisions, while transnational
interconnectedness requires mutual attention and
respect. Research banned in one region can easily
be outsourced to some countries with less strict
regulations, but the outcomes may well affect the entire
biosphere of the globe. Treatment disallowed in one
country can be purchased in another one where a ban
either does not exist or is not being enforced.
The essential tension between universalism and
particularism cannot be avoided in our world that
does not recognize the luxury of “splendid isolation.”
The Journal of Health and Culture is intended to offer
an interdisciplinary platform for intercultural debates
among equals in the health sciences—a Habermasian
ideal not easily realized, to be sure, but one that may
still be useful to pursue as the ideal that it is. Therefore,
the editors invite anyone researching the interaction
between health and culture anywhere in the world to
contribute the fruits of their labor –empirical as well
as conceptual results– to the growing discourse that
is supporting the creation of healthcare provision
to be optimally suited to the needs of specific users,
given that most of them inevitably do not share the
tacit cultural assumptions of their doctors who have
undergone many years of special “rites of admission”
to the medical community, conditioning their way
of thinking and acting. Papers from any disciplinary
background relevant to medical and healthcare
humanities will be considered for publication, while
perspectives transcending disciplinary boundaries are
particularly encouraged.
The Editors
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The self-image of transident women since 1945
Livia Prüll
Institute of History, Theory and Ethics of Medicine, Johannes Gutenberg University of Mainz

Abstract
This paper discusses the experiences of trans* people from historical and sociopolitical perspectives, going chronologically back to the post-1945 era. Medical history may help us explain ethical problems in medicine that we are facing today. The basis of our account is the
individual, the woman with trans*-identity; and we will ask how she is handling her identity.
This is a key point in explaining a phenomenon which even today is not treated as adequately
and appropriately as it should be. In this paper we will correlate the biographical experiences
with the emergence of the transident self-image. First we will have a look at two transident
lives, of Roberta Cowell (1917–2011) and myself, and then, building on these, we will address
the concept of trans*-identity, its character, realization, and applications, and the self-image
of transident women. Furthermore we will see how medicine is viewing and reacting to these
processes.
Keywords: transident women; trans* people; trans*-identity; Roberta Cowell; transsexuality
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Introduction
I am writing this paper as a double-composite being.
On the one hand, I am trans*sexual myself, and on the
other hand I am a scholar working academically on
the topic. This position is comparable to the one occupied by women writing on the history of feminism,
having a specific access to the topic. Of course, this
circumstance has an impact on the paper. On the one
hand, I will talk about my own biography; on the other
hand, I will consider the context of history of medicine
and medical ethics. The aim is to explain the history
of trans* people in West Germany after 1945, while at
the same time a solution for handling trans*-identity
in our times should be worked out.
Before starting, I would like to make three preliminary remarks regarding the title of the paper: Firstly,
when talking about trans* women, I am doing this on
behalf of the faithful scholar, because the examples I
am discussing are two trans* women. But all my results
are also applicable to trans* men and even intersexual
persons. Secondly, the self-image of the trans* women
is suggesting a focus on the individual experiences of
trans* people. But for me, this is only the starting point
to explain trans*-identity as such and then to deduce
an adequate way of dealing with trans* people. Thirdly,
the paper focuses –especially regarding legal aspects–
on the situation in (West) Germany. This is owed to the
currently ongoing debates there. But the basic questions and the possibilities suggested to cope with these
questions are also applicable and being seriously discussed in other societies.
First, I will discuss the self-image of the trans*
woman using two examples. The first one is the life of
the English racing driver and pilot ace Robert Cowell (1917–2011). In 1952, she underwent sexual reassignment surgery; she is believed to be the first trans*
woman in England to have undergone reassignment
surgery as well as having obtained an official change of
marital status. Whereas this example tackles the 1950s
and the desperate efforts of trans* people to claim their
rights and their acceptance, the second example deals
with our current situation. I would like to write about
myself, thus being able to discuss the contemporary
context in a different culture. Interestingly, it turns
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out that my own biography has many similarities with
Cowell’s. Furthermore, for reasons of confidentiality,
it is easier to talk about oneself than about any other
fellow transident.
In the second section, I will use both biographical
examples to deduce the concept of trans*-identity. In
the third part, I will again use this concept to elaborate
the necessary steps to deal with trans* persons today.

Two transident lives
Roberta Cowell (1917–2011)
Roberta Cowell (1917–2011) was born as Robert Cowell, the son of a high-ranking officer and military surgeon in the British army, Sir Ernest Marshall Cowell.
Her childhood was without greater disturbances. After
her school time, she started studying aviation engineering in 1933 and tried to become a member of the
Royal Air Force in 1936, but she had to terminate this
career because she suffered from air sickness. Therefore, she took up studying engineering at University
College London in 1936 and started car racing in the
very same year. In 1939, she owned three cars and had
already earned several prizes. In 1940, she tried again
to join the Royal Air Force, this time with success. After a period of training, she served between 1942 and
1945, and between 1944 and 1945 she was a PoW in
Germany.
After World War II, Cowell kept herself afloat with
some minor commercial activities and then returned
to car racing, this time on an international level,
founding her own racing team in 1946 (Bouzanquet
2009). However, she experienced a psychic breakdown, struggling with a severe identity crisis. She suffered from depression, and in 1948 got divorced from
her wife, whom she had married in 1941, and then
consulted two psychotherapists. The second therapist
enabled her to experience the unconscious female side
of her character, which had been suppressed during
her previous life. Starting in 1950, Cowell took estrogens, but she continued to live as man. Michael Dillon,
her endocrinologist, who argued for the possibility
that everybody should choose his or her own sex, undertook an orchiectomy, which at the time was illegal
(Kennedy 2007, pp. 90–2). Furthermore, a gynecoloJ Health Cult 2016;1(1)
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gist certified Cowell to be “intersexual,” because in that
period in Britain, this was the only chance officially to
change one’s marital status. Finally in 1951, surgeon Sir
Harold Gillies performed sexual reassignment surgery,
which until then he had only tried in corpses (Kennedy 2007, pp. 97–9; Cowell 1954a; Cowell 1954b).
While her car racing team and the textile company did not yield a profit, it was, above all, her biography that saved her financially. In 1954, an article
about Cowell was published in Picture Post (Picture
Post 1954). In the same year, she published a book
entitled Roberta Cowell’s Story, an Autobiography. The
latter was remarkable because, according to her statements, trans* people also could have a heterosexual
orientation, whereas in contemporary discussions
trans*sexuality was strongly associated with homosexuality (Cowell 1954a). In 1954, the work was translated
into German (Cowell 1954b). In the same year, on the
occasion of this publication, the German magazine
Der Stern began to publish its own series on Cowell’s
life. This series elicited numerous letters from readers,
demonstrating how much attention was paid to the
phenomenon of trans*sexuality (Cowell 1954c).
Nevertheless, her further life was not very happy.
She continued car racing, and the purchase of an airplane did not pay off but rather plunged her into debt.
In addition, she had problems finding a job. She retired into private life and died very lonely in Hampton
near London in 2011 (Bell 2013).
These are the essential steps of her biography. Two
important points are remarkable. The first one is the
long and painful process of her self-discovery. Cowell
was not one of those trans*sexuals who know about
their identity from early childhood and enjoy playing
with dolls and wearing their grandmothers’ clothes.
Only since about 1946, Cowell had the intense feeling
that something was amiss with her, without any precise knowledge about the origins of these impressions.
Her emerging erotic feelings toward men, in addition
to her lack of interest in male clothing, disturbed her.
She was not keen to be attractive and turned up in
worn-out shirts and trousers. All the time, she was in
search for new activities, not being satisfied with her
life. These problems were being compensated by her
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through male behavior—car racing and flying. Eventually, her inner desperation caused her to see psychotherapists, who she initially –if one believes in her
autobiographical notes– consulted without any further
plans and prejudices. The following quotation shows
her process of self-definition and self-finding, which
felt to be a painfully long process:
“I had to acknowledge the extent of my physical
abnormalities then, and I finally stopped fighting
against my femininity. I became a feminised male,
then a boyish woman, and finally a feminine woman.
It is extremely difficult for me to realise now that I
was once a Spitfire pilot with a liking for pretty girls”
(Cowell 1954a, p. 4).

The second point is her self-image which she conceived eventually. This self-image was born out of her
own experiences but also shaped by the ideas about
womanhood popular at that time. The psychotherapists
and the other medical specialists she visited convinced
her that she actually had always been a woman and, in
fact, had never been a man. The supposed discovery
that her organic matrix was female was supported by
contemporary notions of a dichotomous, twofold classical gender model. In 1970, Cowell even claimed to be
intersexual with XXY chromosomes. This would have
justified her sexual reassignment and allowed her to
label men with the ordinary XY genotype who underwent surgical operations as freaks. Because these men
in her view were in fact not women, their reassignment was inacceptable to her (Bateman 1972). In this
case however, given that she had two children, it remains unclear how Cowell could have been fertile. Yet
in our context, it is not relevant to ask whether she was
intersexual or whether she was a “real” woman. Rather,
what remains the most important point for us is her
self-definition. Her way of defining herself shows how
convinced she was to be psychically and physically a
“real woman.” She had already arrived at this point in
the course of her assignment process in the 1950s, as
the following quotation shows:
“By now I had accepted the fact that nature had
originally intended me to be female, but for the purpose of some grim joke, had supplied me with male
organs. Although I was tremendously upset and em-

Prüll
barrassed when I realised this, it explained a great
deal about my nature and character that had always
been a puzzle” (Cowell 1954a, p. 106).

Cowell fulfils all conditions of an unambiguous
gender assignment, which had to be considered in the
1950s. This gender assignment was a specific combination of organic basis and social behavior. For example,
Cowell discovered in herself a maternal instinct, and
she learned cooking and baking to fulfil all criteria of
the Western European post-war housewife (Herzog
2005; Herzog 2007; Eder 2009; Steinbacher 2011).
Livia Prüll (1961—)
I was born in 1961. My father was a psychiatrist and
neurologist. He was quite authoritarian and meritocratic, something I felt above all, being the eldest child.
My mother was a medical technical assistant. She was
very caring, but she was very keen on socially adjusted
behavior. This was the atmosphere in which I grew up.
My trans*-life has been shaped by the development
of two different strands. The first one is characterized
by the feeling of belonging to the other sex and feeling an incongruence between body and psyche. In the
same way as Cowell, I had a good childhood. However, I soon detected that something was wrong with
me, as I did not feel comfortable with my classmates
and thought that I did not belong to them. During the
first decade of my life, I developed the feeling of another identity. I had problems when playing, having
the intense feeling of being a girl. There was a mixture
of passion and pain that I could not accept; I needed
hours to free myself from these feelings. This phenomenon continued well into my adult life when I again
had the intense feeling of being a woman and felt the
urgent compulsion to wear women’s clothing, for example. Again I needed hours to suppress these emotions, of which I felt ashamed.
During adolescence, I tried to change my appearance into a woman, using appropriate tools and
facilities. At this time, I also had a disturbed body
perception, having problems to show myself naked to
other boys—something we were supposed to do in the
school showers after physical education lessons. On
one occasion, three of my classmates tried to undress
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me forcefully in the changing room of the gym, which
I could barely prevent.
After graduating in history, medicine, and philosophy, I went to Berlin, where I started to buy women’s
clothing, e.g., high-heeled shoes and tights. I went
through the Grunewald in Berlin in women’s clothing,
painted my nails, and shaved my legs. Yet, I was still
not certain that I had a trans*-identity. A mixture of
repression and lack of understanding led me to interpret this behavior of mine as neurotic and as a compensation of being away from my hometown.
During the following years, I had no trans*-exacerbations; I focused very much on working my way into
the history of medicine; but the topic actually never
vanished—I still had my hidden chest containing
women’s clothing. The problem was that I could not
talk about this situation because I felt awkward. But
also in these times, although I was busy with my work,
I did not feel satisfied, or even happy, and kept looking
for something else until in August 2010 I detected that
I was trans*.
Before I come back to this point, I need to introduce the second strand of my life, which included the
desperate effort to develop and confirm my masculinity. Even when in elementary school, I used to draw
heroes. During adolescence, I was obsessed with scale
models of tanks and fighter planes in huge numbers.
I collected steel helmets from World War II and military medals. I ordered war games from the US that enabled me to replay World War II battles on my desktop.
While my classmates were having a good time with
their girlfriends, I was assembling models of tanks. (I
had my first girlfriend at the age of 22.) When I was
18, I decided sign up as a volunteer for the German
Army and applied to a rocket battalion, begging to be
recruited. Unfortunately, I was rejected, which was
frustrating for me. Then, as a student, I used a chest
expander to work out my muscles. I received reactions
such as, “My god, this is not you.” On the other hand,
nobody could tell me who I was—or who I am.
This second strand is important insofar as it has to
do with the discovery of my trans*-identity. In August
2010, I came across a commentary that potential trans*
women very often compensate their identity with efJ Health Cult 2016;1(1)
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forts to hide behind masculine behavior. This insight
caused a breakdown of the most important supporting
column of my repression. I knew within minutes that I
was trans*, and I read that it was important to act out
and adhere to one’s own identity. I have been coached
by a specialist since April 2012, taking hormones since
January 2013, and I have been living as a woman since
1 March 2014.
When we compare my story with that of Cowell, we can see that similar to Cowell’s case there is a
compensation of the trans*-identity with strong efforts to emphasize masculinity. Furthermore, there is
no awareness of the phenomenon early in childhood.
Moreover, the eventual discovery was a painful process after a long period of uncertainty.
There are, however, differences regarding the outcome, in the self-image developed by Cowell and by
myself. In contrast to Cowell, I do not feel as a “biological woman”, but as a trans* woman. This means
that I do not fight my masculinity, that I accept it as
one part of mine—something that in my view is typical
for most trans* people today. Of course, I try to appear
as a woman as well as possible, but I have no problem
with my bodily traits that allow me to be identified as
a trans* woman.
These two biographical sketches with their selfimagery give us a basis to construct the concept of
trans*-identity.

The concept of trans*-identity
The character of the concept
On the following pages, we will focus on two questions: How can we explain these two different examples of self-identification? And which basic ideas on
trans*-identity derive from them?
The concept is very helpful in this pursuit. One
important finding is that the life of a trans*person is
characterized by uncertainties and breaks. There is no
straight line toward a sex change process on the basis
of a binary gender model. Moreover, it is important
that every person in question finds their own way of
living on a broad scale of different solutions to realize a trans*-life. This could be cross-dressing once a
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week—or twice, or three times, or more; but it can also
be bodily sexual reassignment without changing the
public appearance or, conversely, changing the public
appearance without bodily sexual reassignment, or
both changing the public appearance and undergoing bodily sexual reassignment. A trans*-life could be
maintained with the feeling to be a “real woman” or
–as is more frequent today– as a trans* woman. That
is, trans*sexuality is only one option to realize the
trans*-identity. There are also quite different solutions
for the self-image, too. The question is not whether to
become a woman or not. On the contrary, it is important for the individual to find her own way to realize a
trans*-life for an entire lifetime and at the same time
to remain an active member of society, working and
caring for a family. This self-image can be developed
only by the person her- or himself, although support
may be needed. Both of the cases presented above indicate that solutions can be very different. It is a long
and uneven process fraught with any number of peculiarities, shaped by reflections on one’s own situation
and efforts to find the right way to go into the public as
a woman (Born 2014).
Cross-dressing

Trans*sexuality

Figure 1. The spectrum of realizing the trans*-identity.

It is important to consider now that trans*-identity
covers an extreme variety, which in principle can also
be found in nature in general, regarding both sexes.
Organic beings are not machines. Sex and sexual life
are products of different factors and are so complex
that it is simply not possible to find the Platonic realization of “feminine” and “masculine.” “Sex” and “gender” are not stable categories, but fluid stages of transition (Planert 2000; Hirschauer 2004; Schnier 2012). In
this sense, no pathological structure of trans*-identity
could be found until today. Therefore, the phenomenon is no disease, no “gender identity disorder” (Geschlechtsidentitätsstörung), as German psychiatry still
claims (Lieb et al. 2012). By contrast, it is an identity
of its own, a variety of gender identity (Geschlechtsidentitätsvariante), and it is a challenge to explore the
character of this identity and develop a way to live with
it. Only if a person does not accept to live with this
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identity, she will get ill. Medical help therefore is mostly needed for difficulties caused by the (social) environment. Primarily, this identity is not a disease, but
a phenomenon that needs to be sorted out in its character individually (Rauchfleisch 2014, pp. 14–27). This
condition is comparable to the phenomenon of a situs
inversus in anatomy, where the locations of unpaired
organs are switched between the left and right sides of
the body. This situation does not represent a disease,
but a variety; and the same is true for trans*-identity.
The concept is old, having been developed by different researchers since about 1900. This was only a sideline of sexual science, drowned not least by the rise of
National Socialism, and it came back to Germany only
in the 1960s. One of the most prominent representatives
today is Udo Rauchfleisch, a psychoanalyst from Basel,
Switzerland. What these scientists did was simply taking
their time to listen to their clients’ stories.
The realization of the concept
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identity– was written in 1910; it contains the following
statement:
“Regarding the cases themselves, it should be remarked that I have followed up most of them for
many years, some for 10 or 12 years and longer...”
(Hirschfeld 1910; quoted in Herrn 2005, p. 54).

For Hirschfeld, these “transvestites” included different
“intermediate stages” (Zwischenstufen): hermaphrodites,
homosexuals, and several types of heterosexual people.
Furthermore, Hirschfeld pointed out that persons being
supervised by him were integrated into society and that
they were keen to keep this status. Hirschfeld described
this insistence in one of his studies:
“Among 16 male transvestites, 9 are married, 7 fathers, 2 of them even have married twice out of love;
and the 7 singles, too, ejaculate normally [which
means on a heterosexual basis and not as homosexuals]; the female case is also married, menstruates regularly and has given birth” (Hirschfeld 1910;
quoted in Herrn 2005, p. 59).

The biographies of Cowell and Prüll are delivering
defining factors of the trans*-life. In a similar way,
these were already delineated by researchers around
the year 1900 through differentiated talks with their
respective clients. These scientists thereby developed
an alternative strand to the dominant worldview of
psychiatry which was mainly shaped by visions about
trans*sexuality. The key focus of these other scientists
was talking to their patients. The researchers heard
about ambivalences and various difficulties to handle
the trans*-life. These life events were accepted as they
stood; the researchers did not try to define the phenomenon with typical psychiatric nosological categories. Moreover, they tried hard to work out the unique
character of each client’s life story, then being able to
find an adequate way of communicating and dealing
with the transident person.

We can see that Hirschfeld describes basic features
of the concept of trans*-identity, a term that was to be
coined decades later: the complexity of the different
biographical accounts, the consensus of the transident
persons regarding their wish to integrate themselves
into society, and even a certain depathologization. In
1910, Hirschfeld used the term “transvestitism,” and
in 1923 he spoke of trans*sexualism (Hirschfeld 1910;
quoted in Herrn 2005, p. 19). With his “Institute of Sexology” founded in Berlin in 1919, Hirschfeld set up the
first institute of this kind in the world. It was successful
not only in research, but also through life coaching of
trans* people. The worldview of the respective persons
needed to be taken into consideration. Hirschfeld developed his theoretical notions on the basis of careful
observations (Herrn 2005, p. 53–72).

This was a long story, which can only be outlined in
the following paragraphs. One prominent person representing early research on trans*-identity was Magnus Hirschfeld (1868–1935). He spent his career in
Berlin and belonged to the founding fathers of sexology. His decisive publication on transvestitism –a term
that at the time included the phenomenon of trans*-

Yet in 1931, Hirschfeld’s activities came to an
abrupt end as he became a victim of the national socialist anti-Semitic attacks. In the same year, he embarked on a journey around the world, but he did not
return to Germany for safety reasons. His Institute in
Berlin was destroyed by party men and sympathizers
of the Nazi government in 1933. In 1935, Hirschfeld
died in Nice. His theories were now followed mainly
J Health Cult 2016;1(1)
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in the US, which had been one station of his journey. In 1907, Hirschfeld had made the acquaintance
of the American psychoanalyst Harry Benjamin
(1885–1986), with whom he had maintained contact
ever since. Benjamin took up Hirschfeld’s theories
and included them into his own theoretical approach
regarding trans*-identity after World War II. Similar
to Hirschfeld, Benjamin differentiated between different types of the phenomenon, which he termed
transsexuality; his classification of his clients shifted
between the “principally psychogenic transvestite”
and the “psychosomatic transsexualist” (Herrn 2005,
pp. 219–20; Benjamin 1954). Although paternalistic in
his diction, similar to Hirschfeld, Benjamin was primarily approachable for his patients. His theories were
also based on observation of his transident clients and
on conversations with them. Benjamin questioned the
meaning of psychotherapy and appealed to society’s
responsibility for transident persons:
“Transvestism may be successfully handled by psychotherapy if the patient desires a cure. Otherwise it
can only be treated by treating society and our legal
statutes with their interpretations” (Benjamin 1954,
p. 52).

Eventually, the increased collaboration and participation of the clients were in the focus of his main work
The Transsexual Phenomenon, published in 1966:
“More power, therefore, to those brave and true scientists, surgeons, and doctors who let the patient’s
interest and their own conscience be their sole
guides” (Benjamin 1966, p. IX).

Right from the start, Benjamin was aware that he
would incur difficulties with his publication, because
he pointed out the mismanagement and unsuccessful
therapeutic efforts in contemporary medicine:
“I have seen too many transsexual patients to let
their picture and their suffering be obscured by uninformed albeit honest opposition. Furthermore, I
felt that after fifty years in the practice of medicine,
and in the evening of life, I need not be too concerned with a disapproval that touches much more
on morals than on science” (Benjamin 1966, p. IX).

This made itself felt when Benjamin became a vec-
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tor of Hirschfeld’s basic ideas that were then reimported into West Germany during the 1960s. At first, Benjamin’s influence was limited because trans*sexuality
had been pathologized by German medicine since
about 1800.
What was the basis for these conditions? The
bourgeois program to order the world during the 19th
century was the decisive background movement. The
erection of bureaucracy to structure social life was
accompanied by ordering nature and mankind. This
process was supported by contemporary medicine,
which undertook the breath-taking step to link research into the organic matrix of the human with her
psychic constitution and her social behavior. In this
sense, the Italian forensic medicine pioneer Cesare
Lombroso (1836–1909) could postulate the theory
that criminals could be recognized from their physiognomy: Specified attributes such as a receding forehead
or sunken eyes were signs of degeneration and delinquency (Mosse 1990). Exactly on this basis, medicine
dealt with sexes when erecting the “bourgeois order of
sexes” (Honegger 1991; Schössler 2008): Woman and
man were allocated to a specific typology, in which
body and soul, a specific organism and a specific social
behavior corresponded to each other. Trans*sexuals
and transvestites did not fit into this scheme and were
assigned to the group of degenerated and pathological individuals. One of the most well-known representatives of this medical approach was the psychiatrist
Richard von Krafft-Ebing (1840–1902) from Graz. In
his main study Psychopathia sexualis (1886), he constructed categories of deviant behavior on the basis of
an analysis of apparently natural human sexual practice (Krafft-Ebing 1868). In 1870, the Berlin psychiatrist Carl Westphal (1833–1890) invented the term of
“contrary sex-sensation” (conträre Geschlechtsempfindung). Wearing clothes of the opposite sex was interpreted as an unambiguous indication of a “pathological condition” (Herrn 2005, p. 26).
The sign of being pathological has been attached
to trans* people since then, while routinely applicable
methods of treatment have been developed only since
the 1960s. Surgical reassignment was then successively
improved and introduced as a routine measure, in addition to psychotherapeutic care. Benjamin’s influence in
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this sense cannot been underestimated. He had a huge
influence on sexologists Hans Giese (1920–1970) and
Volkmar Sigusch (Sigusch 1995; Stryker 2008). But the
socio-critical aspects of Benjamin’s theories faded into
the background, as transident clients were not treated
as a variety of regular conditions. In contrast, they
were seen as deviant and as carriers of a personality
disorder. In the 1970s, psychiatrists, psychotherapists
and sexologists detected the underlying trans*sexual
person as a patient. The problem was and is that the
therapist’s view remain restricted to those wanting to
“become a woman.” The broad range of trans* people,
especially cross-dressers and their problems, remained
to be seen as non-existent. The restricted horizon of
the psychiatrists was focused on the inspection of the
trans*sexual person. Possible changes and shifts in
their life, even transition between woman and man,
was not considered. In this sense, the treatment was
concentrated on the “sex-identity-disorder,” with the
aim to assign a person permanently as woman or man,
backed by 19th-century visions of reordering the role
of gender and sexes. Psychiatrists tried hard to squeeze
trans*-identity into their own nosology instead of acknowledging the phenomenon with its multitude of
expressions—thus avoiding to accept that there is no
reason for pathologization (Haupt 2012, pp. 22–30).
The Trans*sexual Act (Transsexuellengesetz, TSG),
coming into effect in Germany in 1980, was helpful in
this sense. It conclusively regulated the official change
of given name (“small solution”) and/or the marital
status (“big solution”). Prerequisite was and is answering three questions: Is the person in question trans*/
trans*sexual? Has she or he had the imperative idea to
live in the respective sex for three years? Is this a permanent condition? Until February 2011, surgical reassignment was necessary for both solutions, until the
Federal Republic’s Constitutional Court declared this
prerequisite as inhumane. Nevertheless, from 1980
until today, two psychiatric references are needed to
accept the changes officially. Setting aside the point
that the need for permanence contradicts our basic
knowledge about the concept of trans*-identity, even
the psychiatric references mean to pathologize and
stigmatize the person in question. Psychiatry and related disciplines presume the right to judge the self-
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image and feeling of a person regarding her sex. These
disciplines push their clients into a patient career, requiring an admission of being ill in order to have the
official change of sex granted (Güldenring 2013). During the 1980s, trans*sexual people saw the TSG as a
success, since the pathologization was seen as a step
towards defining their status and put an end to lawlessness and disregard for the respective persons. Pathologization was and is necessary for medical insurance
companies, given that the agreement to cover the costs
for medical interventions remains linked to the status
of being a patient.
But in last consequence, this solution remained
fragile, because even intense discussions could not prevent the failure of coordination and systematization of
therapeutic efforts, nor was it achieved to base psychiatric measures on scientific evidence (Haupt 2012, p.
24). All shortcomings and failures regarding the handling of transident people were brought to the public’s attention by the sexologist Volkmar Sigusch, who
sought to initiate changes with his book Geschlechtswechsel [Sex Change] (1995). But his initiative was not
realized in German psychiatry, which in principle still
orients itself toward the guidelines described earlier.
The term trans*-identity is almost absent from recent
German textbooks on psychiatry or sexology. In spite
of all the efforts to go ahead with respective clients
and to achieve a better understanding, the main line
of strategy is bound to the idea of finding some sort
of diagnosis and thereby to pathologize these persons.
Under the heading trans*sexualism or trans*sexuality,
there is an attempt to treat a “gender identity-disorder”
(Beier et al. 2005; Berger 2012; Tölle & Windgassen
2012; Lieb et al. 2012). This demonstrates how unrealistic the approach of the specialists dealing with the
phenomenon is, since they concentrate only on the
minority of trans* persons who attain full sexual assignment, thus being unable to understand the full impact of the phenomenon. Only clients undergoing full
sexual assignment are “healed,” and “cross-dressing”
is thought to be a “perversion.” A moderate handling
of trans*-identity is described with skepticism: “Many
authors are pleading for a ‘de-pathologization’ of transsexuality” (Lieb et al. 2012, p. 325). Even Sigusch, who
invoked a decisive turn in psychiatric therapy with his
J Health Cult 2016;1(1)

19

Journal of Health & Culture

statements, for a long time reduced the phenomenon
to “transsexuality” (Sigusch 2005). At the same time,
insurance companies have not abandoned the formula
to couple the decision for payment of medical intervention with the necessity to label the respective problem as “pathological” (Güldenring 2013, p. 165).
Decisive impulses to revive the idea of trans*-identity and the renewed framing of this theory for a practical contemporary application go back to the first decade of our century and are connected with the name
of Udo Rauchfleisch. For about ten years, dealing with
trans* persons has undergone tremendous changes. In
the sense of the basic ideas of the concept (as outlined
above), Rauchfleisch calls explicitly for a de-pathologization of the persons in question and thus also argues
against the TSG and its recent application (Rauchfleisch 2014, pp. 14–27, 206–7; Haupt 2012). On this
path, today we come back to the ideas of Hirschfeld
and Harry Benjamin’s influences on his work. Similar
to these preceding approaches, Rauchfleisch integrates
impulses given by self-help groups and concentrates
on the trans*-subject herself:
“Since then, I’ve seen approximately a hundred
transsexual clients on the occasion of medical assessments, later on also during the therapeutic preparation of surgical reassignment and in cases of crisis
intervention, problem clarifications and subsequent
psychotherapies. In this course, I’ve detected that
the so-called ‘transsexual personality’ does not exist.
More and more I’ve made the experience, above all
during the last ten years, that there is a huge number of totally different personalities with deviating
biographical developments, hidden under the title
‘transsexuality’” (Rauchfleisch 2009).

Again and again, Rauchfleisch had met transident
persons who “did show absolutely no signs of psychopathology and –in contrast– had a huge psychic
stability.” These persons demonstrated a tremendous
capability to cope with burdens as psychic disturbances, which were mainly caused not by their identity,
but mostly by “difficult conditions of their lives” that
trans* persons are often confronted with (Rauchfleisch
2014, pp. 7–8).
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Final remarks: two biographies and the consequences for dealing with trans* people today
The self-image of the transident woman and the application of the concept of trans*-identity
After the description and analysis of the history of the
concept and its consistent and still developing affirmation, we come back to the two biographies outlined in
part two. Taking another look, we will ask now about
the validity of the concept in the light of the perspectives we can find in both trans*-lives.
First of all, I will return to the dependency on the
historical period in performing the own (hidden)
identity. Cowell and Prüll, respectively, detected and
realized their identities in a different historical context
regarding gender role performance and gender assortment. Cowell experienced this process in an atmosphere of a rigid demand for living a classical 19th-century bourgeois family life with a clear-cut idea how to
play the role of the housewife. The self-identity interpretation as a “real wife” chosen by Cowell was in this
sense a tribute to the strict binary characterization of
the organic and social realization of women and men
during a historic period when Western societies were
seeking a socio-political stabilization after the crisis
of war. Although this interpretation of being a “real
woman” is still chosen today by some trans* women,
for reasons that cannot be discussed here, the temptation to adhere to it during the 1950s was much greater than today. In contrast, when Prüll chose another
variant, it did not happen by chance. Since the 1990s,
gender diversity became very fashionable in the natural and human sciences. With her “cyborg manifesto,”
Donna Haraway undermined strict and rigid lines of
argument in the feminist movement, culminating at
the end of the 1970s: The “cyborg” as a hybrid subject
now served as a model for the ideal type of a woman, which was able to carry the combination of different motions and attitudes—“progressive” ideas on
women’s rights as well as more “conservative” lifestyle
options. Thus, Haraway called for tolerance among
women as well as for accepting more difficult types of
“mixed” beings in general. In this sense, her student
Sandy Stone, a transident woman, responded to attacks
brought forward in the book by radical feminist Janice
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Raymond, Transsexual Empire (1979). Stone wrote her
Posttranssexual Manifesto in which she argued that
trans* people should not hide and disappear among
the members of the reassigned sex. By contrast, they
should show their trans*-body engravings and make
them “readable” with the aim of promoting acceptance
in society. With these ideas, a development was set in
motion that found its contemporary climax in Europe
with the song contest success of the transgender Conchita Wurst in 2014. Today, it is easier to admit openly
to being a trans* man or a trans* woman than in the
time of Cowell. Therefore, Prüll’s own decision to live
as a trans* woman is backed by contemporary notions
on the subject.
Of course, it is important to consider also the similarities of both biographies. First of all, there is the
difficult decision-making regarding the realization of
the own identity, which is definitely not standardized.
Rather, this is a complicated process of evaluating and
deciding about one’s own position on a scale between
rare cross-dressing and a fully implemented life in the
new gender/sex role. The mechanism leading to the
development of a new self-identity is of importance.
This can be described as an interchange between different levels of action (see Figure 2).

Figure 2. The development of the self-image in a transident person.

In the case of Cowell as well as Prüll’s, the clarification of how to go ahead is influenced very much
by supportive individuals. Information given is linked
with self-reflection as well as “trying” to keep up the
appearance of a woman in private and in public. The
triangular relationship between these different activities is decisive for circular decision-making, selforganization and self-interpretation. Both persons
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developed their self-identity this way. In the center is
the transident being herself, whose path is influenced
by coaching, but who in the end decides for herself.
Therefore, we can understand Rauchfleisch’s call for
accepting the wish of the trans* person to organize
herself and to maintain her own decision-making on
questions concerning her life.
Dealing with transident people today
On the preceding pages, we have shown in the context
of the respective historical background how biographies of transident people can enable us to construct
the concept of trans*-identity. If we now take this concept as a valid basis to deal with trans* people, we need
to draw consequences for further decision-making
and action. We can identify the following aspects:
1. Trans*-identity and trans*sexuality are not pathological conditions. They are not disturbances
but variants. We know that conditions of sexuality and gender are extremely complicated systems,
depending on a number of different psychological
and bodily factors, and the Platonic idea of man
and woman are constructs of bourgeois 19th-century society and especially its medicine. If there
are disease symptoms, they are due to two factors:
First, there are problems with the social environment, caused by resistance of relatives, friends or
other people to the person’s reassignment. Second,
transident persons, too, can be affected by psychiatric diseases, but on average these occur at the
same rate as in the general population. This means
that psychiatric diseases have nothing to do with
trans*-identity itself (Rauchfleisch 2007; Rauchfleisch 2014).
2. Since “intermediate stages” of gender are not
pathological, the binary gender model must be rejected as providing absolute categories of gender
assignment. The challenge for a trans* person is
not necessarily to become a “real” woman or man,
but to find an orientation on a broad scale of options towards the best way to lead the individual
life and to remain or to become a fully accepted
and functioning member of society.
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3. Therefore, transident people are not patients or
clients of psychiatrists, whose help can only be important in two cases: First, they could be a coach
for coping with questions of leading the trans*-life,
which is important for such a person in order to
orient herself in a world still dominated by a binary
gender role model. One prerequisite is of course
that the psychiatrist is trained to guide trans* people and has specialist knowledge on the subject. It
should be mentioned here that all helpers of trans*
people should work together more closely and also
keep contact with different institutions and with
self-help groups caring for the interests of those
people. Second, the psychiatrist’s role could be to
treat psychiatric disturbances caused by secondary
influences on the respective person or genuine psychiatric diseases.
4. If there are no medical counterarguments, trans*
people should get free access to hormones, they
themselves should decide whether they need sex
reassignment surgery or not. Since trans*-identity
is not a pathological condition, the assent of the
psychiatrist is not necessary. Of course, advice of
an endocrinologist or a surgeon is needed for decision-making to avoid health risks and damages. If
there are serious doubts regarding the existence of
a trans*-identity, further advice should be given by
appropriately educated colleagues.
5. Insurances should pay for trans* people even
if their status is not pathological. This should be
comparable to the financial support for pregnant
women, who are also not sick in general. Although
the discussion in Germany is difficult, there is no
alternative to taking these steps, as it is indispensable to depathologize the transident person. The
times are gone when the Trans*sexual Act with its
pathologization was seen as a success, because at
least some attention was paid to the specific situation of trans* persons.
6. Trans* people should choose the official sex entry they want. There are no arguments against the
free choice of sex. The Trans*sexual Act should
be abandoned for the reasons given above (Güldenring 2013, p. 161). The development of sex
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and gender, the impact of bodily conditions and
feelings as well as the respective individual’s experiences are complicated processes that can be
evaluated only by the person him- or herself.
Therefore, it is a presumption for psychiatrists to
claim decision-making in this area. Psychiatrists
should give up their role as referees in the frame
of the Trans*sexual Act (Güldenring 2013, p. 173;
Rauchfleisch 2014, pp. 206–7).
The free choice of sex registration should be accompanied by administrative changes in official regulations of marital status, since it should be assured that
this registration can be changed freely. There are no
arguments against such a step. One can be sure that
only persons who definitely want to do so will undertake the measure. Since the change is an official procedure, suspicions of false intent are not appropriate.
Cases of psychiatric reasons for sex change, e.g. delusional wishes to belong to the other sex, should also
not count as arguments against changes of marital regulations. First of all, these cases are rare, and secondly,
even if the applications are successful, there is no damage to the health of the persons in questions and there
is no violation of the interests of any other persons.
Finally, in this context it is important to think
about a general reform of sex registration in official
documents. As has become clear when looking at the
cases of New Zealand and Australia, the entry specifying the person’s sex is not necessary to prove their
identity, and no international problems are caused.
There are no legal arguments which give definitive evidence of any disadvantages. Reasons for keeping the
old regulations are only based on traditional family
policy-making and bound to respective theories.
This paper intended to explain how it is possible
to derive a concept of trans*-identity from different
biographies—individual experiences and the “creation” of a personal identity. In this way, a theory was
rediscovered and revived, a theory that had been lost
until recent time due to the centuries-long dominance
of psychopathological approaches. In the last consequence, the main aim is to enable trans* persons to live
in a congruence of psychic and bodily sex. This feeling
of congruence is taken for granted by the majority of
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people. Why is it so difficult for societies to concede
this option to trans* persons? Whoever asks how to
deal with those people, eventually –if not intentionally– raises the topic of how to deal with all those who
are “other” and who do not fit into the scheme of the
average citizen. This means that to ask about trans*
people also means to ask about the social conditions
of people of other ethnic origin, other skin color, other
religion, or those being physically and mentally handicapped and, last but not least, about the situation of
women in general. Thus, the question of social interaction with everyone in any of those categories is a challenge for the democratization of the respective society.
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Abstract
Humanity has made its existence comfortable in the life world, bios, by cultivating nature
and society, in an inseparable connection of living and non-living, bodily and virtual components. Humankind is characterized by what we can call 6 C properties: communication
and cooperation, competence and compassion, competition and cultivation. Together, they
provide our species with the capability for survival and development. While humans are capable of doing good as well as doing bad, an extension of Kant’s categorical imperative to
encompass all the living, as Fritz Jahr demanded with his “bioethical imperative,” can help
us find a way to avoid main dangers to our survival, such as biological, electric, confidence,
revolt and repression risk.
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Introduction: cultures and cultivations of bios
Bios is a Greek word meaning life. Cultivation refers to
the ways in which we humans make the cruel nature
our home through agriculture as well as social and political cultures. Cultures are the products of cultivation
and vary depending on countries, people, necessities,
opportunities, visions, and times. All bios is interconnected: I have a father and a mother; my physical
life is interconnected with over a hundred trillion of
microbes in and on my body without which I could
neither live nor digest or protect myself from disease
and from pathogens (Mondat et al. 2013). Individual
life is finite; species life goes on for a very long time.
Individual bios cannot live without other species in
biotopes and environments. My physical, emotional,
spiritual, economic, and cultural and political life is
interconnected with my nutrition, my friends and
neighbors, my workspace, the culture I grow up in and
in which I thrive and develop or lose myself with interacting influence from other lives in my biological and
social environment, with my geographical space and
my cyberspace. Biology studies my interrelations with
nature. Sociology, political science, and cultural, religious, social and art history assess my interrelations in
society with fellow humans, human traditions, collective beliefs and values, my private, social, and business
life. Biological and social sciences are both sciences
of the bios-in-interaction and of the bios-in-interdependence. Therefore, codes of ethics need to correlate
between partners in cooperation.1 Only such a broad
understanding of the science of bios will allow for a
solid concept of bioethics and its mission.
There is an old Chinese saying: “Heaven and man
are an integral one. As a result they are in constant
pursuit of harmony between humanity and nature”
(Yue 2006). In the Western tradition, Jesus probably
was the first bioculturologist, as he explained failures
and successes in human life and culture in the parable of a farmer who sowed seeds into the land; some
seeds fell on the road and were eaten by the birds; oth1 For interactive codes of conduct in the physician–patient interaction, see Sass (1994). For internet-based e-health communication, see Sass (2006a, pp. 62ff, 274ff), for public health ethics
Sass (2006a, pp. 146–8, 378–80), and for health care policy Sass
(2006a, pp. 187–9, 428–30).
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er seeds fell on dry and stony land, where they grew
initially but then did not have enough water and soil
and died; other seeds fell under the bushes where they
were overwhelmed by those bushes and could not develop either; again, other seed fell on good land and
bore fruit and harvest thirty times or even a hundred
times (Matthew 13:1–13). When his disciples asked
him why he did not directly speak to the people about
the kingdom of heaven, compassion and culture, Jesus
answered that he did not want to give an agricultural
lecture while the people would not understand more
direct lectures or sermons on ethical, bioethical, social
and cultural challenges.
The Greek word bios represents a broad concept
of the Chinese sheng ming [ ], meaning zest of life,
joie de vivre, Lebenslust; Henry Bergson introduced the
term élan vital in order to underline the difference between invariable and static durée and life as living (Bergson 1907); Darwin assigned the zest and determination
for life and survival to all forms of life when discussing
the “struggle for life” (Darwin 1859; cf. Engels 2012).
Bios –life– does not only include the bodies of natural
beings and biotopes, but also the “body politics” of our
cultures and human communities; and here we have to
include the bodies and lives of corporations, institutions, cultures, societies, as communities located geographically or in cyberspace and biotope. For thousands
of years, most people lived in small villages or in small
cities surrounded by protecting walls; now many of us
live in high-rise buildings and super-big cities, sharing
non-geographical cyberspaces of different kind. Most of
our elderly people have experience with both types of
small geographical communities and also cyberspace
communities; how will our children and our grandchildren be formed by the living environments around
them (Sass 2012a; Sass 2014)?
Modern societies are symbiotic living creatures of
natural persons, natural communities such as families,
clans and villages or neighborhoods, and economic
and legal persons such as enterprises, institutions,
bureaucracies, and similar cyberspace-based persons,
communities, and powers. They all want to live well,
to grow, and to sustain their lives and networks; this
desire might lead to cooperation and support, network
building, favoritism, mutual aid and help, but also to
J Health Cult 2016;1(1)
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corruption and exploitation in the interest of survival
and protecting or even expanding one’s biotope and
influence. These tendencies of different players can
and do lead to dysfunctional bodies and biotopes (Fukuyama 2014).

Original Article

beneficial knowledge.” Knowledge is a double-edged
sword. Poison can kill a person, but in the right dosage it can heal. Cain murdered his brother Abel with
an axe, but axes can be and have been used for cultivating woodlands and building houses, for defending
the family against animal and human aggressors. Einstein’s theories and its applications gave rise to nuclear
energy and medical technology saving lives, but also
allowed for atomic and nuclear bombs to be built with
the purpose of mass killings and mass pollution of the
environment. All new wisdom and technologies may
enable spin-off or double-purpose applications and
potentially devilish technologies harming, killing, or
eradicating individuals and communities.4

We humans, on and off, destroy our complex political, cultural, social and economic communities, as
we do these days in many Muslim and other countries,
a phenomenon for which we may use terms such as
“culture collapse disorder,” “social disease,” or “political and societal sickness,” expressing discontent, hate,
ideology, terror—either based on internal “metabolic”
disharmony or on “infections” from the outside. Because we humans lack specific highly developed senses
and survival instincts such as dogs and bats possess,2
in their stead we have to use six basic and species-specific human properties separately or in coordination:
“communication and cooperation, competence and
compassion, competition and cultivation.” We find
these 6 C properties in all successful human endeavors and in traditional religions and communities, and
they are the only ones we have.3 They have also been
called values or virtues or principles, agreed upon or
revealed or given by the Gods as commandments or
instructions. In the Muslim hadith tradition (al-Tirmidhi, Hadith 422) we read: “God, His angels and all
those in Heavens and Earth, even ants in their hills and
fish in the water, call down blessings on those who instruct others in beneficial knowledge.” If the prophet
lived today, he might have added “also the Googlers
on the Internet and the bloggers in cyberspace should
call down blessings on those who instruct others in

The inseparable interrelatedness of (biological) nature and (human) culture has always been recognized
by religions and cultural traditions over the millennia,
and these religions and traditions have called for the
respect and protection of non-human forms of live.5 A
truly biological and bioethical argument would follow
Socrates, who once argued against Euthyphron that the
Gods did not create the virtue of piety, rather that they
appreciate it because it is good and natural in itself. Indeed, a look at the multitude of religions and societies
proves the concrete and real existence of these 6 C properties, leading to successful, long, and cultivated life in
most of them. We humans have used these properties
to build houses, roads, gardens, cities, farms, and factories, economic and social networks, both geographically
and in cyberspace. We have used them to cultivate cruel
natural environments, to build peaceful and harmonious communities, to help and teach one another, and

2 Other species live in the same geographical spaces as we humans
do, but they perceive and live their bios worlds differently. Bees
live in complex and highly structured social and biological communities, but sometimes they suddenly abandon their hives, a
phenomenon described as “colony collapse disorder.” Dogs orient themselves olfactorily, bats acoustically, humans in communication and cooperation, in competence and compassion,
in competition and cultivation. Corals build reefs; beavers build
dams; birds build nests; ants and bees build states; humans build
houses and streets, the Silk Road and the Internet, the autobahns, the airways. Cyberspace locations and environments have
modified geographical distances, bridged differences, enhanced
communication and cooperation, yet also allowed for more and
different forms of deceit, harm and exploitation.
3 For earlier C models, cf. Sass (2008; 2011; 2012b). Influenced by
Fritz Jahr, I have added “competition” to the five C’s presented in
those earlier papers.

4 We humans have bred livestock, plants and trees for millennia;
most recently we have developed the ability directly to intervene
into DNA and RNA as the bases of life. Scientists routinely cut,
splice, and rearrange natural DNA in order to modify bacteria,
plants and animals, to develop “designer” microbes and enzymes, to create “in-vitro-flesh,” “cultured meat,” and “transgenic,” “non-sentient” or otherwise “enhanced” animals to be used
for improved medical research or food production; a conference
on the “Ethics on In-vitro Flesh and Enhanced Animals” was
held on 18–19 September 2014 and sponsored by the Wellcome
Trust.
5 In 1986, the Assisi Declaration and the Windsor Declaration
initiated by Prince Philip, Duke of Edinburgh, respectively collected 5 and 11 contemporary documents from various world
religions and traditions expressing and confirming their ongoing
call and support for the respect of non-human forms of life and
the environments; cf. Palmer & Finlay (2003).
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to build sustainable social and natural environments.
However, we also have used these properties to destroy,
to harm, and to kill people, natural and social environments, communities and cultures.
Integrating ethics and sciences and guiding actions
Because we have the choice to “be good” or to “be bad”
in dealing with one another and with our environment, it is good and helpful to have guidance, recommendations, commandments, laws, and regulations
regarding what to do and what not to do. Those laws,
regulations and recommendations have been given by
divine authorities, by political leaders, or by mutual
consent within communities. In 1785, Immanuel Kant
demanded that the Categorical Imperative to “act in
such a way that you treat humanity, whether in your
own person or in the person of any other, never merely
as a means to an end, but always at the same time as
an end in itself ” (Kant 1785), based on the dignity of a
“moral law,” be recognized “categorically” without exemption. In 1926, Fritz Jahr extended the Categorical
Imperative to an all-encompassing Bioethics Imperative to “respect every living being in general as an end
in itself and treat it, if possible, as such” (Jahr 2013, p.
21).6 The Bioethical Imperative is based on compassion out of a “categorical” respect for the vulnerability,
dignity and interrelatedness of all forms of life, making
“hypothetical,” i.e., weighted and balanced assessments
and decisions depending on situations and challenges.
Jahr refers to Karl Christian Krause when arguing “that
they all, plants, animals and also humans, are equal in
rights, each according to the necessary requirement to
reach their destination” (Krause 1874). Jahr finds support for his model of bioethics in comparative studies
in physiology and psychology on plants, animals and
humans (Jahr 2013, pp. 17ff; 23ff; 77ff. Cf. Bregenzer
1894; Eisler 1909; Francé 1909). He coins the term in
analogy to the term bio-psychic, introduced and used
by Eisler to describe the conglomerate of new “biological factors” (Jahr 2013, p. 18; Eisler 1910, p. 190;
cf. Sass 1997). Jahr quotes Schopenhauer’s “neminem
6 For compassion as a transcultural value and principle, see Boyd
et al. (1998); for a description of how reciprocal relationships in
families and businesses create those “systems,” see Weissman
(2014).
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laede, imo omnes, quantum potes juva,” i.e.‚ “do not
hurt anyone, but help everyone as far as you possibly
can” (Jahr 2013, p. 77). For Jahr, the Bioethical Imperative serves as a Golden Rule that can be found in many
successful traditions; his article Wissenschaft vom
Leben und Sittenlehre (1926), in which he presents the
Bioethical Imperative for the first time, has the subtitle
“old knowledge in new clothing” (Jahr 2013, p. 17).
Warren Reich, editor of the first editions of the
Encyclopedia of Bioethics, defines bioethics as “the
systematic study of human conduct in the area of the
life sciences and the personal, professional, and public
moral commitment and conduct towards all forms of
life, in as far as this conduct is examined in the light of
values and principles” (Reich 1995; cf. Reich 1994). As
to further differentiating such a broad vision of bioethics, Reich recommends to use “the term bioethics in its
original, global sense, as referring to the ethics of the
life sciences and health care; and then use adjectives to
specify particular areas of concern with bioethics. For
example, one might speak of medical bioethics, environmental bioethics, clinical bioethics, or nursing bioethics without implying any particular approach” by
using these terms (Reich 1995, p. 21). Kimura (1986)
refers to the rise of bioethics in the USA and opens the
concept to Asian traditions: “Bioethics is a totally new
form of discipline which goes beyond the notion of
interdisciplinary studies; it is suprainterdisciplinary;
it is deprofessionalizing medicine; it is a civil action
movement. A new value of solidarity with all forms of
life (a traditional Confucian concept) will have to lead
us into the new millenium.” Zhai Xiaomei referred to
Confucius’ “he er bu tong” as an example of true harmony and culture and suggests that “bioethics, healthcare ethics, healthcare law and regulations all over the
world –in China and elsewhere– should and must be
‘in harmony but not identical’; ‘in harmony as well as
diversified’” (Lúnyǔ 13:23, quoted in Mei 2011). Recently a new science has been generated, “bio-gerontology” (combining the Greek terms bios and geron
[old]), studying and evaluating the impact of science
on influencing the process of aging by means of medical, mental, and physical efforts in antiaging, a new
field definitely of interest for biocultural studies (Ehni
2014, p. 279; cf. Medawar 1952). Van Rensselaer PotJ Health Cult 2016;1(1)
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ter (1971) defines bioethics in Bioethics, the Science of
Survival as a “morality based on beliefs that we have
about the relation between humans and biological systems within us and around us” (Potter 2012, p. 150).
Unfortunately, Jahr’s broad concept of bioethics of was
unknown before 2007, and Potter’s similarly farsighted
concept had been forgotten during the last 30 years;
thus, its scope was narrowed to medical ethics, often
confusingly even using the term “bioethics” as if being identical to “medical ethics” in publications, in
research, and even when naming institutes or conferences on medical ethics “bioethics institute” or “bioethics conference.”
Recently, Ante Covic (2005) presented the most
inclusive and comprehensive term “integrative bioethics” in order to underline the integratedness of diverse
forms of life and living-togetherness. Methodologically, such an inclusive term will prove to be very useful to compare and to integrate analytical tools from
various disciplines in biology and sociology for the
benefit of those areas of science, technology, and production where these methods have not yet been used.
Recognizing the vital role of human-human, humannature, and human-culture interactions and interrelations, I want to go one step further and follow Foucault
and Kelsen in also including the lives of institutions,
corporations, and other social networks into the field
focused on by bioethics, to encompass environmental
networks and biotopes in the concept of integrated
bioethics (Kelsen 1945; Foucault 2004; Foucault 2014;
Sass 1991; Sass 2013). These human species-specific 6
C capacities are flexible enough to go into both directions, to “do good” or to “do bad;” therefore, a critical
analysis and a strong commitment to implementing
the Bioethics Imperative are indispensable for furthering human culture and flourishing. We also need to include non-geographic environments into the concept
of integrated bios. For millennia, humans interacted
with angels, devils, good and bad spirits; today we have
added real personal, business and professional interactions and communities in digitally-based cyberspace
clouds. I communicate and cooperate with colleagues,
business partners, and friends in cyberspace, and I
have friends in the internet clouds that are closer and
more intimate to me than some of the neighbors in my
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condominium complex or in my geographical neighborhood. Personal experience and scientific research
validate the fact that the world of my “bios” and similar worlds of others include the new non-geographical
environments of the internet as real, not just virtual
worlds of success, happiness, satisfaction, failure, disappointment, trust and distrust.
The body politics: Leviathan wins over Behemoth
For over 3500 years, Mediterranean and European mythologies have narrated the competition between the
land creature Behemoth and the water creature Leviathan (Schmitt 1942);7 the land creature ruling the lands
with great and small walls, through towers, armies,
cities and rural areas; the water creatures dominating
the flowing streams, waters and oceans by streams of
information, commodities, monies, and networks of
ideas, propaganda and fashions. The winner in global
political and cultural life in the 21st century might be
the Leviathan, jumping over great and small walls of
all kinds and great and small political, social, economic, and cultural mountains using the new liquid bodies
of audio and visual information, of travel and trade.
Here are a few case studies: 300 years ago, in
1714/18, the Muslim Ottoman Empire attacked the
Christian Habsburg Empire, but was defeated by the
Austrian Prince Eugen in a number of battles. Today,
in 2014, young German boys and girls in remote and
sleepy villages learn about extreme versions of Islam,
become fanatic, travel to Muslim countries in the
Middle East with t-shirt and backpack and behead
other Muslims. The first battle in 1716 was the fight
between two Behemoths on land, the battle of today is
the battle of the Leviathan against the Behemoths on
land and in cyberspace. On September 11, 2001, the
widely unknown little Leviathan Al Kaida attacked the
most powerful Behemoth, the USA, and the Behemoth
declared war against this ever growing Leviathan. The
events in Syria, Kurdistan and Turkey since 2014 have
also had Leviathanian feedbacks in European cities
such as Hamburg, Paris, and London, where various
fanatic Muslim factions, for example, fight one another
7 See also Hobbes (1651; 1668); for today’s discussions using the
Leviathan image, see Nasr (2001); Preble & Mueller (2014).
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in the streets of the European Behemoth countries, of
which they are a part. Recently, this liquid air-andwater dragon has conquered lands in Syria and Iraq
and given birth to the new Behemoth of a radical Muslim Caliphate that exercises dominance over land and
people. Behemoth and Leviathan interact with each
other; our dreams, visions, ideas are of Leviathanian
nature, but they need to be embodied in the lands of
the Behemoth for the realized and lived happiness of
people and communities. In the interpretation of the
book of “Job,” both are created by God to be the most
powerful creatures on land and in water; those among
the powerful who fool around with the Leviathan
“are afraid: because of his crashings they are beside
themselves” (Job 41:25). Both creatures can be either
peaceful or disastrous, and the potentials of our human 6 C capacities might reflect these flexibilities of
cultivating and destroying. The “body politics” of the
Behemoth and the Leviathan are different from my
body, where organs such as liver and lung are fully integrated for a healthy and enjoyable life. Humans are
social beings, but they are not just part of something
bigger and more complete; as nationalistic fascism
used to say: “You are nothing, your volk is everything.”
Territorial borders are no more a barrier for the long
breath and wide reach of the Leviathan. Aristotle differentiated between six forms of society, with dictatorship and anarchism being the extremes. Depending on
the specific culture and tradition of a given society, the
optimal interrelation between individual and society
would be between those extremes and everything living be in flux, change and development. Karl Popper
and Michael Foucault have warned about the growing
powers of the “enemies” of the open society and the
dominating power of the corps-état; much earlier already Edmund Burke and Arnold Ruge had cautioned
against developing powers of socialism and nationalism in Europe (Burke 1790; Ruge 1846; Popper 1945;
Foucault 2004). They all reasoned in terms of land, not
in terms of water.
Protestant pastor Fritz Jahr was an educator with
teaching experience who in 1930 wrote a courageous
article on “Character Dictate or Freedom of Thought”
in an educational journal, giving out a public warning about growing political ideological terror: “Do not
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teach predetermined subjective disposition … Methodologically it is not acceptable to present only what is
suitable and to suppress unsuitable facts, or to deny or
to manipulate them at will… The benefits and shortcomings of different opinions and attitudes must be
discussed (neither through a rosy glass, nor through
a black one)… Instead of presenting biased character
formation, students should be given the opportunity
to form their own opinion, respectively objective information should be given, so they may form their
own character at a later date” (Jahr 2013, pp. 61ff).
Of course, being a realist and pioneer in establishing a broadly-based model for the ethics of bios in academia and in real life, Jahr recognized the biological
and cultural importance of self-interest in the struggle
for life and success, describing an “opposition and alliance in social life” between egoisms and altruism (Jahr
2013, pp. 51–7): “Egoistic mentality as a natural phenomenon is also a basic human right. If such a right
is used reasonably (natural and healthy lifestyle, especially in regard to nutrition, dressing, living and working conditions, also in a regulated and sufficient pay,
not to forget also in the struggle for survival which can
be regulated largely in justice and fairness), then it will
be effective in wide circles and is –at least in its consequences– altruistic” (Jahr 2013, p. 56). This interrelatedness of egoism and altruism was the internal metabolism of the Behemoth yesterday and will govern the
Leviathan and the rivalry between the two tomorrow.
Risks in modern biocultures
We have come a long way from the earliest information
on the developing body politics over the last ten thousand years. For millennia we have been quite familiar
with traditional nature-based risk to bios and to human individual and social life in particular. Social life
unfolded in a circular way based on the seasons and
the teachings of the old generations to the new ones;
the wisdom of the great-grandfather und the greatgrandmother were good also for the following generations; modern technologies since the 18th century and
global interaction based on modern technologies and
the clash and interaction of lifestyles and civilizations
have changed societies and cultures into progressive
or regressive dynamics and developed new forms of
J Health Cult 2016;1(1)
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interaction among individuals, communities, corporations and states in intertwined geo-space/cyber-space
biotopes (Lent 2014). These new amalgamated human-made forms of life have provided new risks such
as powers struggles, wars, exploitation, and technical disasters. Some of these new human-caused risks,
such as the dependency of urban mega-life on electricity and digital communication and cooperation that
could be destroyed by terrorists or by state-based terror, could lead into most severe catastrophes. System
failure in medieval cities was related to the seasons, to
fire and to loss of harvest; system failure in modern
mega-cities and in global commerce and trade will be
based on infrastructure failure of electricity and digital
technology or their potential catastrophic use.8
As far as risk to life and enjoyment and cultivation
of life are concerned, human-based and human-created forms of life make life safer and more comfortable
by building, heating and cooling houses, providing
safe and sufficient food through agro-technology, wiring the globe with electricity and radiation waves of
various length for energy, light, communication, cooperation, and further cultivation of our lives. To avoid
nature-based risk, we humans are far too powerless,
as we cannot influence the seasons, the sun and the
moon, earthquakes and tsunamis; but we have experience of how to protect ourselves from those events by
just not living in the harshest environments, by providing enough food supply for winter seasons, by wearing
clothing appropriate for the season, by building safe
and stable houses. Human-based risk, however, such
as war, discontent in society, greed, error and terror, at
times have been successfully mitigated and eventually
avoided by prudent bioethics developed over the millennia, the instruments for which are the 6 C human
capacities mentioned earlier, often also called virtues,
values, or principles. Here are just four different sce8 The Greek term kata-strophe means downturn, fiasco, overturn;
the catastrophe can be unexpected, expected or expectable; in
the Greek tragedy we can differentiate between three stages of a
fiasco: protasis as the introduction of the variables in the scene
and the persons, catharsis as the high point of development and
potential catastrophe, then the epitasis as the result and followup. Today we face a new tension between the powerful global
bodies of markets of values and valuables, of communication
and cooperation on one side and the priority of traditional political power based on police, military and national law residing
in nation states.
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narios of new biological, digital, financial, and human
risks and potential catastrophes for the 21th century:
global pandemic, electromagnetic pulse, global loss of
trust in paper-based values, global potential for revolt
and/or repression:
(1) Biological risk: Half a dozen people attending
a family reunion in Hong Kong unfortunately become
infected with a new strain of an H1 virus; they leave
the festivities and fly to various destinations in Europe, Asia and America where they unknowingly infect more people, who then themselves infect others,
causing a global pandemic. This scenario can be used
as well by half a dozen suicidal criminals who infect
themselves with a naturally occurring or specifically
manufactured microbe and fly to one or more countries in order infect strategically, during the incubation
period and before their own death, as many people as
possible by visiting sports events, riding the subway,
or going to movie theaters (Sass 2009; cf. Sass 1987;
Sass 2006b; Hoffman 2009). The infrastructure of the
technological society will remain intact, but it will become difficult to find competent people to use it; nonhuman life will not be targeted, and a new form of integrated bios will prosper.
(2) Electric risk: A digital global meltdown, making electricity-based information and communication
processing and controlling obsolete, can be caused
by severe, however rare, electromagnetic winds from
the sun [EMP], but can also be triggered by states or
groups of criminals using strong magnetic radiation.
A device similar to a hydrogen bomb exploded over
Southern China or over the East coast of the USA in
high air or on a harmless fishing trailer emitting strong
gamma radiation may render the digital infrastructure
of Istanbul or the Ruhr region in Germany or the area
of New York useless. Such an event would affect the
entire electric grid, microchips in phones, cars, supermarkets, elevators, all forms of digital communication
and cooperation, including those of the police, military and rescue forces and the media.9 People will die
9 A USA 2008 EMP Congress Commission estimated that 90% of
the US population would die within twelve months after a total
loss of electricity from starvation, disease or societal breakdown
(Woolsey & Pry 2014); cf. Pry (2013); Metatech Corporation
(2010).
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in their high-rise buildings, or might kill one another
over food and water; cars will stop driving, planes will
fall out of the sky; people will be clueless as to what has
caused the breakdown of civilization. Different other
attacks on utility infrastructures have occurred and
very likely will occur again, destroying water dams,
power grids, pumping stations, al kind of control systems, and annihilating all sorts of private intellectual
and real property. A highly complex and most comfortable modern bioculture is revealed to be standing
on “feet of clay,” as it is literally “built on (silicon) sand.”
(3) Confidence risk: Trade and commerce are getting more and more integrated and thus can be prey
to unintentional or deliberate attacks on basic trust
in trade and finance; we experienced an unintentional meltdown of financial markets in 2008, and
only concerted efforts to rescue the very institutions
that had caused the meltdown prevented an international catastrophe for economy and business life. Today, individual computer hackers or state-supported
criminals can create total havoc in the fully integrated
commercial life of the planet. Inadequate or corrupted
dangerous legislation still allows for banks and other
speculators to buy and manipulate commodities of all
sorts; high-frequency trading [HFT] has not proven
to be economically necessary or beneficial; governments print paper money without control; unknown
or undisclosed leverage of market players, predatory
lending, deregulation, computer-driven interconnection and trading create fragile, brittle business architectures of yet unknown proportions (Ingham 2004;
Roeder 2011; Wray 2012; Barth et al. 2012; Calomiris
& Haber 2014; Wolf 2014). We have speed limits on
highways and streets for individual drivers, but there
are no speed limits for trading commodities or derivative products for the “big players.” I am not aware of
tough and convincing proactive measures by states
and businesses to avoid such a global catastrophe rendering digital-based or paper-based assets worthless.
Take this case: A crazy person or group or government
throws 200 or 300 trillion US $ Treasury Bills on the
European markets, real and for cash only, not as derivates, not as futures; not much trade will occur; the US
markets will not open, nor will the Asian bourses; my
bank around the corner will close the next day and the
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ATM machine at my supermarket will be out of cash;
the gas station and the supermarket will not accept my
credit card anymore; everything is in order, values are
“there,” but trust is “gone.” This super colossus was not
of gold or even bronze, it just was made of paper and
based on trust, when a kick against its feet of clay made
it break down for a long time.
(4) Revolt and repression risk: When Karl Marx in
1848 researched human masses as a powerful force for
changing social and political environments, he pointed
at the exploited proletarians of the European industrial
revolution of his times; today he would identify the
unhappy and frustrated segments of populations in
transition from traditional to modern societies, such
as the youth in the so-called Arab Spring and its counterrevolutions, global fashions of modes of rebellion
against traditions from the past but also reactionary
revolts against the fast moving developments of global
integration and the loss of traditional points of orientation in religion and culture leading to uncertainty
and disorientation of many young people and resulting in a rebirth of religious and cultural extremism
and backward-oriented narrow-mindedness. There
have been many studies on discontent in culture and
changes, destructions, and reconstructions brought
about by rebellions. The new century provides different reasons for rebellion and discontent and allows for
many new different forms of protest. At the same time,
political dictators and strong social or business forces
may use the same new information, communication,
and cooperation technologies for microscopic invasion
of privacy, for indoctrination and introjection, in order
to promote their own selfish interests of power.10 These
new environments of information, communication,
and cooperation based in cyberspace can work both
ways, in favor of further liberation and the development of civil societies or in favor of state-controlled or
business-controlled masses, in favor of better transpar10 In his famous lectures on “biopower” at the College de France in
1978, Michael Foucault discussed the use of information and indoctrination methodology by nation states in Europe since the 18th
century: “when discipline is the technology deployed to make individuals behave, to be productive workers, biopolitics is deployed
to manage population; for example to ensure a healthy workforce”
(Foucault 2003). He traces the model of biopolitics back to the Greco-Roman and medieval emperors and kings; nowadays he might
recognize the power of the radio, television and the internet for even
more successful forms of domination and indoctrination.
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ency or in favor of even more successful corruption and
exploitation—similar to the double-purpose or spin-off
use of old technology. These are just four among many
more modern scenarios of potentially catastrophic dimensions, individually or in combination.
Bioethics as a guide for culture and survival
How will we and can we manage risks and avoid or
survive catastrophes to all of life in the 21st century?
Van Rensselaer Potter defined bioethics as the science and art of survival, and Fritz Jahr explained
how self-interest (egoism) and care for others (altruism) are two sides of the same coin. But this should
not be new to us, as many cultures and religions have
made compassion and reciprocity for culture and cultivation and the “love of your neighbor” a superior or
divine mandate. The Prophet Micah summarizes the
entire Jewish law in two commandments: “Love God
and love your neighbor as you love yourself;” and Jesus followed Micah with the same message. The Muslim tradition specifies the help to one’s brother even
in extreme situations: “It is right to help him when
he is oppressed, but how should we help him, when
he is an oppressor?” The answer given by the Prophet
was “by preventing him from oppressing others” (AlBukhari, Hadith 3:624). A recent review of Buddhist
bioethics holds: “Modern biologists understand that
human nature –our genome– is the accumulated result of organic experience gathered over hundreds of
millions of years, during which some manifestations of
life (bodies) were more successful than others in projecting themselves (their genes) into the future. As this
process continued, the eventual results were ourselves,
along with all other beings. We and our living cousins
are thus the result of innumerable prior beings and will
in turn be the cause of others in the future” (Barash
2014, p. 95). Such modern scientific insight into interrelatedness could as well quote the 2500 year old Vedic
saying “tat tvam asi” (“this is also you”), i.e., you are
also this animal, plant, environment, growing or suffering living being.
The good use of the 6 C human capacities –which
we may also call virtues– has played a role in all religions and traditions of the world. These capacities have
been instrumental in building the modern, highly in-
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tegrated geographical and non-geographical worlds of
today; but they were also instrumental in degrading
and destroying natural and social habitats. However,
we humans have no other instruments than those that
brought us here, to win the future or to lose it. And
there will be different solutions to avoid risk and to
protect and even further cultivate our natural and social environments. In 1819, devout Jewish believer and
enlightened philosopher Moses Mendelsohn argued
in regard to religious fighting: “Brethren, if you want
true peacefulness in God, let us not lie about consensus when plurality seemed to have been the plan and
the goal of providence. No one among us reasons and
feels precisely the same way the fellow human does.
Why do we hide from each other in masquerades in
the most important issues of our lives, as God not
without reason has given each of us his/her own image and face” (Mendelssohn 1819, p. 201). Very close
to the Jewish philosopher Mendelsohn is the Muslim
lawyer and scholar Abu Hanifa, founder of the influential Muslim Hanafi Law School, in quoting the Prophet
Mohamed, who recommended debate to solve social
and interreligious controversies: “Differences of opinion in the congregation must be considered as a special
grace of Allah.” As we already have different faces, hair,
skin color, bodies, and brains, why should our cultures
and societies be uniform as those of the bees and ants
probably are. If we have different opinions, we have to
talk. World history shows us quite a number of successful and relatively long-sustained cultures and communities from which we can learn bioethical cultivation and biocultural survival.
German biologist and maritime researcher Karl
August Möbius coined the term “bio-cenosis” in 1877
from the Greek terms bios (life) and koinōsis (mingling/sharing), to describe ecosystems as bionic communities containing “mutually dependent species
and individuals, the variety and number of which are
determined by the average external living conditions
and sustained in an appropriate area by means of reproduction” (Möbius 1877), using the symbiotic life
of oysters in the North Sea as an example.11 In 1852,
11 Francé RH, often called the “father of sustainable agriculture”
used the term Biozönose in Die Welt als Erleben: Grundriss einer
objektiven Philosophie (1923, pp. 96ff) in order to explain the
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Czar Nikolas I used biomedical terminology to describe “the sick man at the Bosporus,” i.e., the dying
Ottoman Empire. Today, millennia-old societies such
as Iraq and Syria are disintegrating as they might be
infected by some sort of “cancer” or “auto-immune
disorder.” Societies unwilling or incapable to adapt to
the modern world have been called “sclerotic;” there
are other coronary or infectious diseases, dementia,
hypertension, diabetes, arteriosclerosis in modern societies and cultures, in businesses, corporations and
communities; but there can also be “preventive care,”
fitness training and the support of happiness in the
cultural and social biotopes of economy and politics,
in clans, communities, healthy and growing countries
and weak and disintegrating societies. Successful biocenosis can occur in a small pond of fish, plants, and
algae, but also in large socio-cultural lakes or oceans of
people, cultures, and politics. Using the terminology
of biology, biocenosis, or biomedicine thus might help
us to understand better the social and political developments of and in living cultural, social and political
bodies, business corporations, local clans, and cyberspace communities. Bioculturology, indeed, is a new
methodological and conceptual approach for the 21th
century, one of the many fields of bioethics, and very
much needed and hopefully successful in looking at
important challenges, opportunities and risks in ways
never applied before.
We humans and our societies and cultures are an
integrated part of the worlds of bios, and therefore we
need bio-ethics, (1) because in comparison to other
species we lack a firm and inflexible instinctive drive
to do the “right thing” at the right time, (2) because we
have the liberties either to “do right” or to “do wrong”
and potentially harm ourselves, our fellow humans,
and our various environments, (3) because we want to
be happy and healthy in sustainable civilized and cultivated geographical and non-geographical surroundings. The Behemoths and Leviathans, just as we indiphenomenon that each “individual” is in regular relationships
with its biotope, striving and tending towards epharmony [“jedes
‘Ich’ mit seiner Umwelt in gesetzmäßigen Beziehungen steht,
welche nach einer Epharmonie tendieren”], and that biological
biocenosis thus is a particular aspect of the general tendency
towards balance [“die biologische Biozönose also eine Teilerscheinung der allgemeinen Gleichgewichtstendenz des ‘Bios’”]; cf. Eisler
(1910, note 1 on p. 226).
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vidual humans, have the power to be good or bad, but
at an enormous scale. As the history of human culture
and ingenuity shows, the prudent use of the 6 C virtues
and principles of communication and cooperation, of
competence and compassion, of competition and cultivation has been a great success. Transnationally and
transculturally, we need just these 6 C properties to
protect and to cultivate human lives and cultures. In
his bioethical “last will,” Van Rensselaer Potter, one of
the fathers of modern bioethics, wrote: “Global Bioethics must evolve into a politically energized and socially
concerned Bioethics Worldwide: Global Bioethics for the
21st century calls for Peoplecare with Healthcare and
Earthcare with Animalcare” (Potter 2012, p. 153).
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Migration and health in medical education: 		
a work in progress report from Central Europe
Frank Kressing
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Abstract
According to different sources, the percentage of migrants in Germany amounts to between
12 and 20% of the total population, meaning that between 9 and 15 million people have a
foreign, “non-German” background. Naturally, the result is an increasing number of patients
with “foreign” background in clinics, surgeries, and hospitals, plus a growing number of patients from abroad who come to Germany in the course of “medical tourism,” seeking specific
types of healthcare that are not available in their home countries. On the other hand, there is
an increasing number of internationally composed teams of doctors and nurses, treating “foreign” and “domestic” patients alike, plus an increasing number of “international” students,
achieving their degrees through medical teaching and training in Germany. Until the present
day, however, challenges resulting from migration processes of patients and healthcare workers have been addressed only insufficiently. Despite obvious needs for an effective cultural
diversity management in medical institutions, the education of medical students in central
Europe still shows severe shortcomings in terms of intercultural awareness and practical
skills in serving patients from different cultural, geographical, and religious backgrounds.
Furthermore, presently existing medical curricula do not consider special needs in training
international medical students. In this paper, we will first try to answer the question why
medical diversity management should be a topic in a medical doctor’s education before offering some theoretical considerations concerning the term “culture;” and we will then turn to
the state of affairs in migrants’ healthcare in central Europe, mainly in Germany. The question
of so-called culture-bound syndromes shall be addressed and some stereotypes concerning
migrants’ health pointed out before introducing working groups and committees dedicated
to the spread of intercultural awareness in medical education.
Keywords: cultural trap; medical diversity; foreign doctors; culture-bound syndrome; migrant patients
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Migration and health in medical education: a work in progress report from Central Europe

Introduction
Migration –especially from Turkey, but also from other Mediterranean and Middle Eastern as well as from
Eastern European countries– has played a dominant
role in public debates of the last decades in Germanspeaking countries (Austria, Switzerland, and Germany). Until the present day, however, challenges resulting from migration processes of patients and healthcare workers have been addressed only insufficiently.
Despite obvious needs for an effective cultural diversity management in medical institutions, the education of medical students in central Europe still shows
severe shortcomings in terms of intercultural awareness and practical skills in serving patients from different cultural, geographical, and religious backgrounds.
Furthermore, presently existing medical curricula do
not consider special needs in training international
medical students. To overcome these shortcomings,
several working groups have been founded to establish
and to improve culturally sensitive curricula in medical training. It is the goal of these committees to raise
the awareness for the need of cultural diversity management in hospitals, clinics and surgeries, based on a
profound theoretical framework in terms of ethnicity,
religious diversity, and the term “culture” itself.
Why should medical diversity management be a
topic in medical doctors’ education?
According to different sources, the percentage of migrants in Germany amounts to between 12 and 20%
of the total population, meaning that between 9 and
15 million people –out of a population of 81 million–
have a foreign, “non-German” background (Schenk et
al. 2006; Razum et al. 2004; Razum et al. 2008; Razum
et al. 2009; Tivig & Hetze 2007). Naturally, the result
is an increasing number of patients with “foreign”
background in clinics, surgeries, and hospitals, plus a
growing number of patients from abroad who come
to Germany in the course of “medical tourism,” seeking specific types of healthcare that are not available in
their home countries.
On the other hand, there is an increasing number of
internationally composed teams of doctors and nurses,
treating “foreign” and “domestic” patients alike, plus

an increasing number of “international” (again, foreign) students, achieving their degrees through medical teaching and training in Germany.
Theoretical background: the “cultural trap”
Relating to this setting of multiple intercultural encounters, I would like to refer to what can be called
the “cultural trap” in medical diversity management
(Knipper 2014; Kressing 2014b), attempting to examine the popular usage of labels such as “cultural diversity,” “ethnicity” and “cultural/religious identity” from
a social/cultural sciences and humanities perspective,
since the term culture is not always used in a very
thoughtful manner and therefore deserves a thorough
examination (Wimmer 1996). According to Peters et
al. (2014), an essentialist understanding of the term
culture needs to be avoided, since “culture” refers to
processes of internal and external ascription of identities, supporting the perception and handling of differences. Culture is usually applied according to the
specific context; in the life of most migrants, multiple
cultural identities prevail,1 and belonging to a specific
nation, nationality, or ethnic, religious, or cultural
group represents just one among several aspects of
an individual person’s identity and biography (Borde
2005).
The state of affairs: inequities in migrants’ healthcare
As several official reports by German healthcare
authorities indicate (e.g., Statistisches Bundesamt
2013), challenges resulting from migration processes
of patients and healthcare workers have –until the
present day– only insufficiently been addressed (David
et al. 1998; Mangiapane et al. 2013; Mashkoori et al.
1998; Zeeb & Razum 2006). There is a lack of reliable
data concerning the number of migrant patients in
Germany, especially due to the fact that an exact
definition of immigration status in Germany does not
exist (Deutscher Ethikrat 2010). According to federal
German census authorities, the term “immigrant” refers
to every person who settled in the present territory of
1 This is vividly illustrated by the Turkish-German cartoonist
Muhsin Omurca’s character Kanakmän (“German during daytime, Turk at night”).
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Germany after the year 1949, including the offspring
of these persons, and all foreigners born in Germany
or persons having at least one parent of foreign
origin (Statistisches Bundesamt 2013; Mikrozensus
Statistisches Bundesamt 2005).2 It turns out that an
unequal access to healthcare institutions –comparing
“native Germans” to immigrants– still prevails. The
situation is especially difficult for refugees and other
migrants with uncertain legal status of residence or the
so-called sans papiers, meaning people with undefined
status of residence (Bergmann 2012; Bornschlegel
2013; Collatz et al. 1999; Thilke 2013). Although a high
percentage of healthcare workers –doctors and nurses
alike– come from abroad, most foreign doctors do not
come from the migrant patients’ countries of origin or
heritage, so that a language barrier between “foreign”
MDs and patients may still exist and may be even
worse than between migrant patients and “German”
medical personnel (Razum et al. 2008).
Mental illnesses
Concerning the realm of mental illnesses, there is
also an unfortunate lack of reliable data, but it is quite
obvious that even though migrants suffer from mental complaints twice as often as the average German
population, they tend to be underrepresented in the
respective medical institutions. A high rate of suicides
in migrants is attested, especially in young females of
Turkish origin, compared to the average in juveniles
(Ärzte Zeitung 2012; Aichberger et al. 2010; SchoulerOcak 1999; van Bergen et al. 2014). Overall, a striking
lack of medical diversity management can be attested
to German healthcare institutions (Höhne & Schubert
2007; Knipper & Bilgin 2009; Klein-Ellinghaus et al.
2014), with the lack of qualified translation and interpretation facilities –for migrants with limited knowledge of German– being a crucial element (MigrantFriendly Hospitals Project 2004).
In everyday clinical communication, healthcare
workers and patients often resort to ad hoc translators,
2 For the year 2008, the Federal Statistics Office and the Robert
Koch Institute claimed that 15.58 million foreigners lived in
Germany. According to these official figures, 16% of them are of
Turkish origin (Tivig & Hetze 2007; Höhne & Schubert 2007, pp.
103–25; Razum et al. 2008, p. 7).
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for example kitchen or cleaning staff, for interpretation,
which proves to be an obviously very insufficient procedure. Instead, interpretation between different languages in a hospital environment should not be restricted to
the word-to-word translation of medical diagnoses and
therapy suggestions, but interpretation needs to be culturally adapted and sensitive—a demand that can only
be met by qualified interpreters being familiar with the
cultural background of the patient and German “mainstream society” alike, but not by family members –who
often have a bias concerning the desirable treatment of
their peers– or some member of the patient’s linguistic
community who –accidentally– happens to be within
reach, but might speak a completely different dialect,
might not be familiar with medical procedures, and
might belong to a completely different social stratum or
segment of the respective society (Peitinger 2011; Pöchhaker 2000; Saladin 2014).
Culture-bound syndromes and stereotypes concerning migrants’ health
The problem of adequate translation already addresses
the need for respect toward non-Western explanatory
models regarding the origin of illnesses or diseases and
their possible cure or therapy (Greifeld 1995; Kleinmann and Benson 2006; Grützmann, Rose and Peters
2012). In this context, so-called culture-bound syndromes have to be mentioned, even though their importance has often been exaggerated: Not all migrants,
e.g., those from Middle Eastern countries, are possessed by jinn or struck by the evil eye. Furthermore,
in an act of intercultural medical othering (cf. Bunge
2004; Herrmann 2000; Petersen 1995), medical staff
may tend to construct typical illnesses that are presumably typical in migrants, such as morbus Bosphorus, the
infamous mamma mia syndrome, Ganzkörperschmerz
(which means pain all over the whole body), or the
term Gastarbeiterulkus (migrant workers’ ulcus), referring to the higher incidence of ulcer in migrant
workers. The well-attested emergence of stereotypes
concerning migrants’ health that developed from the
1970s onwards lead to a widespread stigmatization of
migrants’ illness perception and –in the author’s opinion– often serves as a camouflage reflecting the intercultural helplessness of many healthcare workers.
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Working groups and committees fostering intercultural awareness in medical education
Despite obvious needs for an effective cultural diversity management in medical institutions, the education of medical students in central Europe still shows
severe shortcomings in terms of intercultural awareness and practical skills in serving patients from different cultural, geographical, and religious backgrounds.
Furthermore, presently existing medical curricula do
not consider special needs in training international
medical students.
To overcome these shortcomings, several working groups have been founded to establish and to improve culturally sensitive curricula in medical training. One example is the Committee on Intercultural
and Global Health Issues within the Association for
Medical Education (Gesellschaft für medizinische Ausbildung), established in September 2013; another one
is the Working Group on Intercultural Awareness in
Practical Medicine, which is also part of the German
Academy for Ethics in Medicine (Akademie für Ethik
in der Medizin), founded in February 2011. It can be
said that non-governmental groups focusing on the
rise of intercultural awareness in medical practice –
and medical education– are presently “mushrooming”
in Central Europe, mostly including members from
Germany, Austria, and Switzerland, expressing the
need for definite improvements in this field, and establishing a close link between intercultural awareness
and global health issues, e.g., in the field of medical
tourism.
Demands pertaining to medical diversity management
What are specific demands put forward by these different committees and associations? To answer this
question, central demands from the paper “Recommendations in dealing with intercultural variety in the
healthcare sector” (Peters et al. 2014) shall be cited.
This paper starts with a general commitment in favor
of healthcare equity, meaning (1) that equal access to
healthcare institutions is provided and guaranteed,
and (2) that discrimination is avoided and forbidden.
Specific health needs of migrants have to be recognized

and respected, and professional interpreters have to
be established as standard in all hospitals (not ad hoc
translators, e.g., kitchen or maintenance staff). According to this paper, all professionals working in the
healthcare sector, no matter whether they are actually
dealing with patients or not, have an ethically grounded responsibility to work in favor of intercultural sensitivity and justice in the healthcare sector. Changes
in favor of culturally sensitive healthcare have to be
implemented in the basic structure and at all levels of
the healthcare sector—this means also in the administration, monitoring and catering sectors of a hospital.
Culturally sensitive healthcare has to respect different
outlooks, perspectives, identities and backgrounds of
all persons involved (patients, clinic staff, etc.).
Coming to specific demands concerning medical
education, it has to pointed out that no checklist for
appropriate intercultural behavior can be provided—
instead, a general commitment to culturally sensitive
healthcare for all patients is needed and has to be implemented in doctors’ and nurses’ teaching and training.
Medical diversity management has to be a compulsory
topic in MDs’ academic education, not just a voluntary
subject, and teaching/training facilities in regard of cultural awareness have to be available for all healthcare
professionals—not just for medical doctors (cf. Coors et
al. 2014; Knipper et al. 2010; Peters et al. 2014).
Coming to the teaching and training for international, foreign students, previous experience has
shown that especially students from Middle Eastern
countries show significant problems to cope with conditions in Western medical schools, and that they fail
far more often in exams than students of German or
comparable “Western” background. In a literature review presented by Elzubeir et al. (2010),3 the authors
indicate that the introduction of innovative medical curricula in a number of Arab countries, such as
small-group, case-based, or problem-based learning,
seems to contribute significantly to increase stress.
Elaborating on such studies, the opinion shall be put
forward that Middle Eastern students’ problem in coping with teaching conditions cannot be exclusively
3 This review article is based on studies dated from 1998 to 2009
and is largely restricted to Egypt, Saudi Arabia, and the United
Arab Emirates.
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reduced to the language barrier. Instead, it has to be
assumed that culture-bound factors are also involved
(Kressing 2014a).
Therefore, intercultural awareness is nothing medical students have to learn exclusively on the level of
academic knowledge, but involves skills and attitudes
that can be practiced with their “international,” “foreign” peers from the first class in university teaching
onward. Students from abroad should not be regarded
as a burden, but need to be perceived as an enrichment for intercultural training, offering opportunities
to learn about specific culturally-bound images concerning the role and identity of the physician and the
perception of disease and illness.
As many clinical examples show, conflicts between
patients, doctors, nurses, and other medical staff often tend be labelled “ethnic” or “intercultural” as an
excuse for lack of understanding and commitment in
communicating between patients and healthcare staff
(Imhof & Kressing 2014; Knecht 2008). Thus, the reference to the patient’s “foreign,” “exotic,” “unfamiliar”
culture hides the fact that an unbiased treatment of a
specific patient might not be in the intention of healthcare workers or is regarded to be too difficult—intercultural problems might easily turn out to be problems
of hierarchies or social difference (Peintinger 2011).
Conclusion
It can be said that in the light of intercultural encounters, basic bioethical principles that ought to be applied
to all patients can be defined, e.g., precise anamnesis,
translating medical terms into colloquial language,
patient’ information and education, informed consent
and shared decision-making. Standards and rules of
healthcare for international/”foreign” patients are exactly the same as those for the treatment of “native,”
mainstream patients. Thus, intercultural sensitivity
becomes a testing ground for standards of healthcare
that have to be applied to all patients, and culturally
sensitive healthcare allows health workers to show and
act out their mental and social potentials. Basically,
dealing with intercultural patients is a phenomenon
of interaction requiring awareness—the same type of
awareness as the interaction with “average” patients.
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Contributions and ambiguities in Islamic research
ethics and research conducted in Muslim contexts:
a thematic review of the literature
Mehrunisha Suleman
Ethox Centre, Nuffield Department of Population Health, Oxford University

Abstract
Islam forms the second largest religious affiliation across the world and very little study has
been done to explore its role in the context of research ethics. The majority of Muslims live in
the developing world and therefore can form a significant cohort for research as well as those
who carry out research. Since Islam has generally encouraged the use of science, medicine
and biotechnology as solutions to human suffering, it would be useful to assess its influence
on global and local (regional and national) ethical decision-making. This paper provides a
thematic review of the literature related to Islamic research ethics and research conducted
in Muslim contexts. PubMed was searched with a basic Boolean search strategy using key
phrases: “(Islam OR Muslim) AND (ethics OR Bioethics) AND research.” A new database,
the Islamic Medical and Scientific Ethics (IMSE) database developed by Georgetown University, was also searched. Searching in both databases yielded 505 articles, which were then
analyzed for relevance. The review revealed eight overarching themes in the literature relating
to Islamic research ethics and research conducted in Muslim contexts. The themes include
(i) ethical principles, (ii) complexity of the consent process involving married and single
Muslim women, (iii) the consent of minors, (iv) retention of genetic material and tissue, (v)
religio-ethical challenges raised by global pandemics such as HIV (vi) scholarly deliberations surrounding emerging medical technologies such as genetics and reproduction (vii)
the emerging role of contextual scholars as authorities collaborating alongside Islamic textual
scholars, and (viii) religious injunctions relevant to research. The literature as it relates to
these themes is summarized in this review. Although the application of Islamic principles is
varied and inconsistent, this review, revealing the importance of normative Islamic sources
within the research ethics discourse in the Muslim context, emphasizes the role of religion
and religious authority in underlining research priorities, guidelines and conduct. Muslim
scientists, researchers, ethicists, theologians and legal scholars need to address the questions
presented here using tools from within their own tradition to provide coherent guidelines
to enable researchers to engage in moral reasoning that is congruent with their own religiocultural values, while remaining consistent with the necessary international research governance standards.
Keywords: Islamic research ethics; research in Muslim contexts; Boolean search
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Introduction
In recent years, biomedical research in developing
countries has been expanding, with important implications for the development of novel, lifesaving therapies for pandemics such as HIV (Nuffield Council on
Bioethics 2002). It has also been suggested that health
research conducted in developing countries may represent a valuable source of healthcare, be a means of
addressing conditions specifically affecting these areas,
or as a vehicle for implementing such solutions whilst
building capacity in the form of infrastructure development and the training of local staff (Bhutta 2002).
Biomedical advancement, however, has to be carefully monitored with sufficient governance processes
to ensure there is no compromising ethical standards
(Lurie & Wolfe 1997). Recent work on global biomedical ethics has transformed dramatically, considering
not only challenges in consent procedures (Freedman
1987), but also more subtle questions relating to exploitation, the need for research to be responsive to local population needs and the sustainability of research.
This shift has occurred, as there is growing realization
that some of the most contentious contemporary ethical controversies are not related to informed consent
but rather to the ethics of appropriate risk-benefit ratios, exploitation and the value of research to the local
community (Emanuel et al. 2000), where the endemic
socioeconomic injustices also cannot be overlooked
(Ijsselmuiden et al. 2010).
However, the field of global health research ethics
faces the continuing challenge of its application within
ethnographically diverse settings. Although bioethics has increasingly developed a global consciousness,
universal principles to guide ethical decision-making
successfully, irrespective of cultural or religious contexts, are not available and may never be established
(Ryan 2004; Chattopadhyay & De Vries 2012). Despite
the variety of work that has been accomplished thus
far (in deriving ethical principles, applying them and
reviewing them), some authors suggest that many researchers fail to take into consideration the pertinence
of religious pluralism, cultural differences and moral
diversity which pervade different societies (Durante
2009). They suggest that it may be necessary to assess
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existing research protocols to establish whether they
allow for the necessary cultural diversity and therefore
enhance applicability.
It is also important to consider the role religious
views and values play in defining what counts as an
ethical problem and what it means to be an ethical researcher. The latter is critical in order to gain a deeper
understanding of the moral universe of researchers
who consider themselves affiliated with a religious
school of thought or the challenges researchers may
face when working with a religious community. As
very little study has been done within this area, this review aims to elucidate some of the questions and challenges that may occur when research is conducted in
Muslim contexts and to analyze the role of normative
Islamic sources in the moral considerations pertaining
to research.
Another important consideration that needs to
be made here is that, within the Muslim tradition,
although the formulation of religio-ethical opinions
has usually been perceived as the exclusive charge of
religious scholars, more recently physicians and scientists themselves have taken on this task. Studies have
shown that Muslim medical and scientific experts are
keen to adopt the language of Islamic theology (Ghaly
2013) and to draft Islamic legal rulings in an attempt
to answer emerging religio-ethical challenges. It may
be pertinent to assess the nature of this emerging
multifaceted role of the Muslim physician/scientist/
researcher and the impact it may have on the global
health research ethics discourse.
Islam forms the second largest religious affiliation
across the world and very little study has been done to
explore its role in the context of research ethics. Currently there are 1.57 billion Muslims across the globe
accounting for just under a quarter of the world’s population (Sachedina & Ainuddin 2004). The majority
of Muslims live in the developing world and therefore
can form a significant cohort for research as well as
those who carry out the research. Islam has generally
encouraged the use of science, medicine and biotechnology as solutions to human suffering and as such, it
would be useful to assess its influence on local ethical
decision-making (Inhorn 2003). Novel ethical dilem-
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mas that have been presented by the recent biomedical
advancements have functioned as a catalyst within the
Islamic scholarly sphere, compelling religious experts
into renewed and sustained discussions about these
challenges and the need to present appropriate solutions. Thus, it would be useful to capture the Islamic
perspective on the complex questions posed by global
health research.
“Islam” in this review refers to the religion, with its
normative sources the Qur’an (book of God) and Sunnah (teachings of the Prophet Muhammad). However,
the textual guidance needs to be considered alongside
the contextual experiences of Muslims. Their lived application of the normative sources is a substrate for
the growing body of Islamic legal literature. Both the
textual and lived experiences need to be considered in
order to understand better how Islam influences research and how Muslims, who encounter research, apply Islam’s teaching in their professional and personal
lives.

Figure 1. Literature search interrogation process.
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This paper provides a thematic review of the literature related to Islamic research ethics and research
conducted in Muslim contexts.
Methods
Although the literature review was largely descriptive,
with the aim of identifying emerging themes in the literature, a systematic approach was taken to find and
categorize the relevant literature. Two databases were
used to undertake the search. PubMed was searched
with a basic Boolean search strategy using key phrases: “(Islam OR Muslim) AND (ethics OR Bioethics)
AND research.” A new database, the Islamic Medical and Scientific Ethics (IMSE) database, developed
by Georgetown University, was also searched. The
PubMed search yielded 157 articles and books. The
IMSE search yielded 348 articles, books and relevant
references. Items from both databases were then analyzed for relevance by interrogation of the title and
abstract. Irrelevant articles were discarded from the
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search results. Full texts of the remaining articles and
books were analyzed and again irrelevant results were
discarded from the search. Forty full texts were discarded as they were not relevant to Islam and Research
ethics. Figure 1 summarizes the results of the literature
searches and the interrogation process.
Results and Discussion
Searching in both databases yielded 505 articles, which
were then analyzed for relevance by interrogation of
the title and abstract. One hundred and seventeen relevant articles were then extracted and their full texts
reviewed and analyzed. The ethical challenges of global health research, from an Islamic perspective and
within Muslim contexts, fall into two broad categories:
the ethical challenges of the topic under study, and the
ethical challenges of the research design and conduct.
Ethical challenges of the topic under study
Most of the 117 relevant articles found were general
discussions on bioethics with a mention and/or subsection on research ethics. The major focus of these
articles was on the Islamic responses to technological
advancements such as genetics, cloning, reproductive
technologies and organ transplantation. From an Islamic perspective and in Muslim contexts, before the
process of research can be morally interrogated, it is
imperative that the topic of research is sufficiently analyzed. In Muslim countries, for example, before certain technologies are considered for context-specific
research trials, scholarly opinion may be needed in
order to determine their appropriateness as a subject
of study (Larijani et al. 2006; Zahedi & Larijani 2008).
For example, Fadel (2010) reports that the international guideline CIOMS, which has been adapted for use
within the Muslim world, specifies that in an Islamic
country each IRB should include the opinion of a fiqh
(Islamic jurisprudence) committee “to be certain that
the proposed study is within the guidelines of Islam.”
Ethical challenges of research design and implementation
Of the 117 articles found relevant to research ethics,
only 34 specifically focused on issues pertaining to the
design and conduct of healthcare research. One of the
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reasons for the lack of publications within this arena
may be the necessary intellectual catch-up by Muslim
scholars who have been preoccupied with the generation of responses to specific biotechnologies.
Another reason that has been suggested is that the
output from Muslim scholarly meetings over the past
two decades that are relevant to biomedical ethics are
yet to be collated or translated into English. Concerted
efforts are being made to invest both financially and
intellectually in order to make such material available
to the English-speaking world (Ghaly 2013). Ghaly argues that Muslim scholars during the 1990s collaborated with physicians and scientists in order to arrive at
Islamic responses to the HIV/AIDS pandemic. These
proceedings were intellectually robust and successful
in their subsequent outputs. However, until recently,
the available literature in English on Islamic perspectives on HIV/AIDS has paid little attention to the content and output of these meetings (Atighetchi 2007).
Eight overarching themes within the literature
The review also revealed eight overarching themes in
the literature relating to Islamic research ethics and
research conducted in Muslim contexts. The themes
include (i) ethical principles, (ii) complexity of the
consent processes involving married and single Muslim women, (iii) the consent of minors, (iv) retention
of genetic material and tissue, (v) religio-ethical challenges raised by global pandemics such as HIV, (vi)
scholarly deliberations surrounding emerging medical
technologies such as genetics and reproduction, (vii)
the emerging role of contextual scholars as authorities
collaborating alongside Islamic textual scholars, and
(viii) religious injunctions relevant to research.
I. Principles of ethics
Of the articles that specifically consider research ethics
principles, these largely reflect on Islamic laws and values in reference to existing secular ethical principles,
such as the four principles developed by Beauchamp
and Childress (2001). Autonomy, for example, is discussed by numerous authors, some of whom accept it
as a principle that was present within the Islamic tradition predating Beauchamp and Childress’s seminal
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work (Aksoy & Tenik 2002), agreeing with the latter
authors’ claim that autonomy is a universal principle
shared and applied by different religio-cultural traditions. In another work, Aksoy explores the roots of
all four principles from within the Islamic tradition
(Aksoy & Elmai 2002), arguing that these principles
are “already being applied in Islamic traditional and
cultural societies.”
However, many other authors argue that although
Muslims may broadly share the four principles, how
these are applied within the research context may vary.
For example, autonomy and the principle of informed
consent is a contentious issue within Islamic ethics.
Secular ethics is widely accepted as “rights-based” with
a strong emphasis on individual rights and freedoms.
Autonomy and in turn informed consent are important corner stones of biomedical research, etched into
ethical guidelines to prevent the repetition of historical
atrocities. Many authors have considered autonomy
as the most important ethical principle (Engelhardt
1986).
In Islam, however, the emphasis is on the individual’s duty to God, the community and him/herself. It
does not allow another person to infringe on an individual’s rights, unless absolutely necessary, and based
on duties such as preserving life and avoiding harm. In
Islam, an individual’s freedom may be constrained if
it causes harm to others (Rathor et al. 2011). Defining
harm may be based on the principle of maslaha (public
good), where the risk-benefit ratio is used to ascertain
whether a decision would be in the public’s benefit
overall. Thus, the literature highlights that different
moral traditions may require us to do the same thing,
in the end, yet it is very important to acknowledge and
respect the different views, values and traditions that
exist globally.
Another important concept in Islam and within
Muslim committees is the sacred position of the family. Thus, Muslims may not share the secular construct
of autonomy and may prefer “collective autonomy,”
where healthcare and health research decisions are
made not only by the individual, but the entire family
unit. In some Muslim societies, this decision making
process may even include religious leaders and friends
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(Oguz 2003). The decision-making unit, or jama‘ah (a
group), is favored in Islam over an individual’s decision. This is not to mean that an individual’s view is
not respected, it is to allow familial and community
advice when making a decision and retaining their
support through a favorable or unfavorable outcome.
The literature search and review reveal that there is
little material in English where Islamic legal thought
is applied independently of existing guidelines, where
many authors have simply sought the “Islamic equivalents” of the four principles. One may argue that there
may be little need for additional frameworks if those
that exist allow researchers to answer emerging ethical
questions (ten Have & Gordijn 2011). However, rather
than trying to superimpose secular ethics within an Islamic legal framework, it may be more valuable to derive principles from within the tradition. Authors have
also argued that there exists a “Western bias” within
contemporary mainstream bioethics (Chattopadhyay
& De Vries 2012). Sachedina states “there is a critical
need to understand moral epistemology in Islam before searching for equivalents of the secular bioethics
in the Islamic legal texts” (Sachedina 2007). He makes
a “strong case for distinctly Islamic and yet cross-culturally communicable, principle-based deontologicalteleological ethics that are operative within the Muslim socio-cultural context in assessing moral problems
in Islamic biomedical ethics” (Sachedina 2006).
Yet, one may consider that this is an intellectual interaction that is both necessary and inevitable. Many
Muslim practitioners train in the West and therefore
become familiar with Western and secular moral
principles. When practicing in the West or in Muslim
contexts, they may adapt these principles based on
their environment or personal beliefs. It may not be
possible for them to divorce their intellectual and professional training of what is morally correct by simply
considering what “Islam would say.” Rather, what may
be necessary is a platform to discuss such intellectual
and practical interactions to enable Muslims to remain
cognizant of their training whilst having the moral resources to navigate through problems that are in harmony with their beliefs.
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Other ethical principles that are discussed in the
literature within Islamic research ethics or research
conducted in Muslim communities include: ownership of the body, justice, scientific validity, privacy in
Islam, religio-ethical challenges involved in placebocontrolled trials, religious responsibility for the enrolled subject by the research sponsor and the potential for criminal charges in the case of harm, phase 1
trials and payment, and religio-ethical definitions of
benefits and risks.
II. Complexity of the consent process involving married and single Muslim women
The status of women is a commonly disputed area
within Islam. Although equal in faith to men (Qur’an
16:97), women are offered the protection of men
through their fathers, guardians or husbands (Qur’an
4:34). Application of the latter principle often leads to
discordance within the Muslim community. For example, within research, some authors suggest that a married woman may only participate if she has first sought
the permission of her husband. A husband may not,
however, force his wife to participate in a trial (Afifi
2007). Seeing it as a religious duty, women may consider their husband’s permission as imperative, and
such a decision may be described as her exercising her
second-order autonomy (Keyserlingk 1993).
Others have, however, argued that it is not in accordance with a woman’s human rights to have to seek
her husband’s permission before participating in a trial
(Fadel 2010). The latter consensus was established by
the Islamic Organization of Medical Sciences (IOMS).
However, the IOMS guideline (2005) added that “although not a requirement, it is preferable for a married
woman to obtain her husband’s consent.” The latter is
ambiguous, however, with no details about which circumstances a husband’s opinion would be necessary.
It would, therefore, be useful to know how Muslims
researchers, who use IOMS or other such resources as
a guide, implement this clause.
Another important ethical consideration is that
women are often marginalized in communities and
do not access healthcare. Does such a religious position, empower women to have the necessary discus-
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sions with the male members of the household, where
such conversations may be necessary and common, or
does it cause them to withdraw further from accessing services? The ambiguity in the interpretation of the
normative texts, however, reveals that more may be at
play in determining the gender roles in Muslim communities. It would require an empirical investigation
to explore in which communities women are required
to seek permission and whether it is the religious texts
that influence these social norms or cultural traditions
that are shared by other faith communities in the region, and are therefore independent of religion.
III. Consent of minors
In most countries, the age at which children legally attain full age is at 18 years. However, papers have described that according to Islamic law and the opinion
of several Muslim jurists, puberty marks the age at
which a child becomes an adult (Afifi 2007). On average, this may be considered at 15 years. Prior to puberty, the assent of the child would be necessary alongside
parental consent.
The IOMS guidelines also highlights that the consent of minors is an area where Islamic law differs
from CIOMS and many other international laws and
guidelines. However, no papers or guidelines describe
how researchers would implement such a ruling when
conducting trials in Muslim contexts, nor is there any
documentation of how compliant Muslims are with
this law. Empirical studies may provide an insight into
this phenomenon and offer an exploration of the application of this law in Muslim contexts.
IV. Islamic perspectives on retention of tissue samples
and genetic material
Studies have been conducted to collate the Muslim
public’s attitudes towards biomedical research in Saudi
Arabia. In particular, a study was carried out to capture Muslim views on the storage and use of human
tissue that carries genetic information, and the willingness of participants to donate samples to biobanks
(al-Jumah 2011). The study revealed that almost 70
percent of participants had a positive attitude towards
biomedical research and almost 80 percent were will-
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ing to donate excess surgical tissue for research. However, participants were less willing to donate tissue or
organs from a deceased relative. The latter views arise
from religious injunctions regarding the respect that
must be shown to the deceased and that “our bodies
belong to God” (Hamdy 2012).
Another study conducted in Egypt revealed that 66
percent of individuals would donate their samples for
future research. However, those who agreed favored a
consent process that limited future studies to the illness that was currently being studied. Additionally,
those who participated in the study expressed reluctance to having their blood samples exported out of
the Arab region. Factors that may account for such unwillingness may include issues around confidentiality,
lack of shared religious values or fear that oversight of
samples may be more difficult once they are exported
(al-Jumah 2011).
V. Religio-ethical challenges raised by global pandemics such as HIV
A recent subject of debate within Islamic medicine
and medical ethics is the HIV/AIDS pandemic. In
the 1990s, Muslim religious scholars, physicians and
scientists collaborated in order to construct Islamic
responses to the ethical questions raised by the HIV/
AIDS pandemic. The first report of this exercise in collective legal reasoning (ijtihad jamai), has been made
by Ghaly (2013).
Before such collaborative efforts, there was a disconnect between scholars of the text and those of context. For example, one Muslim scholar described the
HIV/AIDS epidemic as: “A disease that Allah (God)
has sent upon the infidel countries which made what
God has forbidden lawful and declared their rebellion against Allah by [committing] the unlawful sexual practices, viz., adultery and homosexuality. That is
why Allah sent upon them this little force whose name
is the ‘AIDS virus,’ namely acquired immune deficiency” (Ghaly 2013).
However, Muslim countries that had previously
considered themselves protected from HIV/AIDS due
to religious and cultural norms realized they were facing a rapidly rising threat (Hasnain 2005). The com-
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mon response from policy makers in Muslim countries for HIV prevention had been a focus on abstention from illicit drugs and sexual practices. One of
the key features of the discussions around HIV/AIDS
were human rights issues, and scientists and physicians questioned the consistency of the “not our problem” approach (Ghaly 2013). Increased awareness of
the devastating effects of HIV/AIDS as well as the fact
that there is no inevitable relationship between having
AIDS and having committed illicit sexual and recreational practices challenged the common stereotypes
and taboos within the religious scholarly discourse.
More recently, in countries where HIV/AIDS is
rapidly rising, such as Uganda (Farrell 2003), Senegal (Lagarde et al. 1998), and Indonesia (CDC 2003),
Muslim scholars have taken a more flexible stance and
justified the use of condoms and clean needles as a
short-term means of ensuring the sanctity of life. The
latter is mentioned in a Qur’anic verse (5:32) and under a state of emergency overrides the discouragement
of condom use (Hasnain 2005).
During the 1990s, the Islamic Medical Association of Uganda designed an HIV/AIDS prevention
program where they conducted a baseline survey and
implemented prevention activities within local Muslim communities. An education program employed
trainers to educate thousands of religious leaders,
who in turn educated their communities about HIV/
AIDS. After two years, there was a significant increase
in knowledge about HIV transmission, methods of
prevention and the risk associated with ablution of the
dead and unsterile circumcision. More significantly,
there was a marked reduction in self-reported numbers of sexual partners among the respondents under
45 years. Additionally, there was a significant increase
in self-reported condom use among men in urban areas (Kagimu et al. 1998). A recent report highlights
that there has been a marked decline of HIV/AIDS
incidence among the members of Uganda’s Muslim
community from 18% in the early nineties to 6% (Farrell 2003).
The Ugandan example highlights the importance
of integrating HIV prevention and treatment strategies within existing social, cultural and religious
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frameworks (Hasnain 2005). Additionally, successful
research of taboo subjects within the Muslim community requires appropriate education of local scholars
and the public. Muslim responses to the HIV/AIDS
pandemic illustrate that successful collaboration can
yield population health benefits. Such religio-cultural
adaptation has required extensive work by local and
international health professionals with the religious
leaders as key collaborators to ensure public acceptance and adoption of the prevention measures.
Muslim communities rely on their faith leaders for
guidance on what is Islamically considered as moral
and/or legal practice. The Ugandan study highlights
the importance of engaging, educating, and training
religious leaders about emerging global health challenges to enable them to arrive at an informed scholarly opinion that can then be disseminated and accepted
by their community.
VI. Scholarly deliberations surrounding emerging
medical technologies such as genetics and reproduction
There is a vast number of articles in English and other
languages such as Arabic and Urdu focusing on genetics and reproduction. This may be a result of the growing interest in the incidence of genetic diseases in the
Middle East, due to the prevalence of consanguineous
marriages within Arab Muslim populations (al-Hazmi
2004). Muslims believe in the importance of seeking
cures for all diseases, and the benefit that is accrued
through genetic research may outweigh the immediate
individual and societal cost (Fadel 2010).
Another reason for the high number of such articles is that major scholarly efforts over the past
two decades, within medical ethics, have focused on
emerging technologies. This may be because advances
in biotechnology have resulted in the subsequent economic response of increased demand for such technologies. Scholars have thus prioritized mounting a
reaction to this growing consumer market within the
medical field, whereas they have not yet fully grappled
with the equally pressing concerns relating to the design and conduct of medical research. Another reason
may also be that Muslim scholars are simply adding
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to the debates that are playing out within the broader
field of bioethics. There may also be drive to develop
responses that employ, more explicitly, an Islamic approach.
Genetic research, cloning and reproductive technologies are also of particular interest within the Muslim world due to the familial nature of the research.
Protection of progeny and paternity are key principles
in Islam (Kabir 2007), and so related fields of research
and development feature highly within this literature
search.
VII. Emerging role of contextual scholars as authorities collaborating alongside Islamic textual scholars
Traditionally, Islamic scholars have primarily held Islamic legal authority. They are usually trained in seminaries and study the Qur’an, teachings of the Prophet
and other relevant Islamic sciences to equip them with
tools for answering emerging ethico-legal problems.
However, with the advancement of science and the
subspecialization of knowledge, traditional Islamic
scholars are becoming more distant from the language
and context of science. With the growing ethico-legal
conundrums practitioners face in their work, physicians and scientists have taken on the task of familiarizing themselves with the Islamic legal tradition.
Studies have shown that Muslim medical and scientific
experts are keen to adopt the language of Islamic theology (Ghaly 2013) and to draft Islamic legal rulings in
order to bridge the communication gap between their
profession and the traditional scholars. This is in an
attempt to answer emerging religio-ethical challenges. Authors have called such collaborations between
“scholars of the text and context” as necessary to address communities’ emerging challenges (Ramadan
2009).
It may be pertinent to assess the nature of this
emerging multifaceted role of the Muslim physician/
scientist/researcher and the impact it may have on the
global health research ethics discourse. Is it possible
that, in time, such bilingual scholars will replace traditional scholars? Or will traditional scholarship only
retain its relevance if it develops alongside technical
knowledge?
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VIII. Religious injunctions relevant to research
The literature describes that the factors influencing
the design and implementation of research involving
Muslim communities may also include those issues
pertaining to religious injunctions, such as:
•

•

Dietary restrictions such as fasting during the
month of Ramadhan and the use of porcine-based
medical products within a research study (Padela
2013), or other illicit ingredients.
Muslim attitudes towards a research study may
also be affected by the proposed clinical environment such as lack of modest hospital gowns as well
as the gender of the researcher. Although exceptions are made within the context of an emergency,
within the context of research, Muslims may prefer
researchers of the same gender especially if physical examination or the discussion of sensitive subjects is necessary (Inhorn 2003).

Future work: the need for a contextual study
The textual analysis completed thus far requires a
complementary contextual study to answer the question about the role of Islam within research. There
have been no empirical studies to date to assess the
“moral world” of the Muslim researcher. Although international guidelines have been adapted to incorporate Islamic views, studies have shown that the latter
are of limited practical application within a “Muslim
country” setting. As yet, it is unclear whether Muslim
researchers rely on such adapted guidelines or simply
use the existing international guidelines that are present. If the latter is true then it may be useful to assess
how Muslim researchers employ “secular” guidelines
within their local environment and whether they need
to adapt them based on their faith and/or context.
In settings where non-Muslim researchers are
working with a majority Muslim population, it may be
valuable to assess whether they are able to apply research protocols according to international guidelines,
verbatim, or whether adaptation is necessary based
on local religious beliefs. For example, recruitment of
women may have to be done with the consent of her
husband or male relative. Also, it would be valuable
to assess the practical ethics struggles faced by Mus-
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lim researchers/physicians when doing their work.
The latter may comprise a mixture of secular and religious thinking and principles. Both of these aspects of
study will enable greater understanding of how Islam
influences the expectations and experience of research
participants, the dilemmas and decisions of Muslim
researchers and the lessons that can then be employed
by non-Muslim researchers
It is accepted that within Islamic jurisprudence, the
numerous schools of thought, although rooted in the
same primary sources, may arrive at differing and often contradictory judgments. It is thus imperative not
simply to rely on the textual reasoning found in published guidelines and literature but the contextual reasoning that is arrived at by researchers, scholars, and
participants. This may allow identification of the underlying normative principles that are applied by Muslim researchers. The literature search also reveals that
the Islamic perspective on research ethics is a nascent
area of intellectual discourse. Within it lies the exciting
scope of unravelling the potential impact that is being
made by researchers analyzing their biomedical context in light of an Islamic legal framework. Although
scholarly opinions have thus far focused on the religioethical challenges of emerging technologies, there is a
growing interest in further work within this field.
The literature also reveals that there are many
moral concerns arising from the Islamic tradition and
Muslim contexts that remain unanswered and require
consideration. Conducting studies on humans raises
issues around the sanctity of life, stewardship of one’s
body, seeking cures and enduring hardship. If Muslims
consider being stewards of the valuable gift of life as
well as their bodies, how do they reconcile the possible opportunity to preserve life that may be offered
by a trial chemotherapy drug, whilst potentially opening the window of harm by scientific experimentation?
What is considered an acceptable risk and an adequate
benefit? If Islam promotes charity and public good,
then why has the majority of the religio-ethical discussions focused on emerging technologies that are available to the privileged few? How will the Muslim world,
with its growing economies and resources, implement
Islamic teachings whilst remaining competitive on the
global market? Inequalities in power, health, and re-
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sources are rife in Muslim contexts all over the world.
Is it simply the case that religion is called upon when
relevant or does faith provide and necessitate the application of principles that may help address some on
the most profound questions presented by medical research? Islam is mentioned as a reason for why certain
research is funded or rejected; it is called on to legitimize or prohibit certain technologies and practices.
There is a scarcity of discussion around such important questions. Is the reason that Islamic scholars
and Muslims feel these are sufficiently answered by
existing discussions within the secular guidelines and
literature? The themes discussed here, namely, female
consent, tissue storage, genetic research and expert authority, reveal that there is a need for Muslims to acquire their own resources of moral reasoning to enable
them to navigate through existing and emerging ethical questions that uphold both professional standards
and their own religio-cultural beliefs. The question,
however, is whether there are sufficient intellectual resources and will to undertake the answering of such
questions.
Conclusion
This thematic review of the literature reveals the importance of normative Islamic sources within the research ethics discourse in contexts where Muslims
may be subjects of research and/or conducting research. Although the application of Islamic principles
is varied and inconsistent, the review emphasizes the
role of religion and religious authority in underlining
research priorities, guidelines, and conduct.
This paper highlights a growing literature on Islamic research ethics and research that is conducted in
Muslim communities. It also emphasizes that further
discussion and debate are not only desirable but necessary on the issues surrounding Islamic research ethics and research that is conducted in Muslim contexts.
This is because with the increasing volume of research
being conducted by and with Muslims who are largely
conscious of their faith, there will be a growing need to
address issues pertaining to research that interact with
their own religio-moral make up.
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The literature highlights areas of religio-cultural
contention between what is expected according to
global secular standards and what can be implemented
in a context where researchers’ and participants’ values
may require consideration. Further study is necessary
on such areas of contention firstly to document systematically where the conflicts may arise and secondly
how then to ensure that participants’ interests and
safety are upheld whilst balancing the professional and
personal considerations of the researcher.
A combination of empirical and normative study
is necessary to provide further insight into the phenomenon “Islamic research ethics” and to offer a more
robust discourse from within the Islamic and Muslim
ethics sphere. Muslim scientists, researchers, ethicists,
theologians and legal scholars need to address the
questions presented here using tools from within their
own tradition to provide coherent guidelines to enable
researchers to engage in moral reasoning that is congruent with their own religio-cultural values, whilst
presiding within the necessary international governance standards.
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A review of Ottoman court records on mental
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Abstract
The Ottoman judges’ (kadı) registers are juridical texts. These court records reflect the realities of everyday life in the Ottoman Empire. Such historical evidence of implemented decisions reveals the attitudes and course of action that Ottoman society considered to be appropriate and just. Cases culled from several court registers kept in different cities shed light on
the exercise of seeking legal counsel for mental patients. The court records, written in Ottoman Turkish, indicate that these cases were conducted with the participation of the judge, the
plaintiff, the defendant, and relevant witnesses. Often the patient, a guardian (tutor, possibly
from among the family members), relatives, neighbors, and other community members also
appeared in court. When needed, expert opinion was taken into consideration in legal discussions, and physicians (as specialists for the determination of insanity) were consulted. As
we can infer from the cases cited in this text, the underlying factor for the determination of
insanity was mental incompetency. This paper reviews hospitalization, guardianship (vasilik/
vesayet), personal rights (hak ehliyeti–vücûb ehliyeti), competence to act (edâ ehliyeti / fiil
ehliyeti), marriage and divorce, and some other legal proceedings regarding mental patients
in the Ottoman Empire in the light of cases cited from the Ottoman court records. Finally,
the first act on mental patients and mental hospitals in the Empire is discussed and findings
are evaluated.
Keywords: Ottoman Empire; juridical records; legal rights; mentally ill; social attitudes
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A review of Ottoman court records on mental diseases

Introduction
The Ottoman judges’ (kadı) registers are juridical texts.
These court records reflect the realities of everyday
life in the Ottoman Empire. Such historical evidence
of implemented decisions reveals the attitudes and
course of action that Ottoman society considered to be
appropriate and just. Cases culled from several court
registers kept in different cities shed light on the exercise of seeking legal counsel for mental patients (Bayat
1992; Çetin et al. 2006).1
These court records, written in Ottoman Turkish,
indicate that the cases were conducted with the participation of the judge, the plaintiff, the defendant, and
relevant witnesses. Often the patient, a guardian (tutor, possibly from among the family members), relatives, neighbors, community members, and physicians
(the latter listed as specialists for the determination of
insanity) also appeared in the court. When needed,
expert opinion was taken into consideration in legal
discussions.
The legal notion and definition of insanity applied
in legal decisions in the canonical courts can be reconstructed from court registers. The wide range of mental disturbances mentioned in medical manuscripts
are not reflected in the court records (Sarı 1986).
While there were certain criteria used to judge insanity, decisions were highly flexible, on an ad hoc basis. A
generic expression is used in lawsuits for various forms
of unusual behavior. In court cases, the terms cünûn or
cinnet are frequently applied to denote madness. Although the noun cinn, meaning genie, is the root of the
term cinnet (Devellioğlu 2009), this meaning is not reflected in court registers, where the following expressions are used to define madness and the insane:
•
•
•
•
•
•

“cinnet getirmek”: displaying madness, go mad,
to become insane
“cünûn ‘ârız olmak”: having signs of madness
“cünûniyet müstevli olmak”: being possessed by
madness
“mecnûn”: the madman
“mecnûne”: the madwoman
“mecnûnü’l akîle”: one who has lost his mind

As we can infer from the cases cited in this text,
the underlying factor for the determination of insanity was mental incompetency. The main criterion used
to judge someone to be insane was his/her inability to
reason. Lacking reason or deficiency in reasoning was
expressed as lacking the temyiz kudreti, which means
the power of discernment of the reasons and consequences of actions (Dönmez 1993; Dönmez 2011). We
come across expressions such as, “her reason is gone”
or “he lost his mind.” The mind (akıl) determines the
capacity of the human being to tell right from wrong
and to act accordingly. The term akıl means reason,
intelligence, discernment, discretion, as well as comprehension (idrak), perception and mental ability. In
court registers, we come across expressions such as
yarım akıllı, meaning mentally weak, and akılda hiffet/
hafiflik, meaning light-witted (see Case 5, 9, 11). This
notion is based on Islamic law, where it is the mind
that renders the human being responsible and legally
liable. (Uzunpostalcı 2007; Yıldız 2009; Udeh 1990).
According to the information we obtain from case
reports, madness was recognized from its signs and
symptoms, called eser-i cinnet. For example, the way
of acting, mode of external conduct, behavior (etvâr
and evzâ’), such as hitting or insulting other people,
would be signs of madness. People’s testimony about
an individual’s state of mind, as a result of observing
or experiencing an act of madness, was also taken into
consideration. Attributing madness to oneself (kendüye cünûniyet isnâd etmek) is also cited in court records.
However, a physician’s report was required for a definite diagnosis and a final decision about madness.
The distinction between permanent and intermittent forms of mental disturbances was a significant criterion for legal decisions. Confirmed permanent madness is called cünûn-i mutbik. A judicial decision is
required to confirm that a person is permanently mad
(cünûn-i mutbik). Intermittent or short-term madness
presenting with lucid intervals is called cünûn-i gayr-i
mutbik (non-permanent). Another term we encounter
in court registers is cünûn-i müfîk, meaning reversible
madness (Bilmen 1967; Dönmez 1993, p. 126; Udeh
1990, pp. 171–2).

1 Different approaches in various Islamic sects are not discussed in
this paper. The issues presented emphasize a common ground.
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Cases
The following case is about a mother’s action for a judicial decision to confirm that her son is permanently,
i.e., irreversibly, mad. The court order conformed to a
consensus of the community.
Case 1
“Ayşe, mother of İlyas, applied to the court and asserted, ‘My son İlyas came to be mentally ill at three
years of age, after his father’s death. Gradually, his illness became more severe. He harms people because
of his innate mental illness. Ask those present in the
court.’ She requested a decision about her son’s madness.
All those present said, ‘His insanity is of the permanent type of madness (cünûn-ı mutbık). It has been
15 years since his mind did not come back…’
It was decided that İlyas was permanently insane.”
(Adana court records, 1744; Yılmaz 2006, p. 299).

Hospitalization of the insane
Lawsuits provide case studies related to mental patients concerning hospitalization, discharge from hospital, and care at home. The duty of the court to protect
both the individual and society reflects the paradoxical
status of the insane. In the following case, a son opposes his insane mother’s hospitalization that has been
requested by the community. As a result of the court
decision, the responsibility for the insane remains with
the family.
Case 2
“Many residents of the district came to court and
said, ‘As Fâtıma has gone mad, she ought to be hospitalized and treated by administering syrup at the
hospital.’ Fâtıma Hatun, the insane mother of Ömer
was also present, hearing the lawsuit.
Ömer, son of Fâtıma said, ‘I will guard my mother
at home.’
With the decision of the court, Fâtıma was entrusted to her son Ömer.” (Konya court records, 1614;
Yılmaz 2006, p. 117).

Need for medical knowledge and expertise is encountered in several cases of hospitalization and dis-

60

J Health Cult 2016;1(1)

Review

charge from hospital. Below, a physician’s opinion is
requested for a decision to discharge an offensive insane person from the hospital:
Case 3
“Osman is chained up in the Sultan Ahmed Han
Hospital in Istanbul. His father-in-law Mehmed applied to the court, submitting a petition to take Osman home. The hospital’s head physician said, ‘It
is not harmful for Osman in terms of treatment at
home, provided he is chained.’
The person sent by the head physician and people
of the community conveyed the head physician’s
decision to the court. Osman’s transfer to his home,
his maintenance and treatment at home, while being chained, were decreed” (Istanbul court records,
1766; Yılmaz 2006, pp. 315–6).

When serious impairment was likely to occur to
the patient without treatment, a decision for compulsory treatment was given in the patient’s best interest.
In Case 4, a father requests hospitalization of his insane son for treatment:
Case 4
“A Christian named Hâsır applied to court. He wanted his son, who had attempted suicide, to be hospitalized. Hilmi Beşe, the guardian of Sultan Alâeddin
Hospital, was present at the hearing of the case. The
father said, ‘My son Mirat, who is present here, has
symptoms of madness. He threw himself down a
well and in other dangerous places. I wish him to be
handed over to Hilmi Beşe for treatment.’
Madness was displayed in Mirat’s manners and behavior. In addition, local residents confirmed Mirat’s
insanity and also reported about him throwing himself into the well. Thereupon the father delivered
his son to the official Hilmi Beşe to be treated at the
hospital” (Konya court records 1669; Yılmaz 2006, p.
167).

Times of lucidity in intermittent and reversible
madness
Being deprived of reason, the deranged individual
was unable to undertake judicial acts, but in periods
of lucidity judicial functions were permitted. The law
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allowed the insane to make their own will in the following two cases (Case 5 and 16). Judges based their
decision on the testimony of the insane women and
adult witnesses.
Case 5
“Sâbire Hatûn was light-witted (‘hiffet’), and acts
of madness appeared suddenly. She was said to be
insane (‘mecnûne’). Her brothers Yûsuf and Ivaz
wanted to be her guardians. After residents of the
community were questioned, Sâbire herself said,
‘From time to time I go mad, and insanity (cünûn)
possesses me.’
Many people in the community also said, ‘Sâbire is
light-witted, she is suffering from reversible madness (cünûn-i müfîka) and her foot and hand are
paralyzed (mefluce).’
Sâbire was handed over to her brothers Yûsuf and
Ivaz to be protected and controlled” (Konya court
records 1676; Yılmaz 2006, pp. 184–5).

Guardianship (vasilik/vesayet) and personal rights
(hak ehliyeti–vücûb ehliyeti):
Lawsuits provide case studies related to the incapacitation of a person on grounds of insanity. Assigning responsibility of care for an insane person and his or her
property to another person, i.e., guardianship, aimed
at the protection of the insane as well as the protection of the community. Guardianship over an insane
person is similar to curatorship. A curator (veli) is one
who is empowered to exercise the legal rights of an incapacitated person, such as a child. The notion of legal
incapacity is based on the need for protection of the
defenseless. Whoever cares for the insane is expected
to act as a parent. The guardian (vasi) must be mature,
in full possession of his/her mental faculties, of good
repute and able to undertake the office. The guardian is
appointed by the court with the approval of the judge
(Bardakoğlu 2013).
Acts considered as “rights endowed to human beings by God,” such as inheriting property, marriage
and divorce are called hak ehliyeti, meaning personal
rights. Madness does not eliminate these personal
rights. When personal right is considered, the insane

is presumed to be competent (ehil). The law allowed
the insane the right to inherit property. However, this
right is to be exercised by the guardian (Bardakoğlu
1994; Şentürk 2000). In the following case, guardianship of property is conferred to the mother of the incapacitated.
Case 6
“The insane female Şerife is one of the three children
of the deceased knife maker Mustafa; and, like her
sister and brother, one of the heirs of the property
transferred by inheritance.
The court has to choose and appoint a guardian who
is to take the possession (‘zapt’) and the protection
of the property inherited from the father and to do
what is needed.
Following the information given by some people
whose names were registered, it was evident that the
mother of the children, Hatice Hatun, being qualified as necessary, was trustworthy and honest, capable to cope with trusteeship.
The mother was chosen and appointed as the guardian; and she undertook to carry out the necessary
duty” (Konya court records, 1816; Ünlü 2005).

In the following case, a trustee (kayyum) is appointed by court order to administer the estate of an
insane inheritor:
Case 7
“The insane named Mustafa is the son of Mustafa
who is deceased. His father’s wife Kezban and his
sister Hadice are also dead. The insane is heir of the
decedents (‘soydan’) to the property left over from
the deceased.
The ‘kassâm’ who is in charge of distributing the inherited estate and protecting the rights of children,
chose and appointed the children’s relative Hasan
b. Halil as the trustee so as to control (‘zapt’) and
protect the inherited share (‘hisse-i irsıyye’) of the
insane.
People whose names were written down in the registry made it known that this person was good and
beneficial in all aspects concerning the insane.
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Upon this, the judge appointed Hasan as the trustee
(‘kayyum’).
He undertook (‘taahhüt’) to carry out the necessary
service as required, in the appropriate way” (Tokat
court records 1812; Hanilçe 2009).

The needs of insane who had no income were also
an issue referred to the court. A guardian might ask
for financial support. Below is a case where the elder
son was appointed as guardian for his penniless insane
mother:
Case 8
“It was reported by honest and credible people that
signs of madness appeared in the behavior of the
woman Melek Hatun that year. It was necessary and
important to appoint a guardian to serve the interests of Melek Hatun.
The elder son of Melek Hatun, es-Seyyid Mustafa
Çelebi was said to be devout and honest. It was indicated that he was capable of handling his mother’s
guardianship. When the judge chose and appointed
es-Seyyid Mustafa as the guardian, he accepted the
guardianship (‘vesayet’) and undertook to carry out
her affairs. However, Mustafa asked for ‘ten silver
coins (akçes) alimony to be appreciated and assigned
as a maintenance allowance for her garments and
other necessary expenses; and to be written as debt,
in case required, on her husband Kara Mahmud Bey,
who was in another country.’
The names and seals of many people who witnessed
the lawsuit were also registered” (Kayseri court records 1693; Yılmaz 2010).

Christian residents also applied to the Muslim
court to ask for guardianship:
Case 9
“Many people came from the district to the court.
They said, ‘The Christian woman named Şemam,
sister of Sinan, came to be light witted (aklına hiffet târî olup); however, her husband is not here and
there is nobody to look after her. Şemam’s brother
Sinan should take his mentally ill sister to his home
and take care of her by administering medicine and
control her.’
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Then, Sinan said that he would bring his sister home,
attend to her treatment and control her; and his
words were recorded in the register.
Five judges sealed the decision” (Konya court records, 1673; Acartürk 2006).

Competence to act (edâ ehliyeti / fiil ehliyeti):
Regarding Islamic jurisprudence, the basis of capacity
to act is provided by the power of judgement / power
of discernment (temyiz gücü). Mental illness removes
the power of judgment. The insane is incompetent in
respect to the capacity to act (fiil ehliyeti). Therefore,
the insane does not have criminal liability. However,
the insane and/or the guardian are responsible/liable for damages caused due to madness. Compensation for damage/harm given by a mentally ill person
is paid from his/her own wealth. For indemnity debt
(tazmin borcu), the condition (şart) of competence to
act (fiil/edâ ehliyeti) is not demanded. Personal right
(hak ehliyeti) is sufficient. Although the insane can be
considered liable (borçlu) for damage, the responsibility for payment of the debt from the insane person’s
property is incumbent upon the legal representative
(Bardakoğlu 1994; Dönmez 2011; Uzunpostalcı 2007).
Reason or the ability to understand is the essential
condition for the existence of all judicial actions, and
this is presumed to be lacking in the insane. Mental
illness removes the competence to act (fiil ehliyeti),
thus legal liability. If a mental patient was deprived
of the power of discernment during the act subject
to trial, then he/she was released from judicial action
(Bardakoğlu 1994).
Questioning a person’s sanity at the time of action
is a matter of discussion. In the following case, qualified witnesses were called to testify to the insanity of
the individual:
Case 10
“The head official lieutenant colonel of Karaman
sent Abdullah Çavuş to the court of justice. He
summoned Bektaş b. Mustafa, a resident of the
Debbağhane district, to the court. In the presence of
Bektaş, he claimed, ‘Bektaş robs from the vineyard.’
When it was said that the circumstances of the event
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be learned by questioning the people of the district, several people from the community present at
the court, whose names were registered, reported,
‘Bektaş’s mind suddenly turned mad (aklına cinnet
târî oldu); he is insane (mecnûn).’
Notable people (‘ayan’), teachers (‘müderris’) and
sheiks put their seals under the words registered”
(Konya court records, 1673; Acartürk 2006).

In the following case, a prisoner who got mad while
being in prison was decided to be released:
Case 11
“Scholars (‘ulema’) and dignitaries, who were inhabitants of Lârende, came to the court and explained
their intention: ‘Zeytuni Çavuş from Konya was put
in prison by the order of the Sheikh al-Islam, so as to
correct him, because he dared to make disapproved
behaviors. But, God save, he has got light witted
(aklına hiffet getirip) and become insane (mecnûn).
He is in a wretched condition; he deserves mercy in
all respects, he is worthy of affection.’
They requested and wished (‘niyaz’) him to be released and expressed their wish emphatically in
backing him.
The court ruled to set Zeytunî Çavuş free from prison” (Karaman court records, 1830; Gürbüz 2009).

Marriage engagement and divorce
According to Sharia, agreements made by the insane
are illegal and business cannot be transacted with
them. However, the insane can be bestowed in marriage by a guardian, being viewed from the personal
rights (hak ehliyeti) perspective (Karaman 1989). However, a guardian is expected to act responsibly toward
the insane and his property or else will be removed
for improper conduct. The duty of anyone knowing of
the misconduct of a guardian is to inform the judge.
Guardianship can be declined with the acknowledgement of the judge (Bardakoğlu 2013). On the other
hand, insanity is a ground for divorce. A physician is
required to decide in a given case whether or not a person is insane. Medical proof of an individual’s insanity
at the time of engagement would invalidate the marriage contract signed by an uninformed partner. If a
partner was insane at the time of marriage, the spouse

has the right to ask the judge for a divorce (Atar 2007).
In the following case, the marriage engagement of
a man who was proven to be mad at the time of marriage is annulled upon medical examination and the
testimony of witnesses:
Case 12
“Fatıma applied to the court and said, ‘At the time
when I married Mustafa ibn İbrahim, receiving 1001
piasters (kuruş) dowry (başlık parası), making an
engagement in the presence of witnesses, I did not
know that he was insane. Before entering the bridal
chamber, it was understood that Mustafa was really
mad and, after being arrested, he was sent to the hospital. As the fatwa2 I have necessitates, my request
to cancel the marriage engagement was put into effect with my petition dated June 7th, 1897 [26 Mayıs
1313]. The written order (emirnâme) of the country
doctor Sava Efendi, whom Mustafa was referred to,
is attached to my claim. After Mustafa was arrested,
Mustafa’s neighbors informed the officials that he had
been mad for 3–5 years. A new medical examination
was performed and signs of madness were observed
in Mustafa; it was confirmed that signs of madness
were medically evident, hence from then on he should
not be left uncontrolled, and ought to be sent to the
hospital for treatment, as he was not safe.’
The prayer leader (‘imam’), the headman (‘muhtar’),
the aldermen (‘ihtiyar heyeti’) and all the people
of the district stated that Mustafa’s mind and comprehension were disordered, as he dared to hit this
and that (person) and to do harm. Being so mad, he
would commit serious crimes, hence he needed to be
sent to hospital. As it was clear that his wife (Fatıma)
really should not be allowed to live with him, an insane, she asked for further action (‘icabının icrasını
taleb ederim’). After Mustafa’s examination, it was
apparent from his acts and behaviors and the statements of the said people of the community that he
was still mad.
At the court, when confronted with the Konya Orphanage Director Hüseyin Efendi, who was the chosen
and appointed guardian of the insane, Fatıma Hatun
repeated what she had said, ‘Although I made a marriage engagement with Mustafa on the said date, he
2 Opinion on legal matter furnished by a mufti, on application.
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was mad at the time of engagement. As the marriage
engagement of such a mad man would not be trustworthy, I request the termination of this marriage.’
The said guardian replied, ‘As the plaintiff explained
in detail, she denies the signature at the time of engagement.’
Witnesses said, ‘We witness that Mustafa’s mind is
damaged (şuuru muhtel) and he has been permanently mad (cünûn-ı mutbık) for a long time, and
was the same during the plaintiff ’s marriage.’
They signed the registry” (Konya court records
1897; Albayrak 2010).

In the case given below, the divorced husband pretending to have been mad was determined to have
been sane at the time of divorce, which was confirmed
consequently:
Case 13
“Mihriye Hatun went to court and said, ‘Six months
ago Ali divorced me in court. When I wanted to
marry another man, he came against it. He tries to
prevent my marriage.’
Ali said, ‘I did divorce Mihriye in court on the date
in question, yet I was mad at the time of divorce. As
our divorce is wrong in this respect, I oppose it.’
Mihriye Hatun said, ‘My husband was completely
sane during the divorce; he has a perfect mind for
trade.’
Certain people known for their justice were brought
to court and said, ‘Ali was completely sane and comprehending when he divorced his wife. However, we
are witnessing his intention to cancel the divorce.’
Their testimony was accepted. Permission and license
was given to Mihriye Hatun to marry the person she
intended” (Konya court records 1817; Ünlü 2005).

Sentence exiling the mad from the city
Inhabitants of a community sometimes appealed to
court complaining about and requesting the exile of
a mad person who disturbed the community. The following case is about the complaints of local residents
regarding the unacceptably offensive behavior of a
mad woman, leading to her exile from the district:
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Case 14
“As the people of the district were helpless and desperate, the mad woman (‘mecnûne’) Havva Hatûn
was sentenced to exile (‘sürgün’) from Konya. The
substitute judge of the township Lârende announced:
‘People of the district are exasperated by the acts of
Havva Hatun, an insane female (mecnûne) inhabitant of the city of Konya. They gave a petition for
her to be exiled to another city. This time the insane
woman is exiled to Karaman. As you know, you must
detain her in your town and make certain she stays
in one place. This is ordered by the council (dîvân) of
the Karaman province, the district (liva) of Akşehir
and Aksaray. When you receive the decree, act as
necessary, refrain from opposition’” (Karaman court
records, 1831; Gürbüz 2009).

On the other hand, a mad person could apply to
court for a plea. In the case given below, a mad woman
seeks her right and opposes her exile to another city:
Case 15
“The insane woman Şerife Fâtıma Hâtûn, insisting
on her request, was seeking her right against being
exiled. Şerife Fâtıma Hâtûn, presenting her trouble
to the court, said, ‘I got mad, because fear of burning
prevails me.’
Upon the petition of the people of the community,
the court ordered her expulsion from the district.
She came to live in another place. However, she
submitted a petition to live in her own house. This
time, a suit was brought against the people who had
been present in court. Questioning the reasoning of
the court decision, a detailed investigation was requested. Two men amongst the people said, ‘Fâtıma
is still mad (mecnûne) and we are not safe and not
comfortable.’
As most of the people were silent, in order to be free
from injustice and guardianship, she was referred
to the head physician to correct and investigate the
situation. Then, Fatıma said, ‘My illness is not madness, I am suffering from anxiety.’
Her expression was registered in the court, in front
of the people.” (Istanbul court records, 1776; Yılmaz
2006, p. 350).
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The first act concerning mental patients and mental
hospitals
Though there were criteria used to judge insanity, canonical court decisions were highly flexible, on an ad
hoc basis. Enacting laws in line with Westernization
gradually came to change the attitude and behavior of
people towards the insane. Hospitalization of lunatics
and bureaucratic procedures came to be much more
significant. On March 6th, 1876, the Regulation on
Mental Hospitals (Bimarhanelere Dair Nizamname)
was passed. The regulation was adapted by Mongeri
from the French law dating from 1853. The new legal
arrangement led to a new system. The municipal police was held responsible for the hospitalization and
discharge of mental patients. Strict disciplinary police
measures were foreseen according to the law. First, the
family was to restrict the mentally ill compulsorily at
home. Then, the family had to notify the government.
The police and the family each had to appoint a physician to examine the patient. Several documents were
to be prepared and presented to the hospital. An application was to be made to the ministry of law in Istanbul or to the local government in other parts of the
country. After the law came into effect, social tolerance
for the mentally afflicted gradually disappeared. The
population of mental hospitals increasingly soared.
The family and the guardian’s responsibility for the insane declined rapidly. Issues related with the mentally
ill came to be institutionalized. (Kara 2006; Sarı & Akgün 2008).
Discussion and Conclusion
The rulings and judicial approaches observed in the
cases brought to Ottoman courts directly reflect the
moral values, attitudes and behaviors of the Ottoman
state and society. Each court case helps us gain insight
into another value. If in addition to the cases presented
above we look at other examples, we can learn about
other moral values. By examining these cases, we can
also determine the fiqh-based criteria according to
which Ottoman court decisions were made and their
legitimacy defended. The primary criterion was the
degree of the mental patient’s power of discernment
(temyiz kudreti).
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When we examine the court records, we see that
the Ottoman law did not allow the punishment or imprisonment of mental patients or their stigmatization as
sinners. Yet it is hardly imaginable that in an era long
before the introduction of today’s antipsychotics a mental patient with uncontrollable aggression and a potential to harm others would not be subject to confinement.
In such cases, however, a guardian would be assigned
to take responsibility for the patient, thus precluding a
forced hospitalization. It was preferred that the guardian be a family member of the patient. Besides the rights
of the patient, the guardian was also responsible for the
safety of society and people close to the patient.
Ottoman court records do not include any mention of genies (cinn) nor any trace suggesting the perspective of the “holy fool” (“deli velidir”). In court, all
mental patients were referred to as mecnun, an umbrella
term used to encompass all patients suffering from any
mental disorder, hence not using the names given to
their illnesses in the medical literature of the time; the
court would rule considering the medical, juridical, and
moral aspects of the case. When necessary, physicians
would be asked to provide an expert opinion. In resolving the cases brought to court, judges (kadı) would follow an approach based on judicious reasoning and rule
in accordance with the judicial and moral terms in the
Qur’an. If we look at the examples of court cases involving mental patients presented in this paper, it can be
suggested that the methods used in resolving these cases
were quite ahead of their time.
Today’s much debated ethical issues concerning
mental patients’ basic rights, power of discernment, degree of legal capacity, criminal liability, forced institutionalization and appointment of guardians (vasi tayini)
could all constitute reasons to go to court in the Ottoman Empire. The patient’s family, people in the patient’s
neighborhood or others could appeal to the court to
seek a solution for related problems, and when they appeared in court, they could raise their pleas or defense
arguments within the limits drawn by fiqh. We also see
that courts would allow patients to express and defend
themselves. Depending on the case, the court would
sometimes accept the patient’s claims and sometimes
rule in favor of society, taking into account public safety
concerns.
J Health Cult 2016;1(1)
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State and society would consider persons with psychiatric disorders as “patients.” The court was obligated to protect the mental patients’ rights. What rights
these patients had and to what extent their freedoms
could be acceptably restricted were discussed with
great scrutiny, and it was known that their imprisonment would not be appropriate in the absence of criminal liability. The pleas, defense arguments and rulings
expressed in courts were all processed in accordance
with these considerations. In resolving the conflicts
and incompatibilities between the third parties concerned about their safety and the patient lacking the
power of discernment, rights of the each of the affected
parties, i.e., the mental patient, the patient’s family and
society, were taken into consideration and balanced
against one another.
We see that women sought their rights in the courts
just as men, and non-Muslims appealed to Islamic
courts as Muslims did. The Islamic courts would base
their rulings on reasoning and judicial and moral principles and not on the principles of faith stipulated in
the Qur’an; this was why many people from different
religions appealed to these courts to seek their rights.
The regulation concerning mental patients and
hospitals that was introduced in 1876 as part of the
ongoing modernization and Westernization in the
Empire affected the attitudes and behaviors toward
mental patients, leading to a decrease in the implementation of ethical approaches. Its provisions had a
restrictive effect on the tradition to treat each mental
patient according to the individual conditions in the
patient’s particular case. The regulation also began
to shape the society’s attitudes and behaviors toward
mental patients. Its provisions introducing a code of
conduct fixed the freedoms of mental patients; eventually, it took precedence over the previous ethical approach that had been flexible enough to change in accordance with patients’ individual conditions as seen
in the examples presented in this paper. While at first
glance a precise regulation for mental patients may
seem appropriate, it actually cast a shadow over the
pursuit of moral and ethical values.
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