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Editorial 

Having published many authored and translated scholarly 
works in the fields of medical history, biomedical ethics, and 
social sciences previously, the Beşikçizade Center for Medical 
Humanities (BETIM), the nationally unparalleled subsidiary 
of the Hayat Foundation in Turkey, has now launched another 
periodical,1 the BETIM Journal of Medical Humanities (abbr. 
BETIM J Med Humanit), as its self-titled forum for an inter-
disciplinary exchange of views, knowledge, and experience 
between academics involved in the mentioned fields. We in-
vite anyone researching the interaction between health(-care) 
and sociocultural issues to contribute in this new platform 
their (conceptual and empirical) conclusions to the growing 
discourse aimed at optimizing health-care services and set-
tings so as to fulfill the needs of specific users, given that there 
is no longer much room for general assumptions in today’s 
world where the essential tension between universalism and 
particularism is greater than ever. Accordingly, papers from 
any academic background relevant to medical and health-care 
humanities will be considered for publication, while perspec-
tives transcending disciplinary boundaries are particularly en-
couraged. 

Why the focus on medical humanities? The medical hu-
manities approach that has been in development since its 
tentative beginnings before the 1950s was our pioneers’ main 
motivation in founding the BETIM in 2012, and continues to 
be our leading intellectual inspiration in this age of an increas-
ingly globalized world, where health concerns and health-care 
approaches are inextricably linked with the often radically 

1 In addition to its clinical periodical Anatolian Clinic the Journal of Medical 
Sciences (reoperationalized and published internally since January 2016 after 
its first publication period between the years 1933 and 1954 as one of the 
earliest clinical journals of the Republic of Turkey), edited by Drs. Handan & 
Seyit Ankaralı, Dr. Hakan Ertin, Dr. M. Kemal Temel, et al.  
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different cultures, values, and beliefs of patients, cli-
nicians, and researchers. Such connectedness is, and 
has been, particularly problematic in the face of the 
unprecedented complex issues brought about by the 
recent developments in end-of-life care, reproduc-
tive medicine, organ transplantation, embryonic cell 
research, genetic testing and engineering, etc. For 
many decades now, medical humanities have been 
contributing toward bridging the gap between medi-
cal practitioners and researchers’ professionalism and 
the human experience of disease and cure-seeking, 
both between the providing and benefiting parties 
and among members of the medical team themselves. 
First emerging in the English-speaking world, the field 
has gradually grown to encompass large swaths of the 
globe, using many languages, developing in many cul-
tures, and has evolved in various ways, making use 
of diverse disciplines—including bioethics. In recent 
years, medical humanities have more frequently been 
morally contextualized, and especially the role of the 
concurrent bioethical casuistry should not be neglect-
ed. More relevantly, medical humanities’ growth on 
different soils still requires specific forms of cultiva-
tion, given that conceptions, paradigms, and experi-
ences continue to differ significantly between cultures 
and change rapidly over time, though not necessarily 
in the same direction in every society. 

Because of the clarified relevance of cultural and 
intellectual pluralism to medical humanities, many in-
ternational and interdisciplinary congresses (includ-
ing the series held under the theme Health, Culture 
and the Human Body in the cities of Istanbul, Mainz, 
and Bremen, to be followed by the sixth episode in Ex-
eter) and various conferences (given by invited emi-

nent scholars—İhsan Karaman, John Harris, Robert 
Veatch, Heike Baranzke, İbrahim Yıldırım, Friedrich 
Kümmel, Hans-Martin Sass, to name but a few) have 
been organized under the roof of the BETIM. Since its 
very first days, the BETIM under the presidency of Dr. 
Hakan Ertin has also been organizing educational and 
informative events for undergraduate students (par-
ticularly for medical students and, naturally, on medi-
cal ethics) because it considers that today’s students 
as tomorrow’s scholars should already have a voice in 
the discussion of the issues complicating their future 
domains. 

Our policy of publication running parallel to this 
background, this first issue of the BETIM Journal of 
Medical Humanities opens with Kubilay Kaymaz’s let-
ter to the editor, in which the young medical student 
touches upon the practical intertwinement of health 
ethics and economics, with a focus on the copayments 
in the Turkish health-care system, and calls for good 
public information and the utmost endeavor to imple-
ment an ethically justifiable strategy of financial sus-
tainability. 

The first article is by Heike Baranzke, who, in 
great thoroughness, discusses human dignity, one of 
the most prominent, problematic, and paradigmatic 
concepts since the mid-20th century. Accordingly, 
she starts off by demonstrating that, despite its bibli-
cal and Ciceronian roots and subsequent history of 
over two millennia, the concept has been significantly 
prominent in international regulations and national 
constitutions only as from the late 1940s. She then 
highlights that the concept has also become prob-
lematic in the Western debate of biomedical ethics in 



the face of the contemporary advances in technology 
and life sciences and disputes the recently proposed 
empirical approaches to determining and respecting 
human dignity. Her contribution is primarily aimed 
at showing that the bioethical confusion about the 
meaning and function of the notion is due to con-
fusing applied ethical and fundamental ethical argu-
ments. According to Baranzke, the concept’s discrete 
history has in fact been accompanied by a fundamen-
tal paradigmatic shift in Western ethics, from the pre-
modern (“teleological”) agent-centered framework to 
the modern (“deontological”) act-centered paradigm, 
and, more recently, the addressee-centered perspec-
tive has emerged as a third, overwhelming element in 
applied ethics. The paper concludes that human dig-
nity conferred by rational autonomy as conceived by 
Kant is the true foundation justifying the right to self-
determination and the other basic human rights. This 
article by Baranzke is an abridgment of her original 
treatise, the full text of which was previously translated 
into Turkish by Editor M. Kemal Temel and published 
by the BETIM.2

In her international study on professionalism, eth-
nicity, and health policies, Lisa Peppler investigates 
the strategies pursued by physicians who migrated 
from Turkey to (West) Germany between 1961 and 
2012 for establishing themselves in the German so-
ciety and health-care system. Peppler identifies three 
generational categories: the “old” elite migrants (who 
immigrated to Germany between 1961 and 1974), the 
“new” migrants (1979–1990), and the “global” elite 
migrants (1999–2012). Based on twenty-nine semi-

2 Heike B (2018), Batı’daki Biyomedikal Etik Tartışmalarında 
Özerklik ve İnsanlık Onuru, trans. Temel MK (Istanbul: BETIM). 

structured interviews with (post-)migrant physicians 
and three expert interviews with presidents of Turk-
ish–German medical associations, the article analyzes 
how and why transnational professional biographies 
have differed from each other over the course of time. 
The key findings convey the reciprocal effect between 
professionalism and ethnicity in connection with 
health and migration policies. 

In the last article, Jarosław Barański discusses the 
healing properties of climate and landscape of the late 
nineteenth century health resorts, i.e., sanatoria, vis-
ited by the Polish people, reviewing the related medi-
cal, social–pedagogical, and philosophical–esthetic 
approaches articulated by various representatives of 
the Polish School of Philosophy of Medicine, includ-
ing Zygmunt Kramsztyk, Gerszon Lewin, Edmund 
Biernacki, and Henryk Nusbaum. From the scientific 
perspective of Biernacki, Barański also mentions the 
pseudoscientific “medical sectarianism” that went 
with these institutions, the healing powers of which 
are concluded to have often been irrational and exag-
gerated stereotypically.

Finally, we, the editors, would like to express our 
heartfelt thanks to all our valued contributors and 
readers as well as our beloved benefactor Dr. Ahmet 
Özdemir, president of the Hayat Foundation, for his 
generous support making possible the publication of 
this unique English-language journal of Turkish ori-
gin devoted to discussing and solidifying the connec-
tion between medical and social sciences. 
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We tend to think that any necessary resource should be utilized in order for sick people to 
get well, but actually this is not the case in any national health-care system, because there 
are multifarious facts that should be considered altogether, including the economic facts. 
The Turkish health-care system, for example, is primarily financed by the state budget, 
social insurance premiums, and out-of-pocket payments. Health authorities, cooperat-
ing with health economists, develop a set of complex measures in order to overcome the 
challenges in the financing of health-care services. According to the 2018 Health Applica-
tion Communiqué, the Social Security Institution in Turkey reimburses the expenses for 
certain medicines and treatments if one has a diagnosis and a prescription (T.C. Resmî 
Gazete 2018). However, such reimbursement also involves the possible moral hazard that 
a patient may neglect to consider the financial results of his (health) behavior, relying 
on the fact that his (health) insurer is to deal with them—e.g., someone with some mild 
respiratory disease that requires only bedrest without medication might possibly see dif-
ferent doctors and eventually get a prescription. For precluding such unnecessary use of 
medical services and resources as well as decreasing the congestion in medical facilities, 
the Turkish health-care system has been adjusted so as to involve some out-of-pocket 
copayments by patients for office visits and prescription drugs. But the issue of copayment 
against overtreatment needs to be handled carefully so that the financial sustainability of 
the Turkish health-care system can be improved ethically.

The Turkish health-care system has been improved dramatically following the adop-
tion of the Health Transformation Program by the Ministry of Health, but congestion in 
health-care facilities is still a problem. While some patients who can afford it go directly 
to private hospitals at the expense of a higher out-of-pocket payment, those who cannot 
might have to wait for days, if not weeks. This is partly because there is currently no gen-
eral practitioner referral system in Turkey and patients in secondary and tertiary health-
care facilities cost higher to the general health budget. In order to lessen the pressure on 
the system and raise additional revenue, patients are required to pay about ₺6 to ₺15 for 
each doctor visit depending on the level of the health-care facility. Such copayments apply 
also in many of the other OECD countries, e.g., Norway and Germany. However, it is very 
important that straightforward information be communicated to the public as to who is 
(and who is not) exempt from these payments and, more importantly, why the copay-
ments are necessary  (Herrmann et al. 2018). A study with 479 patients has shown that 
the patients do not know much about their amounts of copayment for an office visit and 
that their care-seeking behavior is affected by the perceived costs (Benedetti et al. 2008). 
The office visit copayment is collected at pharmacies in Turkey and many patients report 
to have been surprised when they first heard the accumulated sum they had to pay. This is 
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potentially harmful to the trust relationship between the 
patient and the heath-care system and providers. The re-
ported cases of violence against health-care workers have 
recently attracted governmental attention in Turkey, the 
Turkish Grand National Assembly publishing a commis-
sion report discussing the possible preventive measures 
(TBMM 2013). Building a trustful relationship between 
the patient and the health-care professional is getting the 
best shield against such aggression and, given the par-
ticular case of copayments, a holistic approach should in-
volve that patients be informed well in advance by both 
the government and the other sources like nongovern-
mental organizations about the application so that they 
can find it reasonable to consent to it. 

Copayment policies of various countries have long 
been discussed in the scientific literature. On the one 
hand, there are the studies showing that the decision of 
visiting a doctor and rates of health-care utilization are 
not affected by the copayments applied and increases 
made in the amount to be paid by the patient (Augurzky 
et al. 2006; Jakobsson & Svensson 2016). Some stud-
ies, on the other hand, suggest that copayments might 
hamper some people’s access to health-care, providing 
further fuel for the disparities and inequalities in the dis-
tribution of health services (Laba et al. 2015; Hansen & 
Andrioti 2017). The contradiction between these reports 
indicates the need for deeper investigation: If there is any 
doubt that office visit copayments may be undermining 
to access to health-care, particularly to that of the vul-
nerable communities including migrants, dependent or 
economically disadvantaged people, and patients with 
chronic health conditions, this issue should be paid pri-
oritized attention by policymakers for compliance with 
the United Nations Sustainable Development Goals, the 
third of which rightly states that “ensuring healthy lives 
and promoting the well-being at all ages is essential to 
sustainable development” (UN 2015). The main bio-
ethical principle of justice also highlights that everyone 
must be given a fair opportunity in access to health-care 
(Beauchamp & Childress 2017). 

Health economics and ethics de facto become inter-
twined in national distribution of health-care services, 
and the outcome can change significantly depending on 
the ethical perspective and paradigm adopted. The prac-
tical shortcomings experienced, however, should never 

be allowed to become seen as an excuse for any setback 
in our endeavor to implement an ethically justifiable 
strategy of financial sustainability, achieving a good bal-
ance between Kantian and utilitarian considerations, for 
example. 
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Abstract

Human dignity has been the foundation grounding the inalienable basic human rights in in-
ternational regulations and in constitutional law of a growing number of countries. At the 
same time, however, human dignity has become a problematic concept in the Western debate 
of biomedical ethics in the face of the recent advances in technology and life sciences that 
have obscured who or what is a human being with respectable dignity and the recent empiri-
cal approaches to elucidating the reasons for such respect. This paper is aimed at showing that 
the bioethical confusion about the meaning and function of human dignity is due to confus-
ing applied ethical and fundamental ethical arguments, i.e., failure to distinguish between 
the empiricist, analytical, rights-based philosophy predominant in the US and the Kantian 
transcendental philosophy maintained in continental Europe, especially Germany. Thus, the 
struggle over the definition of human dignity marks a philosophical struggle concerning ethi-
cal grounding. The reconstruction of the idea of human dignity should start with the observa-
tion that the ancient virtue ethical concept first used 2000 years ago was introduced into legal 
documents as recently as the late 1940s, in the Universal Declaration of Human Rights by the 
UN, and was not used in medical ethics until the 1970s. The discrete history has in fact been 
accompanied by a fundamental paradigmatic shift in Western ethics, from the premodern 
(“teleological”) agent-centered framework to the modern (“deontological”) act-centered para-
digm. More recently, the addressee-centered perspective has emerged as a third, overwhelm-
ing element in applied ethics. It is due to the replacement of the agent-centered perspective 
by the addressee-centered perspective that the meaning of human dignity has become so ob-
scure, and this interpretation is in accordance with Kant’s self-reflective transcendental con-
ception of “the autonomy of the will,” which must be distinguished from the human right to 
self-determination and its proposed empirical criteria. Inalienable prepositive rights cannot 
be grounded on empirical capacities, and Kantian autonomy is the autonomy that can serve 
as the modern foundation of human dignity justifying the right to self-determination and the 
other basic human rights. 

Keywords: act-centeredness; addressee-centeredness; agent-centeredness; applied ethics; au-
tonomy; empiricism; ethical foundation; ethical paradigm shift; honor; human dignity; hu-
man rights; Kantian ethics; religious anthropology; self-determination

Original articleThe BETIM Journal of Medical Humanities
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Introduction

In 2003, the British medical ethicist Ruth Macklin 
asked in an influential article in the British Medi-
cal Journal: “Is dignity a useful concept for an ethical 
analysis of medical activities?” She complained that 
“[a]ppeals to human dignity populate the landscape 
of medical ethics” with no accompanying definition of 
the concept’s meaning. Concerning the recent medi-
coethical references to “human dignity” in the end-of-
life debate on avoiding “burdensome life-prolonging 
medical treatments,” Macklin assumed that “the right 
to die with dignity” apparently meant nothing other 
than “respect for persons and their autonomy” (Mack-
lin 2003). Macklin’s statement challenged the US Presi-
dent’s Council on Bioethics to broadly discuss the is-
sue of “Human Dignity and Bioethics” (2008) in the 
United States. Tom Beauchamp and James Childress 
(2013, p. 65) touch upon the issue in their celebrated 
book on biomedical ethics, stating that “human dig-
nity” is “a very unclear notion that moral theory has 
done little to clarify.” 

In Germany, where human dignity is a prominent 
constitutional concept, it is primarily the analytically 
trained philosophers (Hoerster 1983; Bayertz 1995; 
Bayertz 1996; Birnbacher 2004) who have intensely 
criticized any reference to human dignity in biomedi-
cal and life science ethics and ethical cases. Using 
Schopenhauer’s famous polemic against the Kantian 
conception of dignity, they have charged human dig-
nity with being a “question stopper” and an “empty 
shell” because the term fails to fulfill their expectations 
for a consistent and precise criterion to be observed in 
decision-making in applied ethics. In contrast, more 
traditionally or even religiously oriented scholars gen-
erally defend the concept of human dignity, maintain-
ing that is ethically indispensable (Pellegrino & Faden 
1999; Spaemann 2001; Honnefelder 2002; Kass 2008). 
For decades, the public debate on human dignity, espe-
cially in the field of bioethics, has seemed to be divided 
into two philosophical cultures with totally different 
languages. In order to understand the boundaries, it 
is important to consider Jörn Müller’s observation 
that, in the public bioethical debate on human dignity 
in Germany, applied ethical argumentation is inter-
twined with foundational ethical discourse (Müller 

2008, pp. 118ff). Müller’s suggestion to distinguish be-
tween these seems to be useful and necessary for both 
the German and the international bioethical debate on 
dignity, and this is so especially when it is considered 
that the concept entered into applied biomedical ethics 
quite recently. 

An overview of the history of human dignity re-
veals three fundamentally different ethical frameworks 
using this concept: the virtue ethical, the rights-based, 
and the medicoethical conception. Human dignity 
was introduced more than 2000 years ago into the an-
cient Hellenistic virtue ethics as a concept that regards 
all human beings (universality) as equal citizens of the 
cosmos (equality). It has usually been overlooked that 
Immanuel Kant also continued treating the concept 
within a virtue ethical conception, and it is highly sig-
nificant for the modern debate that he connected dig-
nity to autonomy while replacing the ancient cosmo-
logical (natural law) grounding with the self-reflective 
analysis of a reasonable subject. Therefore, the Kantian 
foundational concept of autonomy has to be examined 
carefully and compared with the modern discourse of 
“patient autonomy” (Wiesemann & Simon 2013) in 
applied medical ethics. 

In 1948 human dignity became a term of inter-
national law (in the Universal Declaration of Human 
Rights—UDHR) and in 1949 a constitutional prin-
ciple (in the German Basic Law) (Tiedemann 2006; 
McCrudden 2008; Goos 2011; Rothhaar 2015). In this 
political rights context after World War II, the concept 
became connected to the (human) rights debate as a 
foundational concept for universal inalienable human 
rights. Consequently the term has also taken part in 
the fundamental paradigm shift of Western ethics, the 
shift from the priority of the good to the priority of 
the right. 

It is significant that the US civil rights movement 
and the Anglophone analytical political rights debate, 
on the other hand, have totally lacked such a concept 
as human dignity. The latter has based the individual 
rights on the empirical interests of the individual ad-
dressee (Feinberg 1974; Tooley 1983; Feinberg 1986; 
Singer 1993). The existence of these different types of 
ethical grounding poses the fundamental ethical ques-

Baranzke Autonomy and human dignity in current Western ethics

4



The BETIM Journal of Medical Humanities 2020;1(1)

Baranzke Autonomy and human dignity in current Western ethics

tion of whether there are inalienable prepositive uni-
versal human rights or only the factual interest-based 
rights of selected individuals. 

Since bioethics originated in the US in the early 
1970s, it was initially connected to the civil rights 
movement and interest-based analytical philosophical 
rights discussion. When the bioethical debate arrived 
in Europe, it involved a powerful constitutional con-
cept of human dignity, used especially in the western 
part of Germany and international legislation of the 
continent. Human dignity started to play a prominent 
role in the field of biomedical and life science ethics, 
e.g., the discussion concerning abortion, reproduction 
medicine, end-of-life care, and stem cell research (Ba-
ranzke & Duttge 2013; Joerden et al. 2013). The con-
tinental European bioethical debate on human dignity 
and human rights eventually re-affected the interest-
based analytical Anglophone bioethical debate, the 
dignity concept gaining international attention in the 
meantime. For a few decades now, the bioethical dis-
course of human dignity has been divided by two dif-
ferent and occasionally incompatible rights-cultures 
(Bayertz 1996; President’s Council on Bioethics 2008; 
O’Malley 2010). 

In the argumentation of dignity and autonomy, the 
Christian and Jewish thinking recognize the theologi-
cal roots of the idea of universal inalienable human 
dignity through the biblical anthropological concept 
of the human being as the image of God (Vögele 1999; 
Pellegrino & Faden 1999; Baldermann et al. 2001; Gel-
ernter 2008; Kass 2008). Muslim bioethicists also have 
begun to address whether there is a similar notion in 
the Koranic doctrine (Ilkilic 2016). Usually, religiously 
oriented scholars feel uneasy with individualistic rights 
concepts and are closer to virtue ethical conception.

Considering the current distinctions between 
the various religiously and philosophically grounded 
views on the bioethical role of human dignity, the 
present article aims to offer a coherent re-interpreta-
tion of the concept and its connection with autonomy, 
in which the concept’s foundational and applied ethi-
cal functions are strictly distinguished in order to deal 
with the ethical challenges of our time. In line with this 
goal, we must first address the effects of the paradig-

matic shift in Western ethics on the concept of human 
dignity to bring out the basic systematic categories for 
the related analysis (Section 1). Then we will exam-
ine the biblical description of the human being as the 
image of God (2.1) and the virtue ethical Ciceronian 
concept of human dignity (2.2), which are regarded as 
the main Western historical roots of the idea of hu-
man dignity. We will also examine carefully whether 
and how religious positions can be integrated into a 
foundational conception of human dignity. Thereafter 
we will review the concept’s historical route into in-
ternational and constitutional law and the first inter-
national convention on medical and research ethical 
standards after World War II (3). Then, we will touch 
upon some opposing answers from political philoso-
phy and biomedical ethics to the questions of whether 
and how human dignity should be defined (4). This 
foundational discussion about human dignity will 
lead us to address the ambiguous notion of autonomy 
and its manifold associations with human dignity in 
applied ethics (5.1) and with Immanuel Kant’s ethics 
of autonomy (5.2). This section will argue that at least 
three meanings of “autonomy” should be sharply dis-
tinguished to avoid confusing the applied and foun-
dational ethical arguments: autonomy as (i) a set of 
empirical capacities of self-determination, (ii) the (hu-
man) right to self-determination, and (iii) Kant’s tran-
scendental foundation for human dignity. Finally we 
will conclude with a short overview (6). 

1. The paradigmatic shift in Western ethics and the 
notion of human dignity 

1.1.First categories: the agent-centered and act-cen-
tered perspectives in ethics 

For a deeper understanding of the concept of human 
dignity, we should realize that the ethical concepts 
introduced in antiquity have later been significantly 
affected by the changes occurring in the history of 
Western ethics. It is widely accepted that Western eth-
ics has seen a fundamental paradigmatic shift from 
the premodern eudaimonistic (“teleological”) ethics of 
striving for a good life toward the modern (“deonto-
logical”) ethics of performing the righteous act (An-
nas 1993; Krämer 1995; Horn 1998, p. 192). These two 
different paradigms have often tended to set a division 
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between the personal morals of individual life and the 
interpersonal morals of just and righteous duties. Of 
these, only the latter has been considered true mod-
ern ethics while the former has generally been labelled 
as a mere set of client-centered recommendations of 
prudence (Horn 1998, p. 201). However, in her study 
The Morality of Happiness (1993) the American phi-
losopher Julia Annas emphasized that ancient virtue 
ethical approaches always implied a morality of justice 
toward others as an integral part of the individual’s 
struggle for a good life (cf Hübenthal 2011, pp. 61–
68, 84; Werner 2011, pp. 122–127). Therefore, Annas 
characterized the paradigmatic shift in Western eth-
ics more precisely as a change from an agent-centered 
perspective in antiquity to an act-centered perspective 
in modern ethics. 

The agent-centered virtue ethics incorporates an 
intrapersonal approach of self-obligation. There is the 
idea of a virtuous author who knows how to rule over 
his own affects under the guidance of his own reason 
capable of determining his obligations (Section 2.2). 
The capability for self-obligation is a necessary pre-
condition for the possibility of any morality. It allows 
for the imputation of acts to agents as their responsible 
actors. From ancient virtue ethics to Kant’s transcen-
dental idea of autonomy (Sec. 5), the human capac-
ity for self-obligation has constituted the fundament 
grounding the ethical idea of human dignity. The mod-
ern conception of universal inalienable human rights 
also must consider that these rights would a priori re-
quire agents capable of seeing themselves as obligated 
beings whose aim should be to live by moral norms. 
In short, a modern act-centered liberal interpersonal 
morality of righteous acts must refer to agent-centered 
intrapersonal ethical considerations in a twofold sense, 
i.e., in the sense of an individual virtuous struggle for 
moral perfection and in the foundational sense that 
self-obligation is an essential conceptual condition for 
the existence of any morality.

1.2.Beyond the fundamental paradigm shift: ad-
dressee-centeredness

However, current applied biomedical ethics have 
branched out beyond Annas’ distinction between the 
premodern self-reflective agent-centered and modern 

act-centered perspectives, first developing a rights-
based approach, and finally, an empirically based 
moral addressee-centered perspective. What is special 
about the latter perspective is that it needs some em-
pirically proven criteria to identify potential moral ad-
dressees who may have a so-called “moral status”—a 
term which is alternatively used in the Anglophone 
countries while it is often understood in Germany as 
an equivalent to the (constitutional) concept of “hu-
man dignity” (Damschen & Schönecker 2003; Maio 
2007). 

The “moral status” of an entity has been much dis-
cussed, specifically concerning the issues of abortion 
and animal ethics in the US since the 1970s (cf Baran-
zke 2013, pp. 176ff). To date, the debate has often os-
cillated between the foundational question of whether 
an entity has a “moral status” by virtue of which the 
entity becomes a member of the “moral community” 
or “counts morally”, and the applied ethical question of 
what kind of a “moral status” an entity has.1 Despite 
their incommensurability, both questions are usually 
answered by reference to empirical characteristics or 
capacities (for suffering, sentience, self-reflection, self-
determination, etc.) of the addressed entity; and the 
answer depends on the perspective of the questioner: 

i) The original interest in human dignity in antiq-
uity can be expressed in an agent-centered ques-
tion, “How shall I act as a human being, naturally 
endowed with the potential of human dignity, to 
realize my ideal species-specific human nature per-
fectly?” This question aims at perfecting the moral 
quality of the agent according to his intrinsic na-
ture. Here human dignity expresses the moral self-
awareness of being endowed with the faculties to 
fulfill the claim of human dignity, striving to be a 
morally perfectly acting agent, using the faculty of 
ruling over one’s own affects with reason. Thus, the 
self-reflective philosophical analysis of these typi-
cal human capacities delivers a plausible model as 

1  Peter Singer’s Practical Ethics (1979), which has been an im-
portant stimulus for the discussion on “moral status” up to 
the present, addresses both of these: His famous “boundary of 
sentience” distinguishes between the two classes of entities that 
have or lack a moral status. The class of entities endowed with a 
moral status is subdivided into those that are merely able to feel 
or suffer and those who are called “persons” because of their 
additional capacity for self-reflection. 
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to how an actor may understand himself as a free, 
reasonable agent in mutual exchange with other 
reasonable agents in his daily life. 

ii)  This self-reflecting question about one’s own moral 
self-awareness and self-understanding switches into 
an act-centered form when dignity is focused on 
as the normative criterion for identifying acts to be 
performed by the agent: “What is a dignifying act for 
a human agent?” The question can also be asked in 
a self-relating form: “How am I required to act ac-
cording to the idea of human dignity in my mind?” 
It is important to realize that in a virtue ethical 
framework the act-centered question “What is a dig-
nifying act?” still remains agent-relative. The imper-
ative: “Act humane!” in the sense of “Don’t behave 
like a beast!” still contains the agent-relative call for 
preserving the moral integrity of the agent. 

 Similarly, the agent-relative dimension of the act-
centered question must still be maintained when 
we change from an introspective virtue ethical per-
spective to the external legal perspective of a judge. 
A judge has to assess a person only on the basis 
of observable external deeds by the measure of a 
valid law (law-based), and not by the person’s as-
sumed motivations. So, a judge has to refrain from 
assessing an agent’s virtuous quality –the agent’s 
moral integrity–, but should only judge the legality 
of the agent’s deeds. From a legal perspective only 
the moral quality of the act itself, its accordance to 
the law (legality), may count. Nevertheless, a judge 
also imputes happenings as acts to agents and pun-
ishes persons for their deeds. Without presuppos-
ing the relation of an act to an agent he could not 
even know what an act as different from a natural 
process is. Therefore, even the purely act-centered 
legal perspective requires the supposition of an 
agent when assessing happenings as acts. An agent 
is an entity with a free will that can be obligated to 
act in a certain way. A purely judicial perspective 
has to keep in mind that acts are not natural hap-
penings, but moral facts, generated by agents, i.e., 
entities with the capability to be obligated. 

iii) Despite this reflection, it seems strange nowa-
days to answer the act-centered short-cut ques-

tion “What is a dignifying act?” from the agent-
centered perspective by saying “a dignifying act is 
an act performed by a human agent who partakes 
in the nature of beings who can be obligated.” In-
stead, the question is now understood usually 
from an addressee-centered rights perspective: 
For today’s ears the question should be: “What is 
a dignifying act, which a carrier of human dignity 
has a right to expect?” This kind of question is only 
interested in the systematic connection between 
dignity and rights (cf Düwell 2010). We can easily 
recognize the change to a rights-based perspective 
in this version of the question. The formulation is 
no longer restricted to a legal perspective because 
the question “What is a dignifying act?” embodies 
a deontological (moral) rights-based, instead of a 
law-based, reading of the act-centered question.

The crucial point is that the addressee-related hu-
man rights understanding works only if the agent-
centeredness as the basis of human dignity is still 
maintained. The more the agent-centered capacity for 
self-obligation as the ethical ground of the universal 
equal human rights fades away, the more the ethically 
based human rights-perspective loses its plausibility. 
In the end, the so-called “moral rights” of addressees 
are ultimately derived from the individual addressee’s 
actual empirical properties instead of the ethical de-
mand of the self-obligational moral idea of dignity of 
the human nature in which the moral agent partakes. 
The derivation of rights from interests occurs despite 
the danger of falling into a Humean fact–value fallacy, 
according to which empirical properties are mere facts 
that cannot generate moral values (cf Sulmasy 2008, 
p. 479). Logically, the whole foundation of the ethical 
argumentation regarding human-dignity-based hu-
man rights shifts from a self-reflective agent-centered 
perspective to an empirically based addressee-cen-
tered perspective, mediated by the translation of the 
law-based reading of an act-centered question into a 
rights-based reading of it.

Thus the human-rights-reading of the idea of hu-
man dignity has yet not reached the final station in the 
history of the concept in the Western ethical debate. 
As soon as the responsible moral agent is replaced by a 
vulnerable or less capable addressee, another question 
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raises: Why should only human beings have rights not 
to be hurt, or to be supported in their capabilities? From 
the fact that animals also are vulnerable and endowed 
with some capabilities like humans, for instance, it 
can be derived that any rights-based claim of digni-
fying treatment should be need- or capability-based 
(Regan 1993; Nussbaum 2008). It has been postulated 
that dignity should not be reserved for human beings 
only, but should be applicable to other living creatures 
as well.2 The specific concept of human dignity is criti-
cized for containing speciesist prejudice in favor of the 
human being who is now regarded merely biologically 
(no longer philosophically) as nothing but one animal 
species among the others. The animal-ethical and bio-
ethical discourse raises the following exclusive ques-
tion of dignity: “Who has the right to be an addressee 
of a dignifying act because of being a carrier of (empir-
ical properties which bring) dignity?” (cf Werner 2004; 
Düwell 2010) A more familiar version of this question 
is the following short-cut formulation: “Who has a 
moral status?” The result is the transfer of all attention 
to the empirical outfit of an individual addressee and 
the total negligence of the fact that the agent’s virtu-
ous quality of self-obligation was once the ethical basis 
for the ethical idea of human dignity. Instead, “dig-
nity,” now mostly preserved by modern philosophers 
as a traditional term, has fallen into obscurity during 
this transformation and become an empirical feature 

2 Recently, animal ethicists have declared the existence of “animal 
dignity” or “dignity of creatures,” which managed to become a 
legal term in the Swiss constitution in 1992 (cf Baranzke 2012).

that occasionally makes an addressee morally relevant 
or not. In any case, “(human) dignity” and the other 
proposed grounds for moral rights have become dehu-
manized and biologized. 

1.3. The difference between agents and observers

Thus the addressee-rights version of the dignity ques-
tion puts a new kind of problem on the table, an epis-
temological one: How could an actor know whether a 
potential addressee of a dignifying act “possesses” hu-
man dignity or not? What may be an adequate, empir-
ically observable indicator of the “possession” of hu-
man dignity? “What sorts of candidate human proper-
ties might be proposed?” (Sulmasy 2008, p. 479). 

Observations are ideally made from a third-person-
perspective, which means that an ideal observer is not 
involved in the observed happening or process. Agen-
cy, however, cannot be observed from a third-person-
perspective. The knowledge of agency is based on the 
self-reflective, introspective experience of an agent as an 
agent—grammatically speaking, it involves a first-per-
son perspective and is spontaneously associated with 
some other beings appearing similar to us. Speaking 
of acts means qualifying a certain process as a process 
produced by the will of an actor. So the shift from the 
agent-centered to addressee-centered conception of hu-
man dignity can also be described in grammatical terms 
as a conversion from an actor’s introspective, self-reflec-
tive practical first-person perspective into an observer’s 
theoretical third-person perspective.

However, observers do nothing but obtain data, 
while actors have to take responsibility for the existence 
and moral quality of their acts. Judgements are acts, 
too. Retreating to the standpoint of an observer who 
restricts himself to taking into account nothing else 
but the objective data in order to qualify an addressee’s 
properties means refusing to take responsibility for 
one’s own judgement.3 Both deciding whether a hu-
man being has the capacities to exercise his rights and 
denying a human being’s rights are moral judgements 
that go beyond empirical measurement and observa-

3 This may happen when instruments are used to assess patients’ 
capacities, for example. Beauchamp & Childress (2013, p. 115) 
emphasize that such assessment cannot be a mere operation 
of “empirical measurement,” inevitably including “normative 
judgements” of the assessor. 

Figure 1. The paradigmatic shift from agent-centeredness to ad-
dressee-centeredness in addressing human dignity.
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tion. Moral judgements are acts of evaluation in which 
the agent is responsible for his moral decision-making. 
Otherwise the observer regards himself falsely as a 
technical detector. 

Denying the agent-centered responsibility ob-
scures the meaning of human dignity, reducing it to 
a name for a set of arbitrarily chosen empirical natu-
ral properties, by the possession of which persons –
patients in medical setting, for example– fulfill the 
profile for some interest-based moral status or rights. 
Such patients are assessed to be persons with an in-
terest in self-determination, for example, which may 
qualify them as adequate addressees of several digni-
fying acts. If the so-called mere “observers” assessed a 
patient to be lacking the empirical capacities to have 
an interest in self-determination, the “principle of re-
spect for autonomy” would not apply because of the 
patient’s incapability to be an addressee of the relevant 
dignifying acts.4

Obviously, trying to prove the existence of human 
dignity through empirical properties for adapting the 
concept of human dignity to the empirical claims of 
applied medicine and life sciences undermines the 
perception of the agent’s responsibility. As a result, 
the ethical paradigm shift from an agent’s moral con-
sciousness to the determination of an individual pa-
tient’s moral status on empirical grounds is accompa-
nied by the unpleasant side-effect that the meaning of 
the concept of human dignity and its understanding as 
the foundation of universal human rights become ob-
scure. This consequence can be avoided by re-activat-
ing the ethical knowledge of the agent-centered core 
in the concept. 

In the following section, the ancient roots of the 
Western version of the idea of human dignity are dis-
cussed in order to shed more light on the agent-cen-
tered origins. First, the religious, biblical root is ad-
dressed, discussing the place and function of human 
dignity in religion-based ethics.

4 A purest example of such exclusion based on the rights-based 
reasoning is Michael Tooley’s “special interest principle,” which 
denies the existence of any prepositive human right. His prin-
ciple goes as follows: “It is a conceptional truth that an entity 
cannot have a particular right R unless it is at least capable of 
having some interest I which is furthered by its having right R.” 
(Tooley 1983, p. 99). 

2. Contribution of the Western culture to the uni-
versal notion of human dignity 

Cultural origins of ethical concepts are nothing but 
contingent historical facts. The facts of where and 
when a moral idea came into existence are of no im-
portance for its ethical validity since its authority claim 
has to be justified by moral reasons only. Historical re-
constructions or political declarations cannot replace 
ethical justifications of legitimacy. Being a historical 
or cultural fact is not sufficient to become validated as 
something that ought to be. 

Despite the hiatus between the historical genesis 
and philosophical justification of a concept, it is nev-
ertheless useful to consider the concept’s history. His-
torical analysis may allow for an insight into the social, 
political, economic and other conditions which may 
have triggered the genesis of certain ideas or their pro-
grammatic transformations. It may support a better 
understanding of one’s own or another culture as well. 

Given that the idea of universal human dignity is 
maintained to be a universal ethical concept, it can be 
plausibly supposed that it could emerge or has already 
emerged in different cultures in different epochs, per-
haps under different names.5 The notion of universal 
human dignity can be imagined as a broad river that 
has been nourished from many sources. In the West-
ern consciousness at least two premodern sources are 
generally regarded as having contributed to the idea 
of universal moral equality of every human being in 
antiquity: (i) the early Jewish doctrine of the image 
of God in the 6th century BC, and (ii) about 300 years 
later, the Hellenistic philosophical idea that all humans 
were equal citizens of the cosmos (Gr. cosmopolités). 
The latter was further developed in the Stoic philoso-
phy. The Roman politician and philosopher Marcus 
Tullius Cicero (106–43 BC) dealt with this Hellenistic 
idea of all humans being cosmopolites in his treatise 
On Duties under a Latin term: dignitas hominis (cf 
Rothhaar 2015). Finally, early Roman Christian theo-
logians identified the biblical idea of humans being a 
divine image with the Ciceronian dignitas hominis and 
produced the Western form of the notion of universal 

5 For the Islamic discussion and conception of human dignity 
see, for example, Wieland 1993, 1994, 1998; Pink 2013; Yildiz 
2013; Ilkilic 2016.
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human dignity. The following section dilates on these 
ancient backgrounds.

2.1. The biblical contribution: The human being as a 
divine image 

The Bible, the holy book Christians share partly with 
the Jews, starts off with an account of God’s creation. 
The first book of the Bible is called “Genesis,” from the 
Latin generare, for it deals with the world’s coming into 
existence through the Creator’s will. The first chapter 
of the biblical book “Genesis” contains a locus classicus 
for the Western anthropology that underlies the belief 
that the human being was created in the image of God 
on the sixth day of creation: 

 “Then God said, ‘Let us make man in our image, after 
our likeness. Let them have dominion over the fish of 
the sea, the birds of the air, and the cattle, and over all 
the wild animals and all the creatures that crawl on the 
ground.’ God created man in his image; in the divine im-
age he created him; male and female he created them. 
God blessed them, saying: ‘Be fertile and multiply; fill 
the earth and subdue it. Have dominion over the fish of 
the sea, the birds of the air, and all the living things that 
move on the earth.’ God also said: ‘See, I give you every 
seed-bearing plant all over the earth and every tree that 
has seed-bearing fruit on it to be your food; and to all 
the animals of the land, all the birds of the air and all the 
living creatures that crawl on the ground, I give all the 
green plants for food.’ And so it happened. God looked 
at everything he had made, and he found it very good…” 
(Genesis 1,26-31)6 

The human being, male and female alike, is pre-
sented as created “in God’s image, after His likeness.” 
This applies to all human beings, regardless of their 
gender or nation. Being created in God’s image is re-
stricted neither to men nor to Israelites. God found 
everything he had made “very good,” which suggests a 
universal perspective. 

It is important to notice that the universal equality 
of all human beings does not come from the creation-
al fact that they exist by virtue of the Creator alone, 
which is also true for animals, plants, and the other 
beings in the world. The universal dimension of this 
specific equality of the human creatures is established 

6 The New American Bible (NAB) was used for all Bible quota-
tions in this text. 

by a certain relationship between them and the Cre-
ator that has moral implications, i.e., by being created 
in the image of God.

While the old Hebrew contained a variety of pos-
sible words with different meanings to denote the im-
ages described in the Bible, the two words selem and 
demut in the original Hebrew text, usually translated 
into English as “image” and “likeness”, were used in 
order to characterize the human being as a divine im-
age. The following exegetical observations are relevant 
here: 

(i) In the Hebrew Bible the words selem and demut are 
never used in the passages prohibiting the worship 
of divine images. It is obvious that being created 
as selem and demut of God does not mean that the 
human being should be worshipped because God 
is the only legitimate addressee of worship. Thus, 
selem and demut clearly do not denote idolatrous 
images, “for, although made in God’s image, we 
are not ourselves divine; we are creatures, not cre-
ators.” (Schulman 2008, p. 8) Despite being created 
in God’s image, the human being remains a crea-
ture like the other creatures, though a special one 
in a special moral relation to God. 

(ii) But what is special about the human creature? 
What is the meaning of being selem and demut of 
God, if it is not transforming humans into divine 
beings? Scholars of biblical exegesis have suggested 
that the expression “created in God’s image, after 
His likeness” characterizes the human beings as 
God’s responsible representatives on the earth—
responsible in a twofold sense: toward the Cre-
ator and for the creation (Groß 1992; Groß 2001; 
Dohmen 2008). The human being shall manage 
the creatures like a good shepherd in accordance 
with the ideal Creator who has revealed himself as 
a good and reliable shepherd of all creatures in the 
whole world. Leading one’s life according to this 
ideal would guarantee a perfectly good and peace-
ful life for all human and nonhuman creatures on 
the earth, an all-inclusive state of “shalom” (He-
brew for “peace”) in which no slaughter occurs.77

7 The idealistic, original sense of this shalom is illustrated by the 
vegetarian diet prescribed to humans and animals in the cre-
ational order (Gen. 1, 30ff). According to the Bible, Paradise 
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In the form of a myth, the first biblical chapter 
declares that every human being bears an ethical re-
sponsibility, which can be explicated in at least two di-
mensions: responsibility toward an authority (Creator) 
and for acting in a field (creation). In consequence, the 
human creature differs from nonhuman creatures in 
being honored by God with the responsibility to rule 
over the nonhuman creatures according to the ideal 
norm of God’s reign over the whole creation. The hu-
man being is the specific creature who can and ought 
to respond adequately to God. This constellation de-
termines his dignifying honor and also his duty while 
leading his earthly life. Being created as a responsible 
partner of God in and for the creation is the Bible’s an-
thropological determination, expressed in the ancient 
Near-Eastern metaphor of kingship as a divine image. 
Shared by all human beings, male and female, Israel-
ites and non-Israelites alike, the characteristic of being 
equal partners of the Creator makes the biblical con-
cept of being a divine image a precursor of the idea of 
universal, equal human dignity. 

2.2.Contribution of the Hellenistic philosophy: so-
cial honor vs universal human dignity 

Dignity comes from the Latin word dignitas. Philologi-
cally it is assumed that dignitas comes from decus, de-
corum, which means “decoration,” “ornament,” “glory” 
or “brilliance.” When used metaphorically for persons, 
it means “award,” “distinction,” “reputation” or “hon-
or.” While the old Roman dignitas was used for nearly 
everything that could be an object of admiration, such 
as the majesty of a bridge, it also became the official 
term for the socially and politically esteemed status 
of a person, i.e., the person’s external social dignity 
(Rothhaar 2015, 105). Markus Rothhaar emphasizes in 
a recent thorough examination of human dignity that 
the meanings of dignitas included (i) an external social 
status or public office, (ii) the internal moral suitability 
for the office, and (iii) the way it is performed. These 
are mutually related by the norm of adequacy between 
being (ontological substance) and acting. According 
to Rothhaar, the social and political dignitas implies a 
special relationship with oneself, i.e., how one under-
stands oneself and wants to be perceived in the society 
(Rothhaar 2015, pp. 106ff)—in other words, dignitas 

was lost because of human violence (Gen. 6–9).

is agent-centered. The agent strives to elevate his own 
reputation. 

However, dignitas in the sense of social and politi-
cal honor is multiple, gradual, and depends on the per-
sonal merits in the Roman society. This is not true for 
“human dignity” that expresses “the state of being as a 
human” with regard to the correlation between being 
human and acting like a human being. The concept of 
human dignity appears for the first time in the West-
ern Latin world in the following passage quoted from 
Marcus Tullius Cicero’s influential treatise On Duties. 
The question is how Cicero managed to make dignitas 
universal for all human beings: 

 “But it is essential to every inquiry about duty that we 
keep before our eyes how far superior man is by nature 
to cattle and other beasts: they have no thought except 
for sensual pleasure and this they are impelled by every 
instinct to seek; but man’s mind is nurtured by study and 
meditation… From this we see that sensual pleasure is 
quite unworthy of the dignity of man (dignam hominem) 
and that we ought to despise it and cast it from us… And 
if we will only bear in mind the superiority and dignity 
of our nature (excellentia et dignitas), we shall realize 
how wrong it is to abandon ourselves to excess and to 
live in luxury and voluptuousness…” (De officiis bk. 1, 
§§105–6) 

Here Cicero shifts the focus from social to natural 
differences. Instead of comparing different social sta-
tuses or political offices, he compares human nature to 
the nature of animals. By this, he implicitly refers to the 
ancient cosmological order of the kingdoms of nature 
(minerals, plants, animals, humans), organized by the 
species-specific powers of their members’ souls. “Soul” 
refers here to a quasi-biological –or better, bio-philo-
sophical– principle of life, which makes the material 
body of a plant, animal or human a certain living be-
ing. Cicero limits himself to the human–animal com-
parison. Both humans and animals have sensual souls, 
but humans additionally possess a rational power 
that makes them superior “to cattle and other beasts.” 
Given his capacity of rationality, a human being who 
only enjoys the sensual life of pleasure degrades him-
self to the level of a beast. Living like animals “is quite 
unworthy of the dignity of man” and offends the “su-
periority and dignity of our nature.” Like the Roman 
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social dignitas, Cicero’s dignam hominem is also agent-
centered. By switching from the socio-political con-
text to the cosmological or natural onto-philosophical 
order, however, Cicero makes the differences between 
the human individuals invisible. Instead of the social 
and individual distinctions, universal equality of hu-
man nature is introduced in the form of a virtue ethi-
cal ideal as to how a human being as a representative 
of the human race in the cosmos should lead his life 
adequately according to his nature. Accordingly a cru-
cial result can be drawn from the history of the word 
dignitas: With Cicero’s foundational switch from the 
social to a natural philosophical framework, a sharp 
distinction was made between the traditional Roman 
concept of societal or political dignitas or honor on the 
one hand and the cosmologically argued universal and 
equal human dignity on the other. The latter is based 
on the natural onto-philosophical idea of the superior 
position of the human being in the natural order (Gr. 
kósmos). Thus, there are fundamental distinctions that 
should be observed between the concepts of social 
honor and universal human dignity. They differ to-
tally with regard to their grounds of justification and 
their meaning and function. Social honor, empirical 
and gradual, may be informative and useful in applied 
bioethics, e.g., in answering socio-psychological ques-
tions as to how disabled people should be supported 
to lessen the overwhelming feeling of being dependent 
on others, or how one can avoid making others feel 
ashamed in social settings. Questions regarding social 
honor have to do with psychosociocultural empirical 
factors in nonsymmetrical interpersonal relationships 
like that between a patient and a physician or nurse. 
However, social honor is of no importance for the fun-
damental moral status of a human being. 

In contrast to social honor, human dignity is not 
empirical, but metaphysical; it is conceived in a con-
ception of teleological cosmology. It cannot be graded 
because it implies the absolute acknowledgement of 
the human being as a being with dignity. Thus it is not 
useful in applied ethics for determining how and to 
what extent morally good acts should be performed for 
addressees in specific situations. Instead, as an agent-
centered concept, it serves in the foundational ethical 
argumentation that morally good action is the duty of 

the human agent naturally capable of obligating him-
self to do so. As such, it applies to all human beings, 
equally requiring them to strive continuously to real-
ize a virtuous life. 

In addition, while the biblical model expresses the 
human’s moral peculiarity in terms of interpersonal 
relationship (with God), the Ciceronian model pres-
ents a natural philosophical ontological order. These 
two modes of moral speaking –in relational-personal-
istic and ontological languages– have affected Western 
ethics. Since the early church fathers the biblical inter-
personal description of the human being as an image 
of God has usually been interpreted ontologically, i.e., 
in terms of natural philosophy, as having a rational, 
and thus immortal, soul. Consequently, the framing of 
the creational theology by natural philosophy has long 
hindered an adequate understanding of the human be-
ing as a morally responsible person. 

 2.3. Contribution of the Stoic concept of a person 
and the religious understanding 

The Greek concept of “person” probably originated 
from the theatre language where it denoted the masks 
the actors held in front of their faces for the dramatic 
roles they were to play on the stage. The word was then 
introduced into other fields of practice. The Stoic Greek 
philosopher Panaitios of Rhodes (c. 185–109 BC) ap-
pears to have developed a doctrine of “four personae” 
(masks, roles, characters) in his lost writing On Duties, 
which contains a philosophical anthropology. Cicero 
adopted Panaitios’ doctrine of persons in his own On 
Duties, right after the section on human dignity: 

 “…We must realize also that we are invested by Nature 
with two characters [personae], as it were: one of these is 
universal [communis], arising from the fact of our being 
all alike endowed with reason and with that superiority 
which lifts us above the brute. From this all morality and 
propriety are derived, and upon it depends the rational 
method of ascertaining our duty. The other character is 
the one that is assigned to individuals in particular. In 
the matter of physical endowment there are great differ-
ences…” (De officiis bk. 1, §107) 

The first persona is identical to the equal dignity of 
all human beings and connects the ancient personhood 
with the Ciceronian human dignity in the Stoic ethical 
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framework of virtuous duties. The passage emphasizes 
the universal gift of a rational soul, which enables the 
human being to be a moral subject capable of having 
duties. The universal implication of this capability is 
that all human beings are to act perfectly manifesting 
the rationality of the human soul. While the first per-
sona is about the universal nature of all human beings, 
the second persona characterizes humans as individu-
als by their different natural gifts and talents. So the 
Stoic doctrine is ambiguous: The word persona can be 
used in order to emphasize both the common natural 
qualifications of human beings to lead a virtuous life 
(first persona) and their empirical individual differ-
ences in the form of particular talents and gifts (sec-
ond persona). 

In his writing Cicero goes on to introduce the last 
two personae, continuing to explicate the philosophy 
of being human, a person: The third persona describes 
the contingent historical, political, and social circum-
stances, i.e., the “fate” that determines whether the hu-
man individual is born a male or female, or to a servile 
or noble family, for example. It is impossible for the 
human individual to change the providential deter-
mination in the form of the first three personae. Only 
the fourth persona is a voluntary product of the actor’s 
will itself, because it denotes how a human individual 
chooses to react to the consequences of his first three 
personae. The individual can decide to be a good actor 
who adequately plays the roles for which he is destined 
on the stage of the world theatre, or a bad actor pulling 
at his fate’s leash like a dog. 

These observations on human dignity and person-
hood would lead us to question about the possible out-
comes of Cicero’s universalization of the Roman con-
cept of dignity. Shouldn’t we suspect the legitimacy of 
the status quo when we realize that having been born 
a slave cannot be influenced by the slave’s will? A right 
to freedom grounded on human dignity is suggested 
neither in the writings of Cicero nor those of the Stoic 
philosophers. For instance, in his 47th “Moral Letter to 
Lucilius” addressing the careful treatment of the slaves, 
Seneca avoided that he be supposed to be interested in 
the issue at the level of the societal order while recom-
mending that masters treat their slaves nicely because 
of their shared humanity. Without using the term dig-

nitas, Seneca only refers to the Cynic-Stoic-Hellenistic 
idea that all human beings share the commonality of 
being cosmopolites, i.e., they are all citizens of the 
same cosmos. However, the appeal to our common 
human nature should not be understood as a call for 
common basic human rights yet. For many centuries 
the idea of universal human dignity remained within 
the limits of the virtue ethical self-obligation of the 
agent, without resulting in legal rights. 

Ancient historian Egon Flaig (2009) showed that 
respecting one another as equal citizens of the cosmos 
(cosmopolites) had long been part of the Stoic theory 
of natural rights (ius naturale), which means that it was 
a moral self-obligation for any virtuous and wise man 
aware of his position in the cosmological order, but not 
an element of the ius gentium and thus the Roman law. 
In other words, cosmological concepts like cosmopolit-
ism or the Ciceronian concept of universal and equal 
human dignity remained primarily agent-centered, as a 
mere recommendation as to how to perfect the agent’s 
virtuous quality. This corresponds to Cicero’s depiction 
of the third persona. In antiquity the idea of human dig-
nity had not been legislated yet, thus not warranting any 
political or legal universal human right.

This continued to be the case in the Christian 
Middle Ages, although the church fathers associated 
the biblical anthropological idea of the human being 
created in God’s image with the Ciceronian dignitas 
hominis. In this way, Christian theologians from Saint 
Paul to Saint Thomas Aquinas transformed the agent-
centered Stoic virtue ethical idea of universal human 
dignity, but again with no claim of a political right for 
human addressees until early modernity (cf Forschner 
2013, p. 18). 

The monotheistic religions (Judaism, Christian-
ity, Islam) continued their development in the early 
Middle Ages under the widespread influence of the 
virtue ethical paradigm in the Mediterranean Basin. 
Therefore, it is not surprising that they include virtue 
ethical agent-centered arguments for the purpose of 
maintaining the moral integrity of the faithful agent. 
Although religious communities often present them-
selves as relying on conservative, legalistic, act-cen-
tered systems demanding strict obedience to the divine 
commandments, thoughtful theological perspectives 
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show that religious obedience should proceed from 
an inner, heartfelt consent, rather than being based on 
external ritualistic performance.88 A religious ethical 
paradigm is grounded on an agent’s moral relationship 
with a deity and this relationship is within the agent, 
i.e., in the agent’s forum internum. While the Stoic 
philosophical idea of the moral consciousness consists 
in an intrapersonal relationship of the moral agent with 
himself, the monotheistic morale relies on an interper-
sonal relationship between the obedient agent and God 
the divine authority. However, unlike the pure act-
centered approach based on the consistent ritualistic 
performance of the divine prescriptions, both models 
maintain an agent-centered perspective with the focus 
on personal moral integrity.

The great value attached to charity and mercy in 
the monotheistic religions is again agent-centered; 
that is, it is for the agent to notice the needs of his 
neighbors, with no shift to an addressee-centeredness. 
In Christianity, for example,9 the kind relationship to 
be established with (needy) neighbors is a reciproca-
tion to God’s primary love, which guides the agent to 
similarly loving responses. The neediness of a beggar 
or the misery of another person are opportunities for 
a faithful agent by which the agent can express in daily 
life his interpersonal dedication to God. This fits in 
with the fact that the agent’s love for God is theologi-
cally prior to the agent’s love for the human neighbor.10 
Thus the believer is existentially driven by the divine 
love as the moral theological thinking remains rooted 
in an interpersonal agent-centeredness. 

8 For example, Roman Catholic Cardinal Walter Kasper (2013) 
and German Islamic Theologian Mouhanad Khorchide (2013) 
complained about the rigorously legalistic interpretation of 
their religions and invited to a change to understand God as a 
merciful and loving god interested in a vivid relationship with 
thoughtful and truthful human beings. 

9 Leviticus 19:18; Matthew 22:39; Mark 12:31; Luke 10:27–28; 
John 13:34. 

10 “Hear, O Israel! The Lord is our God, the Lord alone! Therefore, 
you shall love the Lord, your God, with all your heart, and with 
all your soul, and with all your strength.” (Deuteronomy 6:3–5). 
“When the Pharisees heard that he had silenced the Sadducees, 
they gathered together, and one of them tested him by asking, 
‘Teacher, which commandment in the law is the greatest?’ He 
said to him, ‘You shall love the Lord, your God, with all your 
heart, with all your soul, and with all your mind.’ This is the 
greatest and the first commandment. The second is like it: ‘You 
shall love your neighbour as yourself. The whole law and the 
prophets depend on these two commandments.” (Matthew 
22:34–40).

Nevertheless, the ancient virtue ethical value of 
human dignity has also hindered the Christian com-
munities welcoming the modern rights-based idea of 
human rights (duties vs rights). It has been difficult 
for most Christian confessions to recognize the hu-
manistic core of the Universal Declaration of Human 
Rights (UDHR) as a text regulatory to the coexistence 
of the Creator’s earthly creation. It took many years 
before Western Christianity officially acknowledged 
the UDHR,11 and actually its adoption within the 
churches’ own normative structures is still an ongo-
ing process (Kasper 1981; Vögele 1999; Hilpert 2005). 
However, considerable progress has been achieved in 
recognizing that the UDHR, far from being offensive 
to the Creator’s norms, in fact challenges the human 
legislators and states to respect the rights conferred by 
God on every human individual. The prepositive na-
ture of the universal human rights means that human 
rights are neither invented nor bestowed by the state. 
Instead, human rights are given by God right from 
the start within human nature and are to be acknowl-
edged by the governmental authorities. Thus, it is not 
contrary to the spirit of the universal human rights to 
regard them as derived from God in order to estab-
lish the moral equality of the human beings. English 
philosopher John Locke became a pioneer of the idea 
of prepositive universal human rights by arguing simi-
larly in his Two Treatises of Government as early as the 
1680s (Locke 1689; Brocker 2013, p. 37). In the reli-
gious understanding, the Creator ordained that every 
human being as a divine image be endowed with the 
capacities to live a good and just life in His presence. 
Therefore, noblesse oblige! It is due to such divine ori-
gin of them that human rights are useful instruments 
in the criticism of political power abuse. 

11 Pope John XXIII was the first to recognize the UDHR in his en-
cyclical Pacem in Terris (1963). The German Pontifical Com-
mission Justitia et Pax opened a new series on the issue of 
human rights in 1975. For information about other Christian 
denominational attitudes toward the human rights, see, for ex-
ample, “Jahrbuch Mission 2005. Menschenrechte.” The human 
right to religious freedom has been particularly challenging. It 
was not until 1965 that it was endorsed explicitly in the Declara-
tion on Religious Freedom –Dignitatis Humanae– of the Second 
Ecumenical Sacred Council of the Vatican. 
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3. Legislation of human dignity: the rights perspec-
tive 

3.1. The historical stages from human dignity to 
human rights

It took more than two millennia until the universal, 
equal human dignity resulted in prepositive, political 
and legal human rights that every legislator and political 
leader must recognize. In the Roman period, only vague 
interpersonal consequences of universal dignity or cos-
mopolitism were drawn against the general ius naturale, 
i.e., the natural law; respecting another human being as 
a fellow citizen in the cosmos was recommended to the 
virtuous wise man only for his individual moral perfec-
tion. In the 20th century, the concept of human dignity 
was introduced into the ius gentium—the international 
law, with the post-WWII debate over the UDHR during 
which the old cosmopolitan idea of human dignity was 
developed into a political and juridical basis for human 
rights (Tiedemann 2006; Lohmann 2010; Pollmann 
2010). However, an ideal of human rights developed in-
dependently from the concept of human dignity during 
the 17th and 18th centuries is also identifiable, and it is 
illuminating to consider why the early revolutionaries 
in North America and France avoided making any ref-
erence to human dignity. 

In this modern age of liberal states, citizens are no 
longer thought to be subject to the goals of the state 
or legislators. Instead, citizens today have prepositive 
rights by virtue of their human nature or their creation 
by God, which form a space of individual liberty that 
allows one to strive for his own good life. The crucial 
point in the idea of prepositive rights is that the citizen 
does not have to fulfill some duties to be allowed to 
enjoy these rights and that the state is not allowed to 
restrict these basic liberties except for very grave rea-
sons and temporarily. The idea was first expressed in 
the early modern era of philosophers like John Locke 
(1632–1704), Montesquieu (1689-1755), and Rous-
seau (1712–1748). Their theories of prepositive uni-
versal human rights, separation of (executive, legisla-
tive, and judicial) powers, and social contract paved 
the way for the revolutions and the human rights dec-
larations in England, the United States of America, 
and, finally, France. 

It is remarkable that the early declarations of hu-
man rights by the American and French revolutionar-
ies refrained from using the word “dignity.” This fact 
has been explained by two reasons. First, connotations 
associated with feudal (social) honor prevented espe-
cially the French criticizers of the absolutistic French 
monarchy and the feudalistic Christian church from 
mentioning the word and notion “dignity” in the 18th 
century (Pöschl & Kondylis 1992). Also, Samuel von 
Pufendorf (1632–1694) emphasized the agent-cen-
tered dimension of moral duty in the notion of dignity 
(Kühnhardt 1987, p. 60; Müller 2000), which prepared 
the way for the Kantian human dignity (Kobusch 1993; 
Auer 2013, p. 36) but was incompatible with the con-
temporaneous American struggle for independence 
from Britain.12 Accordingly, instead of “human dig-
nity,” the revolutionaries preferred to base their ideas 
of prepositive, universal, equal human rights on reli-
gious13 or secular natural law,14 or they simply referred 
to “innate rights.”15

Unlike the anticlerical French revolutionaries, John 
Locke and the American revolutionaries had no anti-
religious motivations, because the Americans had not 
been confronted with a feudalistic and mighty Christian 
church in their new homeland. As Hans Joas recently 
reminded us, the American Revolution was instead sup-
ported by a variety of Christian dissenters (e.g., Puri-
tans, Methodists), who fled from Britain as inspired by 
their own Christian utopias (Joas 2011; cf Vögele 1999). 
As a result, we see that, although the human rights phi-
losophers and revolutionaries refrained from using the 

12 Even until today, liberty’s negative constituent of freedom from 
coercion, subjection, etc., has dominated its positive constituent 
of freedom for obligating oneself and has grounded the politi-
cal, juridical, and economic liberalism in English-speaking phi-
losophy.

13 The U.S. Declaration of Independence (4 July 1776): “We hold 
these truths to be self-evident, that all men are created equal, 
and are endowed by their Creator with certain unalienable 
Rights, that among these are Life, Liberty, and the pursuit of 
Happiness.—That to secure these rights, Governments are insti-
tuted among Men, deriving their just powers from the consent 
of the governed.” 

14 The Virginia Bill of Rights (12 June 1776): “That all men are by 
nature equally free and independent, and have certain inherent 
rights, of which, when they enter into a state of society, they 
cannot, by any compact, deprive or divest their posterity.”

15 The Declaration of the Rights of Man and of the Citizen (1789): 
“Men are born and remain free and equal in rights. Social dis-
tinctions can be founded only on the common good.” 
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term dignity because of its sociopolitical implications, 
they built and backed up the liberal prepositive charac-
ter of human rights with arguments drawn from natural 
law philosophy or theology of creation that maintained 
the dignity of the divine image, allowing for a religious 
basis and interpretation for the ideas of human rights 
and human dignity. Nevertheless, we will see (Sec. 4) 
that, for modern legal texts, it is the standard practice to 
refrain from directly religious argumentation because 
the international and constitutional legal documents 
demand obedience from every state and each citizen 
with any religious background (Bielefeldt 1998, pp. 
185–88; Bielefeldt 2011). Therefore, the United Nations 
or its member states should leave it to the private sphere 
to enrich the concepts of human dignity and human 
rights with religious convictions. 

Human dignity and human rights became explic-
itly connected during the 20th century, during the first 
half of which “dignity began to enter legal, and partic-
ularly constitutional and international legal discourse.” 
According to McCrudden, these legal contexts includ-
ed a “combination of the Enlightenment, republican, 
socialist/social democratic, and Catholic uses of dig-
nity,” but the notion’s use “remained pretty marginal …
until the end of the Second World War” (McCrudden 
2008, p. 664). The experience of the crimes commit-
ted against humanity in the name of ideologies like 
the German National Socialism and Soviet Stalinism 
around World War II made “human dignity” a promi-
nent term in the post-war human rights discourse. The 
foundation of the United Nations (UN) in 1945, the 
UN Universal Declaration of Human Rights (UDHR) 
in 1948, and the Declaration’s adoption in the West 
German Constitution in 1949 are the most important 
developments that popularized the term human dig-
nity in the political and legal human rights debate. A 
closer look at some sections of these documents can 
provide insight into how the legal foundational mean-
ing of the term has developed. The preamble of the 
Charter of the United Nations (1945) begins as follows:

 “We the peoples of the United Nations, determined to 
save succeeding generations from the scourge of war, 
which twice in our lifetime has brought untold sorrow 
to mankind, and to reaffirm faith in fundamental human 
rights, in the dignity and worth of the human person, in 

the equal rights of men and women and of nations large 
and small…” 

While “human rights” is just one of the solemn-
sounding concepts pronounced in the 1945 Charter 
against the devastating world wars, the UDHR three 
years later endorses the “inherent dignity” of all hu-
man beings for the first time as a fundamental concept 
for the existence of universal human rights, changing 
the order of the two concepts in its preamble:

 “Whereas recognition of the inherent dignity and of the 
equal and inalienable rights of all members of the human 
family is the foundation of freedom, justice and peace in 
the world…”

The transposition of “inherent dignity” and “equal 
and inalienable rights” is not arbitrary. This can also 
be observed in the preambles of the International Cov-
enant on Civil and Political Rights (ICCPR) and Inter-
national Covenant on Economic, Social and Cultural 
Rights (ICESCR) opened for signature in 1966. The 
following quotation from the preamble of the ICESCR, 
for example, shows clearly this fundamental character 
of human dignity: 

 “Considering that, in accordance with the principles 
proclaimed in the Charter of the United Nations, rec-
ognition of the inherent dignity and of the equal and 
inalienable rights of all members of the human family 
is the foundation of freedom, justice and peace in the 
world, recognizing that these rights derive from the in-
herent dignity of the human person…” 

Furthermore, even before this 1966 excerpt ex-
plicitly representing the foundational character of hu-
man dignity, there is the 1949 Constitution of West 
Germany as an earlier example of the new concept’s 
endorsement under the influence of the UDHR. The 
Constitution’s first article shows very clearly this foun-
dational role of the concept, particularly with the ad-
verb “therefore” connecting the first and second sub-
sections proclaiming human dignity and human rights 
respectively:

 “Art. 1.1 Human dignity shall be inviolable. To respect 
and to protect it shall be the duty of all state authority.

 Art. 1.2 The German people therefore acknowledge invi-
olable and inalienable human rights as the basis of every 
community, of peace and of justice in the world. 
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 Art. 1.3 The following basic rights shall bind the legis-
lature, the executive and the judiciary as directly appli-
cable law.” 

These documents from international and consti-
tutional law prove that, since World War II, there has 
been increasing moral consciousness worldwide in ac-
knowledging that universal and equal human dignity 
is the moral source from which the universal and in-
alienable human rights are to be derived. 

3.2. On the criticisms of human dignity in the phi-
losophy of human rights

Some scholars doubt whether human dignity as the 
basis for human rights is the premodern virtue ethi-
cal human dignity. Some argue that the “crimes against 
humanity” during WWII have driven the nations to 
seek totally new moral grounds, which they found in 
human dignity (Lohmann 2010; Pollmann 2010), while 
some, like philosopher Christoph Horn, distinguish 
between different kinds of dignity, such as losable and 
unlosable human dignity (Horn 2011). 

These human rights approaches share the common-
ality that they characterize their “new” dignity concept 
from an addressee-centered rights-perspective. For 
these authors, human dignity is the dignity of human 
victims that constitutes the basis of the victims’ funda-
mental human right not to be hurt. It is obvious that any 
human who has been deprived of his rights has been 
victimized. But for a moral concept of a victimized ad-
dressee, the basic concept of a moral agent has to be 
presupposed (cf Enders 2008). There can be no victim 
without a responsible agent! Nature does not know vic-
tims! It is this moral conceptual cohesion between an 
addressee and an agent that usually remains obscure as 
a blind spot in the argumentation because human dig-
nity is taken as an applied –rather than foundational– 
ethical term. Apparently, the compassion toward the 
victimized addressee and the indignation concerning 
his experience do not leave much room for remember-
ing the foundational ethical agent-centeredness of the 
concept of human dignity. It seems absurd to human 
rights philosophers to apply human dignity to the con-
cept of an agent as the doer of a victimizing deed rather 
than to the concept of a victimized addressee. But refus-
ing to accept its agent-centered core of self-obligation 

(to be humane and virtuous) comes with the cost that 
the moral concept of human dignity become inconsis-
tent and obscure in applied ethics. Such confusion can 
also be observed in Horn’s distinction of (“losable and 
unlosable”) human dignity of an addressee. The truth is 
that a human addressee can never lose his dignity—it 
can be disrespected only—and the agent must always 
behave accordingly. Consequently, for a consistent ethi-
cal framework, one must realize the systematic continu-
ity between the described nature of the ancient moral 
concept of universal human dignity and the modern use 
of this concept as the basis on which the legal human 
rights are grounded. 

We must also clarify that conceiving human dig-
nity in terms of agent-centered self-obligation does 
not imply that a human individual first has to fulfill an 
obligation of behaving virtuously before being worth 
of rights. Basing human rights on the self-obligational 
concept of human dignity does not deny the preposi-
tive character of human rights. Otherwise foundation-
al theoretical argumentation would again be confused 
with practical moral application. The prepositive char-
acter of human rights is totally independent of the fac-
tual moral practice of an agent. Human rights are the 
inalienable precondition that will enable the human 
individual to fulfill the moral claim of his dignity. Ac-
cordingly, we must realize that the order during the de-
duction must not be reversed: The inalienable human 
rights are the necessary precondition for every human 
individual to be able to realize his claim of having dig-
nity by behaving morally virtuously and properly, and 
not a result or reward following the proper moral be-
havior! Therefore, the authorities in rights-based states 
must guarantee the protection of their citizens’ basic 
human rights and refrain from judging their citizens’ 
moral quality unless they violate the rights of the oth-
ers. So, human rights are entitlements to be humbly 
acknowledged by the official authorities, not bestow-
ments graced out of generosity. When the authorities 
want to suspend a certain human right, e.g., the right 
to live freely, they must explain for what serious rea-
sons and for how long the right in question is to be 
limited. The idea of prepositive universal human rights 
means the reversal of the burden of proof between the 
human individual and the state. 
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Germany became the first nation adopting human 
dignity as a prepositive moral measure for the rightful-
ness of its constitutional law. By doing so, the German 
people expressed their will to return to a humane re-
gime after the inhumane crimes during the Nazi era, 
including those committed against the political op-
ponents, the Jewish and Sinti and Roma holocausts, 
and the hate crimes against other minorities like ho-
mosexuals. The German Constitution’s first article in-
cludes a confession in front of the nations of the world 
and makes a commitment that the German people and 
the German government are to obligate themselves to 
respect and protect every human being’s dignity by 
transforming the inalienable prepositive human rights 
into basic positive rights. Human dignity functions as 
an agent-centered principle of moral duty in the Ger-
man Constitution, obligating the state by the preposi-
tive rights of the dignified human beings, and not by 
their social honor or reputation. It is the fundamental 
criterion in determining whether the law is morally 
justified and therefore righteous. Now, several decades 
later, a growing number of national constitutions and 
international conventions have incorporated these 
considerations observable in the UDHR and the Ger-
man Constitution (cf Tiedemann 2006). 

4. Universal human dignity and the question of its 
foundation

We have seen that throughout history various reli-
gious and philosophical interpretations were offered 
to justify the universal human dignity and prepositive 
human rights. However, no human being is in a posi-
tion to judge whether other humans fulfill the divine 
expectation as it is required in these approaches for an 
agent to have dignity and rights; this judge can be God 
only. Therefore, theology must always maintain a uni-
versally solidarist perspective supporting every human 
individual in his own way of seeking God. No human 
being, not even a theologian, is authorized to exclude 
another human from the promise of divine salvation, 
since we all are creatures, not the Creator. Any as-
sumption of a privileged relationship with God is not 
compatible with the universal nature of the concepts 
of human dignity and inalienable human rights. In this 
section we will address why modern states should re-
frain from adopting a particular religious basis for hu-

man dignity in international and constitutional legal 
texts and the extent to which the concept could and 
should be interpreted in these documents. 

4.1.Should human dignity be defined in legal docu-
ments? 

Recent retrospective studies on the UDHR’s back-
ground show that there occurred heated discussions 
among the member states of the UN during the search 
for a common value to function as a final court of 
appeal in determining the validity of the inalienable 
universal human rights (Tiedemann 2006). In the 
end, the nations agreed to regard human dignity as an 
ultimate warranty for these rights that humans have 
just because they belong to the “human family.” At 
the same time, they decided to avoid defining this un-
derlying concept in order to keep it open to different 
cultural, personal and religious interpretations. By this 
maneuver, the authors of the UDHR aimed to elimi-
nate the possible cultural obstacles that might prevent 
the member nations from acknowledging the rights 
declared. Thus, the explanation of why and how the 
concept of human dignity is the basis of the universal 
human rights remained a gray, neutral area, open to 
specification in line with any belief and conviction as 
long as it is nonexclusive and universally embracing. 
The highly esteemed and nonspecifically defined hu-
man rights declared by the UN included the rights to 
freedom of thought, conscience and religion16 and to 
freedom of opinion and expression.17 Highlighting a 
particular religious or cultural value or perspective in 
the interpretation of human dignity not only would 
have endangered the consensus on the UDHR, but 
also would even have been self-contradictory by vio-
lating certain human rights; and therefore it was not 
only prudent and wise, but also ethically necessary to 
refrain from bringing culture- or religion-based defi-
nitions to the term “human dignity.” 

16 “Everyone has the right to freedom of thought, conscience and 
religion; this right includes freedom to change his religion or 
belief, and freedom, either alone or in community with oth-
ers and in public or private, to manifest his religion or belief in 
teaching, practice, worship and observance.” (Article 18).

17 “Everyone has the right to freedom of opinion and expression; 
this right includes freedom to hold opinions without interfer-
ence and to seek, receive and impart information and ideas 
through any media and regardless of frontiers.” (Article 19).
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Like the authors of the UDHR, those who draft-
ed the German Constitution also decided to avoid a 
definition of human dignity. The first president of the 
Federal Republic of Germany, Theodor Heuss (off. 
1949–1959), explicitly stated that human dignity was 
“an uninterpreted thesis.”18 Heuss did not say “an un-
interpretable thesis,” despite the several later com-
mentaries taking it that way. Heuss’ famous dictum 
implies that a variety of definitions and interpreta-
tions are indeed possible, but that a state’s legislature 
should resist a specific definition of human dignity in 
the constitution, for basic human rights should be re-
spectable by every citizen. Similarly to the case of the 
UDHR, the government of a pluralistic society should 
refrain from giving rise to ideological barriers that can 
prevent its citizens’ inner consent to the constitution. 
This should be so also according to the norm of respect 
for the basic rights to freedom of and from religion, of 
conscience (Art. 4 German Basic Law), and of opinion 
(Art. 5.1 German Basic Law). Therefore, the German 
legislature’s and the UN’s avoidance signifies the ris-
ing awareness that legally binding documents can only 
outline an ideologically neutral conception of human 
dignity as the highest value from which universal in-
alienable human rights are to be derived.Many inter-
pretations of human dignity seem to be legitimately 
possible. The only condition that must be fulfilled is 
the acknowledgement of the fact that every human as 
an individual moral agent have the prepositive, “natu-
ral” human rights. Since ancient times, universality 
and moral equality have been the core characteristics 
of the concept of human dignity in philosophy (all 
humans are cosmopolites and should be respected as 
such) and theology (all humans are created by God as 
His responsible correspondent in His image). Omit-
ting or disregarding these two principles means fall-
ing back into a different, exclusive conception of social 
honor, from which no universal equal inalienable hu-
man right can be derived. Nowadays universality and 
equality, the essentials of human dignity, are being 
challenged by various advances in medicine and life 
sciences. 

18 Fourth session, 23 September 1948, Jahrbuch des öffentlichen 
Rechts der Gegenwart, vol. 1, 1950/51, p. 49.

4.2. Developments in life sciences as challenging the 
essentials of human dignity 

Decades ago when it was “clear” what a human being 
is, there was not a great need for defining the term 
“human dignity.” It was obvious for ethicists, jurispru-
dents, and human rights philosophers who belongs to 
the “human family” and can therefore be counted as 
one with basic human rights. However, recent biotech-
nological developments, especially those for the begin-
ning of human life, have changed the situation radi-
cally. Assisted reproductive technologies like in vitro 
fertilization and the research and procedures involving 
cloning, stem cell use (Joerden et al. 2013), interspe-
cies chimerism (German Ethics Council 2011), and 
other various techniques have been undermining to 
the self-evident nature of being human. This has posed 
not only a problem of biology, but also a question as to 
the moral self-understanding of us as human beings. 
The concept of human dignity is now challenged to an-
swer a new type of question that threatens its essential 
defining characteristics, namely its universality and in-
alienability: “Who carries dignity and who does not?” 
(Werner 2004; Düwell 2010, p. 70). 

The process started with the Doctors’ Trial within 
the Nuremberg trials in the late 1940s held concerning 
the horrific human experimentation carried out by the 
Nazi doctors in the extermination camps. In 1947, the 
trials resulted in the so-called “Nuremberg Code,” a 
declaration of ten basic rules to be obeyed by physicians 
doing research involving human subjects. In this code 
we find the nucleus of “informed consent” as an instru-
ment for protecting patients and participants from be-
ing abused during medical research. The World Medical 
Association (WMA) was founded in 1947 as a reaction 
from physicians all over the world to the crimes com-
mitted by their Nazi colleagues. It was not until 1951 
that the German Medical Association was allowed to 
become a member of the WMA, after acknowledging 
the past faults and publicly accepting the “Declaration 
of Geneva” as its oath of professional ethics.

However, the obvious Nazi crimes against human-
ity are not the only events that have deeply shaken our 
trust in medicine. The novel medical procedures in-
troduced during the last decades have raised critical 
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questions as to whether rights and dignity of patients 
are now being unintentionally hurt by the healthcare 
system itself. In terminally ill patients today, for ex-
ample, modern medical techniques can prolong both 
life and suffering; and the other advances in life-saving 
have produced a variety of modes of human existence 
in minimalized states of consciousness that were never 
experienced before. All these different developments, 
including scientifically motivated research on humans 
and economically driven abuse of medical feasibilities 
such as transplant surgery, have put the concepts of 
human dignity and human rights in the focus of bio-
medical ethical reflection. 

The most prominent example in the realm of in-
ternational documents is the “Declaration of Helsinki,” 
adopted in 1964 by the 18th WMA General Assembly 
in Helsinki, Finland, which followed the determina-
tions of the Nuremberg Code and formulated the first 
“informed consent” directives. Since that time the 
Declaration has been repeatedly amended and updat-
ed to answer the emerging challenges due to the novel 
technical developments in medicine and life sciences. 
A central European convention, opened for signature 
in 1997 in Oviedo, Spain, the title of which readily ex-
presses the importance of the concepts of human dig-
nity and human rights in the fields of medicine and 
life sciences, is the “Convention for the Protection of 
Human Rights and Dignity of the Human Being with 
regard to the Application of Biology and Medicine” of 
the Council of Europe. 

However, such steps of international legislation 
to introduce human dignity and human rights into 
bioethics are still being taken in traditional ways. In 
the past, the unmodified natural cosmological order 
served as an evaluative framework for natural rights 
theories. Similarly grounding the idea of human dig-
nity –and centuries later, human rights– on a preposi-
tive natural order, rather than a human-made order, 
endowed the concepts with universality, moral equal-
ity, and inalienability. However, today it is nature it-
self, including human nature, that is being extensively 
changed by human beings. Medicine and biomedical 
research (e.g., stem cell research and the various gene 
technologies for developing intra- and interspecies liv-
ing beings) have intertwined (German Ethics Council 

2011; Joerden 2013), and a completely new question 
has arisen: Who, using what criteria, is to define what 
counts as a human being with human dignity and in-
alienable human rights? The new biotechnological de-
velopments have not only extended the responsibility 
of the moral agents, but also sharpened our awareness 
of the moral fact that human dignity can and should 
never be based on empirical nature by use of empirical 
data. Alternatively, the modern philosopher Imman-
uel Kant developed a noncosmological nonempirical 
foundation for universal human dignity, namely the 
“autonomy of the will.” 

5. Autonomy: the modern basis of human dignity

“Autonomy is therefore the ground of the dignity of 
human nature and of every rational nature” (Ak IV 
436).19 This sentence of Immanuel Kant (1724–1804), 
the prominent philosopher of the Enlightenment and 
German Idealism, has been used programmatically for 
the strong connection between autonomy and human 
dignity in modern times. It explains why bioethicists, 
like Ruth Macklin, suggest replacing the vague term 
human dignity with the principle of respect for patient 
autonomy. However, there is a decisive difference be-
tween the bioethical and Kantian use of the concept of 
autonomy, as in the confused use of the applied and 
foundational arguments of “moral status” and “human 
dignity.” Accordingly, we will first take a look at the 
bioethical use of the concept of autonomy, before ana-
lyzing the Kantian autonomy. 

5.1. New confusions in biomedical ethics

In bioethics the term “autonomy” has been used mul-
tifariously. Joel Feinberg distinguished at least four 
senses of “autonomy,” i.e., autonomy as a capacity, an 
actual condition, an ideal of character, and a sovereign 
authority (Feinberg 1986). In their widely celebrated 
work Principles of Biomedical Ethics (2013, 7th ed.), 
Tom L. Beauchamp and James F. Childress introduced 
the principle of “respect for autonomy” as one of the 
four main principles a physician should observe. The 

19 The citation for the Kantian works used herein was made tra-
ditionally by use of the volume and page number of the stan-
dard German edition Kants Gesammelte Schriften, edited by the 
Royal Prussion (later German) Academy of Sciences (Berlin: 
George Reimer, later Walter de Gruyter & Co, 1900ff). The Eng-
lish quotations are from Paton (1948/2004) (Ak IV) and Gregor 
(1996) (Ak VI).
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other three elements of the so-called “Georgetown-
mantra” are the principles of nonmaleficence, benefi-
cence, and justice. The authors explicitly emphasize 
that their principles do not stand in an order of moral 
priority, and that they claim prima facie validity only 
in pragmatically guiding physicians in decision-mak-
ing processes in healthcare services and biomedical 
research. The principle of patient autonomy may be 
overridden in case of competing moral considerations 
(2013, p. 107). 

For Beauchamp & Childress the physician’s duty 
to “respect for autonomy” corresponds to the pa-
tient’s right of “autonomy.” To exercise this right, the 
patient has to be qualified as “competent” based on 
some empirical measurement. In case a patient’s level 
of competence is found to fall below the threshold for 
self-determination, there is no patient autonomy to 
be respected. Despite the authors’ struggle to suggest 
empirical standards in order to comprise as many cog-
nitively challenged human individuals as possible, it is 
impossible to consider every human being an address-
ee of the physician’s duty to “respect for autonomy” on 
the basis of an empirical standard. There will always 
be some individuals not able to fulfill the empirically 
defined criteria. Consequently, the bioethical principle 
of “respect for autonomy” cannot be regarded as cor-
responding to a universal, inalienable human right. It 
can correspond to a moral right of those human indi-
viduals fulfilling certain standards only. 

This result is counterintuitive as the most vulner-
able human individuals would lack protection. Beau-
champ & Childress suggested the solution “surrogate 
decision-making” for cases of high human vulnerabil-
ity (2013, p. 63). This is significant, but it remains with-
out an ethical foundation, failing to eliminate skeptical 
questions: Why should incompetent human individu-
als be still treated with respect if the respect depends 
on their properties of autonomy, which have been lost? 
Why should we not treat them according to their ac-
tual level of capacity, perhaps the same way as in case 
of animals with a similar level of capacity?

In fact, Beauchamp & Childress have no argument 
for defending the universal and egalitarian basis of 
the prepositive human rights and human dignity. The 

inalienability of these becomes obscure because the 
authors priorly fail to consider the self-reflective char-
acter of human dignity and autonomy (2013, p. 65). 
They mistake the Kantian “autonomy” for an empirical 
concept in applied medical ethics when they maintain 
that, according to Kant, “Moral autonomy of the will 
…occurs if and only if one knowingly governs oneself 
in accordance with universally valid moral principles.” 
(p. 72) They call this definition of moral agency “a suf-
ficient condition of moral status,” but criticize it for not 
being a necessary condition:20 “If being a moral agent 
(or being morally autonomous) were a necessary con-
dition of moral status, then many humans to whom we 
extend moral protections would be stripped of their 
moral status, as would all nonhuman animals.” (p. 72) 
The authors show their misconception of Kant’s prin-
ciple of autonomy as a principle based on empirical 
faculties and applicable to observed addressees. 

Furthermore, the authors translate Kant’s notion 
of “dignity” or “inner moral worth” into their concept 
of “moral status” as a “functional equivalent of rights,” 
based on the “welfare interests” of a patient that makes 
the patient an addressee of a moral agent’s “moral ob-
ligations” (p. 62). These few quotations prove that the 
authors interpret Kant’s ethics of autonomy from an 
empirically based, addressee-centered perspective, in-
stead of a nonempirical, self-reflective, agent-centered 
one. It is easy to see that their “autonomy” as based on 
empirical, contingent capacities of a human individual 
can never be the foundation for universal human dig-
nity and universal inalienable human rights because in 
that case a patient’s dignity would vanish together with 
his fading capacities of “autonomy” and his (human) 
rights would collapse ensuing the loss of this basis. 
More broadly speaking, empirical notions and crite-
ria can never serve as a basis for universal norms and 
principles. So we need to get an adequate understand-
ing of the Kantian autonomy, which can serve as “the 
ground of the dignity of human nature and of every 
rational nature” (Ak VI 436).

20 In fact, it is quite the opposite of Beauchamp’s & Childress’ opin-
ion. We will see (Sec. 5.2) that Kant’s transcendental autonomy 
of the will is indeed a necessary condition of moral interper-
sonal practice, but not a sufficient one, since humans addition-
ally need empirical data in order to find out how to support a 
mentally disabled person in exercising his prepositive inalien-
able human rights, including his right to self-determination. 
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5.2. The Kantian autonomy of the will: a transcen-
dental concept of practical reason

In ancient Greece the word “autonomy” described the 
political independence of a polis to make its own legis-
lation. “Autonomy” is still used in political philosophy 
and jurisprudence to denote the sovereignty of a state. 
But the term had not been in philosophical use until 
Kant made it a core concept of his ethics. He applied 
the politico-juridical concept to the human individual 
or, to be more precise, to the will of a rational moral 
agent characterized as a self-legislating moral subject. 
(It is easy to recognize the Platonic and Stoic influence 
here.) Thus, Kant’s autonomy is not about an arbitrary 
will, but the will with the determination to follow a 
self-prescribed rational law. Kant’s conception of au-
tonomy was directly inspired by the French philoso-
pher Jean-Jacques Rousseau (Schneewind 1998, pp. 
487–92), who wrote in his Social Contract: “…For the 
impulse of appetite alone is slavery, and obedience to 
the law one has prescribed for oneself is freedom.” (SC, 
1:8.3).

Indeed, obedience to a self-prescribed law is free-
dom, i.e., the positive freedom for rational obligation 
that is excluded in the US conception of “liberty.” The 
will’s positive freedom for self-obligation is exactly 
what Kant calls the principle of the “autonomy of 
the will.” The opposite of this is “heteronomy,” which 
means that the will is driven by inner sensual inclina-
tions or external forces. Autonomy and heteronomy 
are mutually exclusive. They are not the two poles of 
a gradual scale. The two concepts denote the only two 
alternatives available to the will of a rational–sensual 
being. The will is ruled either by reason or by some-
thing else. There is nothing in between! So strict, this 
determination of Kant shows that he does not concep-
tualize autonomy as a graded instrument for assess-
ing the empirical capacities of self-determination of 
human beings, but as a foundational principle, in his 
Groundwork of the Metaphysic of Morals. 

“Autonomy of the will” is “the supreme principle 
of morality” (IV 440), and “heteronomy of the will” is 
“the source of all spurious (unechte) principles of mo-
rality” (IV 441). “Spurious” denotes those principles 
that may perhaps lead to right acts “in accordance with 

the commands of duty” (IV 406). But acting autono-
mously means acting “for the sake of duty” (IV 406) 
alone, acting “out of reverence for the law” (IV 400), 
instead of an emotional or rational inclination to an 
object. According to Kant, autonomy is quite the op-
posite of the voluntary arbitrariness of practical au-
thorship. So it is more than self-determination; it is 
an ideal agent-centered conception of “good will,” the 
only thing “in the world, or even out of it, which can be 
taken as good without qualification” (IV 393). 

Kant highlights that we are not able to have certain 
knowledge about autonomous acts. Even with regard 
to ourselves, “we can never, even by the most strenuous 
self-examination, get to the bottom of our secret im-
pulsions” (IV 407) in order to exclude the possibility of 
self-love rather than pure motivation to fulfill a duty. 
Autonomy of the will is an inner principle, “which we 
cannot see” (IV 407). Because of this epistemologically 
transcendent character of it, autonomy is not an object 
of theoretical knowledge. It is an object of practical 
reason. Autonomy of the will is a transcendental idea 
of moral practical reason; it is the universal and nec-
essary presupposition for our daily moral interaction. 
Although we cannot know whether an act, even our 
own, is truly autonomous, we must unavoidably pre-
suppose the practical possibility that both we ourselves 
and others can act autonomously, thinking of humans 
as agents able to fulfill commitments, promises, and 
deals, and not as puppets driven by biological laws as 
animals are. Kant’s transcendental autonomy can be 
accordingly interpreted as an indispensable principle 
for understanding and reconstructing our daily moral 
practice. 

Considering that no real human agent can ever be 
sure whether he has performed an act purely autono-
mously, Kant does not use the word autonomy in his 
“Doctrine of Virtue.” Nevertheless, autonomy can be 
described as a virtue ethical ideal a human agent must 
strive for to perfect his morality. This means striving 
for “the purity (puritas moralis) of one’s disposition to 
duty, namely in the law being by itself alone the incen-
tive, even without the admixture of aims derived from 
sensibility, and in actions being done not only in con-
formity with duty, but also from duty” (VI 446). 
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To sum up, objectively (as an objective principle 
of morality) “autonomy of the will” is a universal and 
necessary transcendental idea of moral practical rea-
son concerning an absolutely incorruptible will to act 
for the sake of duty alone. Although it can never be 
proven whether a right act has been performed for 
the sake of duty alone or for other reasons, even by 
the agent himself, it is, at least, theoretically logical 
and practically necessary to assume that autonomy of 
the will is possible. Subjectively (with regard to a par-
ticular human agent), autonomy of the will means the 
virtue ethical ideal of an agent always striving for ab-
solute truthfulness in fulfilling his duties, performing 
not only morally right but also morally good acts. In 
both regards, objectively and subjectively, autonomy is 
a qualification of an agent’s will and, as such, totally in-
appropriate for direct empirical application, as the will 
is not observable. This is why autonomy has a founda-
tional meaning insofar as it articulates the conceptual 
condition under which moral practice is possible, i.e., 
insofar as human moral agents conceive themselves as 
beings who are able to obligate their will in accordance 
with their claim of human dignity. This is why “auton-
omy is therefore the ground of the dignity of human 
nature and of every rational nature” (IV 436).

Human dignity can no longer be based on a cosmo–
teleological order, the progressive decline of which be-
gan with the emergence of the anti-teleological natural 
sciences in the 16th century. The Kantian transcen-
dental practical principle of “autonomy of the will” 
provides a new basis and value orientation for moral 
conception beyond the premodern onto–teleological 
and modern anti-teleological concepts of nature. The 
Kantian autonomy as the transcendental “supreme 
principle of morality” is the result of an agent-based 
self-reflective analysis of the preconditions of moral 
agency. The human moral agent discovers his “inner 
worth,” his dignity, when he becomes aware of his be-
longing to a species whose members alone are capable 
of obligating themselves to produce moral worth in a 
scientifically naturalized and totally devaluated realm 
of empirical facts. This awareness would challenge one 
to abandon the natural perspective of an aloof theo-
retical observer in order to assume the position of an 
involved, responsible, self-reflective agent in modern 

philosophy. This is the only way we can define the mor-
al standpoint, which is irreducible to the empirical. 

Finally, it is worth taking a brief look at Kant’s 
“Doctrine of Right,” in which the principle of the au-
tonomy of the will plays an indirect role, so as to state 
that the governmental authorities in a liberal state 
have to respect the autonomy of each citizen’s will 
(cf Steigleder 2002). The governmental duty of such 
respect is manifested in the basic rights of negative 
freedom. “Freedom (independence from being con-
strained by another’s choice), insofar as it can coexist 
with the freedom of every other in accordance with a 
universal law, is the only original right belonging to 
every man by virtue of his humanity.” (VI 237) “Auton-
omy of the will” as “the supreme principle of morality” 
(IV 440) demands a strict distinction between the doc-
trine of virtue for individual agents and the doctrine 
of right for legislators in liberal states, as the mission 
of the law is “not to teach virtue, but only to set forth 
what is right” (VI 231). This is the core of Kant’s politi-
cal liberalism. In consequence, a morally justified law 
perspective means a purely act-centered perspective in 
dealing with the deeds of citizens as respected sover-
eign authors with free will (cf Enders 2008). The liberal 
act-centered law perspective refrains from qualifying 
the “incentives” underlying individual acts. It is not 
interested in the agents’ “morality,” but only in their 
“legality (lawfulness),” which concerns the “mere con-
formity or nonconformity of an action with the law, 
irrespective of the incentive for it” (Kant, Ak VI 219). 
The liberal act-centered perspective of “legality” is fo-
cused on external conformity with a given norm, not 
the agent-related “morality” of an act. In this way, the 
legal normative perspective respects the autonomy of 
the agent’s will, which is especially significant with re-
gard to the prepositive human rights forming the hu-
man individual’s forum internum—the rights to free-
dom of conscience, religion, and expression.

6. A final overview of autonomy and human dignity 
in biomedical ethics

Through all the general philosophical observations we 
made so far about the fundamental paradigm shift in 
the history of Western ethics, we have seen that “human 
dignity” and “autonomy” were introduced into ethics as 
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agent-centered concepts, first in the framework of an-
cient virtue ethics and then in the grounding philoso-
phy of Kant. The self-reflective first-person perspective 
proceeding from their agent-centeredness made the 
terms suitable for foundational argumentation of uni-
versal nature in practical philosophy after the modern 
invalidation of the teleological cosmos. The ethical func-
tion of these concepts is to provide the moral perspec-
tive and basis for ethics to start off formulating for all 
practical fields of moral judgement by acknowledging 
the universal and inalienable human dignity and rights. 
Conceiving human dignity as based on Kantian auton-
omy is not to solve practical moral problems automati-
cally; instead, it relies on the agents’ moral responsibility 
and self-obligation to produce the best response to the 
moral problems of daily life, with mutual acknowledg-
ment of the moral equality of one another. 

It is therefore unavoidable that such ethical 
grounding by use of the concepts “Kantian autonomy” 
and “agent-centered human dignity” disappoint the 
applied ethicist, failing to fulfill his practical expecta-
tions. However, many medical ethicists today try to 
operationalize these abstract notions in the solution of 
concrete problems. Thus, autonomy and dignity come 
to be used directly to identify and address the empiri-
cal profile of an addressee, or vice versa: Autonomy 
and dignity are conferred on a patient from the third-
person perspective of an observer using empirical data 
as his criteria in moral decision-making. Further-
more, the shift from universal agent-centeredness to 
empirical addressee-centeredness is accompanied by 
the replacement of the duty perspective by the rights 
perspective. The ethical price is the loss of the univer-
sal prepositive character of human rights, i.e., moral 
dehumanization of the most vulnerable human beings 
in health care. Their prepositive human rights are re-
placed by the contingent, empirically based positive 
rights of an addressee, the extent of which depends 
on the fulfillment of certain empirical standards, be-
cause it generates the illusion of utilizing “objective 
standards” for the aloofly observing health-care pro-
fessional, who has failed to be an involved, morally 
responsible agent. 

Human dignity cannot yield algorithmic solutions 
to complex problems, but can bring out the essentials 

in such situations; e.g., it proclaims the inalienable 
human right to self-determination in the frequent 
medical problem of making an end-of-life decision. 
It is remarkable that legal instruments, such as ad-
vance healthcare directives, signify that we already ac-
knowledge this human right even in states of minimal 
consciousness. However, these instruments could be 
explained consistently from the perspective of agent-
centered Kantian autonomy, while this is not possible 
with the addressee-centered perspective of empirical 
patient autonomy.  

Complex moral answers need complex ethical de-
liberation, and moral conflicts may result in a variety 
of justifiable normative solutions. The ethical consid-
eration of human dignity does not free us from the 
burden of ethical deliberation and responsible deci-
sion-making. On the contrary, the awareness of one’s 
own human dignity obligates one to take the moral 
responsibility for one’s own decisions. This means 
the realization of one’s own human dignity through 
moral agency. To conclude, historical reconstruction 
and systematic analysis show that a careful distinction 
between applied ethical and foundational bioethi-
cal argumentation establishes the prepositive dignity 
equally shared by all humans as the basis of inalienable 
human rights. 
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Abstract

Turkish physicians have been immigrating to (West) Germany since the 1960s to attain 
professional experience abroad. Based on twenty-nine semi-structured interviews with (post-)
migrant physicians and three expert interviews with presidents of Turkish–German medical 
associations, this article analyzes how and why transnational professional biographies have 
differed from each other over the course of time. The key findings convey the reciprocal effect 
between professionalism and ethnicity in connection with health and migration policies. The 
Turkish medical migration to Germany between the years 1961 and 2012 is characterized by 
three generations of migrant physicians. The first generation is the migrant “old” elite who 
came to Germany between 1961 and 1974. These early physicians easily received special 
work permits because the German health-care system then suffered from a striking shortage 
of doctors. The second generation is the “new” migrants (1979–1990), who left Turkey for 
political reasons after the military coup in 1980. At that time, Germany’s migration policy had 
become extremely restrictive. Additionally, the German health-care system was suffering from 
dwindling resources and had an excessive amount of German doctors. Therefore, as Turkish 
citizens, the new immigrant doctors could only receive permission to treat Turkish patients, 
which was also affected by the simultaneous social construction of “the Turks” as an ethnic 
community in Germany. 

Finally, the career paths of the third generation, the migrant “global” elite (1999–2012) were 
affected by the Europeanization of migration policies, which excluded Turkish citizens in 
general. At the same time, Turkish physicians were confronted with competition from East 
European and Russian migrant physicians. The main counterargument held by doctors of 
Turkish origin in Germany has been that Turkish patients should be treated by Turkish 
colleagues because health professionals of other origins might not be capable to fulfill their 
culture-specific needs.

Keywords: ethnicity; Germany; health policies; medical migration; migration policies; 
professionalism; Turkey
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Introduction

This article addresses the changing determinants of 
the Turkish medical migration to Germany since the 
1960s and patterns of professional positioning of the 
physicians involved. The medical profession in gen-
eral is fundamentally characterized by both interna-
tional orientation and national regulation. Medical 
knowledge is discussed in international fora, medical 
faculties establish transnational collaborations, and 
physicians as well as students go abroad to gain fur-
ther education, while a doctor’s job is determined by 
national policies (Adel et al. 2004). Preconditions for 
access to the medical field and conditions surrounding 
medical activity are determined by law. Germany and 
Turkey both have governmental institutions for regu-
lating their health-care structures and policies (Ger-
many: Bundesministerium für Gesundheit; Turkey: 
T.C. Sağlık Bakanlığı). Therefore, medical migration 
takes place between nation states and transnational 
professional networks. Given today’s global labor and 
health-care market, it is important to understand the 
mechanisms that influence the careers of highly quali-
fied professionals—especially in the context of current 
extensive migration movements. 

Physicians’ migration has been a research topic for 
many decades, even though the focus has changed over 
time. The brain drain debates in the 1960s and 1970s 
considered doctors to be part of the highly skilled mi-
gration from developing countries to the industrialized 
Western world that caused economic and health-care 
problems in their home countries (Köşer Akçapar 2006; 
Oğuzkan 1975; Marvel & Kidd 1970). Since the 1990s, 
migrating doctors have been a topic of medical migra-
tion research in the context of a globalizing health-care 
market (Clark et al. 2006; Rutten 2009). However, the 
globalized perspective tends to upstage national deter-
minants (Iredale 2001), and studies on physicians’ mi-
gration do not systematically analyze the complex inter-
actions between the health-care and migration policies 
that characterize transnational careers. 

This qualitative study compares the career oppor-
tunities and choices of different migrant physician 
groups under changing circumstances, with a focus on 
the migration and health-care policies and opportuni-

ties that shaped the physicians’ career plans and pat-
terns of positioning themselves in Germany, based on 
twenty-nine semi-structured interviews with (post-)
migrant physicians of Turkish origin and three expert 
interviews with presidents of Turkish–German medi-
cal associations. 

The migrant physicians whose professional careers 
collectively show remarkably different paths, changes, 
and determinations were divided into three genera-
tional categories: the “old” elite migrants, the “new” 
migrants, and the “global” elite migrants. 

The migrant “old” elite: medical migration from 
1961 to 1974

Between 1961 and 1974, a significant number of Turk-
ish physicians of upper-middle- and upper-class back-
ground immigrated to Germany. Born in the 1930s 
and 1940s and raised mostly in Istanbul, Ankara and 
Izmir, these Kemalist elites of the young Republic of 
Turkey had a  cosmopolitan attitude and Western 
lifestyle. Back then, Turkey was suffering from demo-
graphic and urbanization- and employment-related 
problems. The Turkish Constitution that came into 
force in 1961 allowed its citizens to seek employment 
in other countries. Physicians subsequently started to 
choose to go abroad, even though they did not emi-
grate in the context of the well-known Turkish–Ger-
man recruitment agreement (1961). The mentioned 
problems  were “a major component” (Portes 1976) in 
the emigration of the highly qualified Turkish doctors. 
In 1964, most Turkish doctors practiced in the met-
ropolitan cities of Ankara, Istanbul, and Izmir, where 
only about one-fifth of the population lived (Oğuzkan 
1976). Despite the lack of medical care in rural areas, 
doctors preferred staying in the urban environment 
where they were raised to working under rural con-
ditions. On this subject Peter Goswyn Franck (1970) 
noted, “It is the city doctors who supply the bulk of 
the emigré physicians.” As a result, by the 1970s about 
one-fifth of Turkish doctors went abroad, mostly to 
West Germany (Oğuzkan 1975). 

At that time, the German health-care system was 
benefiting from a period of general economic growth 
known as the “economic miracle” (Wirtschaftswun-
der). Economic wealth and structural differentiation 

Peppler Physicians of Turkish immigration background in Germany

30



The BETIM Journal of Medical Humanities 2020;1(1)

Peppler Physicians of Turkish immigration background in Germany

opened the door for many foreign physicians in the 
1960s and early 1970s. Huge hospitals with research 
facilities were built, increasing the demand for phy-
sicians and medical scientists. Most of these hospi-
tals were designed for particular medical fields and 
equipped with the specific instruments (Lindner 
2004). Given the fact that the German health-care sys-
tem had a lack of specialists, great possibilities came 
up for foreign physicians. The World Health Organiza-
tion stated that in 1976 about 140,000 physicians were 
working abroad and Germany was one of the five main 
destination countries (Mejia et al. 1979). 

One of these immigrating doctors was Dr.T Ülger,1 
who had applied for special training in surgery in a 
German hospital in 1974. He reports on how easily 
foreign physicians could practice at that time: 

“And then I went back there and [the head of the sur-
gery department] said, ‘In two months you can begin 
your job here with us.’ It was that easy …back then, 
because when I hear about the difficulties other col-
leagues experienced, I am astonished… And in my 
case, two months later, I received my identity card, 
passport and such. I didn’t visit the aliens’ depart-
ment or any other authority from the government 
and simply received my residence permit, my occu-
pation permit, and my work permit. Everything just 
landed on my desk.”2 (Dr.T Ülger)

Dr.T Ülger points out the big difference between 
the 1970s and today in terms of work permission 
and certification. He mentions the specific historical 
circumstances during which both national and pro-
fessional opportunities came together. Germany’s in-
creasing need for medical personnel simplified it for 
non-Germans to join the German medical workforce, 
who would otherwise have faced difficulties. Due to 
the lack of medical specialists, this was the only way 
Germany could achieve a supply system tailored so as 
to fulfill the needs of the German people.

This time period is also characterized by a sup-
posed lack of general practitioners, the first physicians 
contacted in case of illness in the German medical sys-
tem (see SGB V §73b). However, “lack of doctors” is a 

1 Dr.T means that the interviewee received his or her doctoral de-
gree in Turkey.

2 Interviews translated by the author.

simple phrase for a rather complicated situation, as a 
measurable shortage did not exist. The increase rate of 
physicians grew from 1 to 2% in 1967 and continued to 
exceed 3%, reaching 6.1% in 1970 (Herder-Dorneich 
1985). This development was due to the changing 
health policies, especially the decision of the Federal 
Constitutional Court in 1960, which abolished the 
regulations restricting registered doctors from practic-
ing independently. Instead of arranging an allowance 
for medical practices to suit the number of patients, 
doctors were allowed to choose their place of prac-
tice. In the following years, most German practitio-
ners moved to cities, and the health-care in rural areas 
became inadequate (Lindner 2004). So the “lack” was 
merely a case of unequal distribution of practitioners 
throughout the country with too many in big cities 
and too few in rural areas—just as in Turkey at that 
time. Dr. Bilgen, for example, speaks of his father, who 
took initiative to emigrate from Turkey in 1961:

“Back then my father wanted to move to the USA, 
but he didn’t find a job immediately. He applied for 
a job in Germany as well and he promptly received 
an offer and he then considered moving to Germany 
for five years, with the possibility of moving on to 
America afterward. And… well… we’re still here to-
day. [Laughing]” (Dr. Bilgen)

Due to the exceptional need, German authorities 
arranged special permits for doctors from outside 
the European Community to practice in rural areas. 
Although a license to practice medicine in Germany 
was usually awarded to those with German citizenship 
until 2012, many of the interviewees spoke of Turk-
ish colleagues, friends or parents who had this special 
permit for a so-called “deprived area.” Dr. Baydar, who 
grew up in Germany as the son of two migrated doc-
tors, explains:

“At the end of the 1970s, one could gain a license to 
practice medicine without having German citizen-
ship… For later generations of physicians it became a 
big problem when they didn’t have the license to prac-
tice medicine; they always needed the one-year occu-
pation permit. They didn’t have freedom of practice, 
their work permits were usually bound to one posi-
tion, and they couldn’t even think about opening their 
own practice, for example.” (Dr. Baydar)
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These special allowances were not legal require-
ments, but rather the combined results of a huge de-
mand for doctors, the discretionary powers of par-
ticular decision-makers, and unstandardized access 
for foreign physicians. The medical expertise of these 
doctors from Turkey was needed until the beginning 
of the 1970s. During this time, they could either ap-
ply for jobs themselves or be recruited by German 
colleagues who knew of a job opening. In both cases, 
they found jobs that met their formal qualification as 
physicians, because at this time they were needed as 
doctors to guarantee health-care for all people living in 
Germany (Groß et al. 1982). Nevertheless, their work 
permits were temporary and could be retracted at any 
time (Euwals et al. 2010), which meant the situation of 
these physicians was very precarious.

After the mid-1970s social conditions changed re-
markably. As a result, the position of doctors of Turk-
ish origin in Germany underwent a noticeable shift 
as well. This process started in 1973, when German 
authorities stopped the recruitment of foreign work-
ers due to the economic crisis and expected increase 
in national unemployment (Anwerbestopp) (Oltmer 
2012). German authorities then only issued new work 
permits after a strict testing procedure of the labor 
market; however, residence permits were directly 
linked to work permits (Birsl 2013). Additionally, the 
primacy of native citizens (Inländerprimat) came into 
effect in 1974, under which applicants holding foreign 
citizenship received subordinate access to the Ger-
man labor market (Flam 2007). For Turkish physicians 
that meant, their temporary occupation permits and 
special allowances for medical practice would not be 
renewed upon expiry. Additionally, their work and 
residence permits were bound to these documents. As 
with the lack of workers in general, the lack of doctors 
was seen as eliminated. 

As authorities had determined special permits for 
foreign citizens in times of need, the same authori-
ties could easily refuse them when there were enough 
German doctors available. A research study from the 
Center for International Migration and Development 
in 1982 describes the considerably high pressure ex-
erted on the German labor market by doctors and 
medical specialists from developing countries (Groß 

et al. 1982). The author points out that initiatives to 
send the doctors back to their home countries were 
matched with state development aid: foreign experts 
should bring their expertise to developing countries 
(ibid.). The German view of Turkey as a developing 
country at this time is a main factor in the observed 
medical migration. As a historically specific argument, 
it differed from later arguments regarding the immi-
gration policy in the European Union, when authori-
ties spoke of Turkey as a so-called Third Country. Dr.T 
Ülger talks about the authorities’ arguments:

“[T]he government said, ‘We have overcome the 
doctor crisis and the medical gap, by and large … 
new recruits are on their way. We should send these 
foreign doctors back to their home countries.’ Yes, 
and these politics were massively exercised.” (Dr.T 
Ülger)

Subject to this repressive immigration policy, the 
doctors from the migrant “old” elite could no longer 
participate in the German medical labor market to 
the same extent. Different from clinicians, settled doc-
tors with special allowance to practice medicine faced 
particular difficulties. If their special permit was not 
renewed, they had to give up their practice. Dr. Fındık-
Taylan explains the problem her father experienced:

“Because … he also had a social responsibility. If he 
would have had to eventually close his practice, his 
employees would have been out of work. So at one 
point he decided [...] to take German citizenship.” 
(Dr. Fındık-Taylan)

At that point the foreign physicians had to decide 
whether to go back to Turkey, or apply for German cit-
izenship to stay in Germany. This decision was final in 
a sense, as the permission to practice medicine in Tur-
key is also bound to Turkish citizenship (Pusch 2003). 
This collective experience of exclusion came as quite as 
a shock to physicians who felt accepted as profession-
als prior to this legislation. These processes ended the 
first phase of medical migration from Turkey, shaping 
further development. It was this migrant elite class 
who established the Turkish–German professional 
network, institutionalized in medical associations like 
the Deutsch-Türkischer Ärzteverein and the Verein der 
türkischen Doktoren during the post-war period. The 
transnational network lowered the costs and risks of 
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younger physicians’ emigration from Turkey (Rutten 
2009), so that the following “new” migrants profited 
from their older colleagues in Germany.

The “new” migrants: medical migration from the 
late 1970s until the early 1990s

In contrast to the former medical migrants, younger 
Turkish physicians no longer solely came from middle 
and upper classes based in metropolitan cities. They 
came from a new middle class as a result of the demo-
graphic and social changes in Turkey. The new phy-
sicians’ basis for emigration differed from their older 
colleagues’ reasons. Although the structural unem-
ployment still affected physicians in Turkey (Neuloh 
1976), the decisive reasons for leaving the country 
were often fundamentally different. 

The main aspect agreed on by all interviewees from 
the new generation of migrant physicians was the po-
litical disturbance inside Turkey caused by the mili-
tary coup in 1980. Not all migrants were affected by 
the radical transformation in the same way (Lipovsky 
1992) or wanted to emigrate from Turkey, but many of 
these professionals simply felt compelled to leave the 
country in fear of their life and professional future. As 
Farrokhzad criticizes, these political circumstances are 
traditionally not given enough consideration in studies 
about emigration from Turkey (Farrokhzad 2007). The 
social circumstances in Turkey shaped the Turkish–
German medical migration in a relevant way, because 
the physicians in question could not simply return to 
Turkey in case of “failure” in Germany, often feeling 
forced to stay abroad, in some cases without any other 
options. In turn, this biographical background shaped 
their professional strategies in Germany.

The generation of Turkish immigrants arriving in 
Germany between the late 1970s and the early 1990s 
entered a country characterized by declining econom-
ic growth, a stressed labor market, restrictive immigra-
tion policies, and a population that was increasingly 
skeptical or even hostile toward foreigners (Şen 1994). 
Additionally, the medical labor market was stressed 
as well and in the 1980s there was some talk about 
an upcoming “glut of physicians” (Ärzteschwemme) 
(Hoesch 2009). At the same time, economic pressure 
in general forced the health-care system into financial 

reform. Beginning in 1977, the ongoing huge costs and 
expenses in the health-care system were lowered le-
gally. The 1980s were characterized by economic mea-
sures culminating in the Health-care Structure Act of 
1993 (Gesundheitsstrukturgesetz) (Hoesch 2003).

Given these changing social, migration and health-
care policies, the “new” migrant physicians were con-
fronted with a lot of problems during their immigra-
tion processes. Nevertheless, at the beginning of the 
1980s about 1,280 doctors from Turkey were living 
in West Germany (Groß 1982). Interestingly enough, 
highly qualified Turkish immigrants constituted the 
largest group of all non-EU academics living in West 
Germany (ibid.). During this time, professional rela-
tions with German citizens became very important 
for Turkish physicians. They used established net-
works between German and Turkish medical faculties 
to continue medical migration, but due to repressive 
immigration policy the only option for many migrant 
physicians were further medical training, obtaining 
student status, or seeking asylum. Due to the changes 
in policy, medical degrees from Turkish universities 
were no longer accepted, which is ironic, consider-
ing the fact that these physicians were educated in the 
same universities as the original generation of Turk-
ish immigrants. Thus, qualified doctors often had to 
return to student status and hold typical student jobs 
(Nohl & Weiß 2009). To get a job, foreign physicians 
needed official support. For their professional permit, 
their medical superior had to affirm that this particular 
foreign physician was needed for a concrete job which 
nobody else could perform. This led to special atten-
tion toward the growing group of Turkish patients, as 
the following example shows.

Despite the restrictive legislation, Dr. Paksoy was 
allowed to take a job in a hospital, primarily because 
many patients there had Turkish backgrounds. His 
thesis supervisor used this as support in finding him a 
job, as he explains here:

“So I didn’t receive an occupation permit, I didn’t re-
ceive a work permit, and it was very unclear to me 
what I was supposed to live on. But within a short 
time I found a job, and in this area Professor K. heav-
ily supported me. Although I had written my doc-
toral thesis on [another topic], he gave me a written 
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confirmation that I would absolutely have to work in 
a clinic where the patients are usually Turkish. [...] I 
achieved this student job only through such written 
confirmation … such support.” (Dr. Paksoy)

Dr. Paksoy’s Turkish background became relevant 
for his professional career in Germany exactly at the 
moment, when his Turkish medical exam was not 
recognized. This viewpoint is based on the idea that 
doctors of Turkish background should treat patients 
of Turkish background. However, despite the apparent 
success of this argument and the fact that Dr. Paksoy 
did have access to work in the medical field, his job was 
far beneath his institutional qualifications. This ethnic 
assignment influenced his further career, so that he 
was responsible for setting up a clinical department for 
immigrants later. Ironically, his cultural Turkish back-
ground helped him to circumvent the immigration re-
strictions he faced because of being a Turkish citizen.

Dr. Canoğlu, another “new” migrant doctor, came 
to Germany as an asylum seeker at the end of the 
1980s. Before the German Basic Law (Art. 16 GG) was 
changed in 1993, victims of political persecution had a 
legal claim to asylum (Dornis 2001). As she possessed 
all the relevant documents, her asylum was granted, but 
like Dr. Paksoy she was forced into student status and 
had to take and achieve the German medical exam. Af-
ter having finished university successfully, Dr. Canoğlu 
had a prospective job, which was later canceled for 
economic reasons. Simultaneously, another clinic had 
an opening for a Turkish-speaking doctor for a ward 
where only Turkish patients were treated. By the time 
Dr. Canoğlu sent a résumé, another physician already 
received the job: “But I said, ‘If you want to expand the 
team or if another job comes up, I’m there,’ and [...] 
they wanted to expand the ward, so I began working 
there after all.” (Dr. Canoğlu) Interestingly enough, she 
got a job that was spontaneously created because of her 
Turkish skills, while the health-care system in general 
was characterized by economical pressure—in spite of 
the fact that authorities had told her there would be 
13,000 too many doctors in Germany and she would 
have “no chance” (ibid.) of finding a job.

The story of Dr.T Çelık shows another way where 
ethnicity played an important role in starting a career. 
After arriving in Germany, he got to know a physi-

cian from the migrant “old” elite in a Turkish–German 
medical association. He started to work as a junior doc-
tor with this colleague, who treated patients of Turk-
ish origin and therefore preferred Turkish assistance. 
In particular, the city doctors with their own practice 
were mainly consulted by the growing Turkish popu-
lation in Germany. When the older physician retired, 
Dr.T Çelık took over his practice. The new generation 
of Turkish migrant doctors came across ethnic group 
structures developed in combination with the position-
ing processes of the old generation. This example shows 
how younger migrant physicians could profit from the 
resources for which their older colleagues had been 
working, and how the medical field reproduced itself 
through ethnicity: Turkish patients consult Turkish 
doctors, because they think of them as “one of them,” 
the older Turkish doctor therefore needs a younger 
Turkish assistant. This is some kind of continual ethnic 
circle based on the doctor–patient relationship. 

Dr. Paksoy, Dr. Canoğlu, and Dr.T Çelık are three 
examples of the “new” migrants, who show the re-
emerging need for Turkish-speaking doctors in the 
late 1970s. The new-generation physicians’ Turkish 
backgrounds became relevant in their professional 
careers in a different way, compared to the original 
1960s/1970s generation. All of them received access to 
the nationally-determined medical field from which 
foreigners officially should have been excluded, pri-
marily by referring to their ethnic background. In all 
cases, established professionals of German citizenship 
–both of German and Turkish origin– helped them 
by articulating an urgent need for Turkish doctors in 
particular. Being German citizens, and therefore state-
approved professionals, they were legally authorized 
to do so. This possibility was based on the Ordinance 
on Exemptions from the Recruitment Ban (Anwer-
bestoppausnahmeverordnung) from 1990, according to 
which Turkish citizens could get residence permits as 
skilled workers with a university degree provided that 
their work is in the interest of the public (Derst et al. 
2006). Obviously, health-care for Turkish patients was 
accepted as a public interest. 

The growing popularity of “ethnic health-care” 
came along with two further aspects: First, a grow-
ing number of immigrants led to a growing number 
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of potential patients of Turkish background; secondly, 
the physicians were increasingly seen as “one of the 
Turks.” Furthermore, they attributed ethnic labels and 
stereotypes to themselves, too. So the physicians either 
were seen as competent enough to deal with Turkish 
patients or felt personal responsibility for them. An 
ethnic doctor–patient relationship developed in time 
as a result of the complex social processes and chang-
ing structures in a stressed health-care system involv-
ing different interest groups. As a result, a specific 
segment in the German medical field was defined as 
“Turkish.” Therefore, speaking the Turkish language 
and understanding the cultural and religious views of 
illness or the body particular to the Turkish culture be-
came useful in gaining symbolic and economic profit 
as a physician. As opposed to the older migrant profes-
sionals, who were needed as doctors for patients, the 
new migrant physicians were only accepted as Turkish 
doctors for Turkish patients.

The migrant “global” elite: medical migration from 
the end of the 1990s to 2012 

The youngest doctors are those from the migrant 
“global” elite. They were born into academic middle- 
and upper-class families and grew up in the 1980s. At 
that time, Turkey was characterized by rapidly chang-
ing social processes, based on capitalism and the priva-
tization of education and health-care systems, internal 
migration and emigration. Turkey’s identity as an 
“emigration country” became more assured during the 
1980s (İçduygu 2008). Furthermore, since 1980, Turk-
ish citizens have been leaving the country not only 
for employment, but also to travel frequently (Erder 
2008). As the conducted interviews show, temporary 
migration became usual for Turks, what Ulaş Sunata 
identifies as “emigration disposition” (Sunata 2011). 
The global migrant, elite physicians see their lives and 
careers from a transnational perspective, due partly to 
a history of fifty years of Turkish emigration. In con-
trast to the idealized imagination of Western Europe of 
the migrant “old” elite, these younger physicians have 
a rather pragmatic cosmopolitanism (Römhild 2007). 

Their international attitude contrasts with the re-
strictive immigration regime of the European Union 
influencing German–Turkish immigration processes 

since the end of the 1990s. The definition of Turkey had 
changed from a “developing country” to a Third Coun-
try, and the Treaty of Amsterdam (1997) assigned in-
dependent competences in the policy of immigration 
from Third Countries toward the EU (Fellmer 2008). 
Paolo Cuttitta notes that Europeanization of the border 
regime is part of the Europeanization process in general 
(Cuttitta 2010). The case of Mr. Uçan demonstrates how 
EU law affects the conditions of living and working in 
Germany. Although he had a valid visa at all times, he 
neither had a residence nor a work permit because he 
visited Turkey regularly. His superior told the employ-
ment office that he wanted to hire this specific junior 
doctor and no one else, and that he therefore needed 
these permits. What was successful in the above-men-
tioned case of Dr. Paksoy, however, no longer worked 
for the migrant “global” elite, because the answer was: 
“No, firstly it must be tendered, and there must be no 
applicants from other EU countries, and disabled per-
sons must not apply, and, and, and” (Mr. Uçan). 

Due to the labor market examination, Turkish citi-
zens now receive subordinated access to job positions, 
being considered after German citizens by law, but re-
cently after other EU countries’ citizens as well (see § 
39 AufenthG). This is so even when a professional is 
explicitly wanted for a specific job. Accordingly, the 
“Turkish doctors for Turkish patients” argument that 
had worked for the “new” migrants did not work in 
Mr. Uçan’s case. His superior could not defend him 
on account of his ethnicity or Turkish-language skills, 
which would have been helpful back when German 
authorities could use their discretionary powers. The 
restrictive legal framework was no longer powerful 
on a national level, but on a supranational level. The 
European labor market levered the national structures 
of opportunity available to the former generations of 
migrant physicians, because the former German order 
of Anwerbestoppausnahmeverordnung was no longer 
relevant. Residence and work permits became depen-
dent on neither medical profession (as for the “old” 
elite migrants ) nor ethnic medical profession (as for 
the “new” migrants). 

A further aspect in the characterization of the 
“global” migrants’ professional careers is the compe-
tition with other migrant physicians who have been 
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immigrating from Eastern European countries and 
Russia since the 1990s. A new shortage of doctors in 
Germany implicates that medical standards cannot 
be maintained without these immigrating physicians 
(Kopetsch 2008), which is exactly the same state-
ment made by medical associations in the 1970s about 
physicians from Turkey, as mentioned above. Subse-
quently in 2007, authorities introduced an equivalence 
assessment for professional degrees from Third Coun-
tries to examine if they are equal to German degrees. 
Passing this examination is a mandatory requirement 
in obtaining a license to practice medicine (see § 3 
Abs. 3 BÄO). Given these new immigration move-
ments from Eastern countries, the migrating physi-
cians from Turkey see themselves as disadvantaged. 
Mr. Uçan explains that he provided all permissions 
and evidence to get this license, but that the issuing 
authorities overlooked:“A great many Russian-Ger-
mans or German-Russians have come here. Many of 
them were physicians, and unfortunately their quali-
fications weren’t that good. Then suddenly Germany 
said, ‘Everyone who comes from outside the EU needs 
an equivalence assessment.’ Oh well, I thought.” (Mr. 
Uçan)

As a result of changing immigration patterns, 
new laws and structures limit the possibilities of pro-
fessional mobility for Third Country citizens, while 
they facilitate the possibilities for EU-citizens (Iredale 
2001). This is seen as a huge problem by doctors of 
Turkish origin, who already live and work in Germany, 
as shown in the following.

Difficulties in finding new Turkish talent

The doctor shortage in Germany today is a result of the 
decreasing number of young doctors, which contrasts 
with the increasing number of older doctors to retire 
in a few years (Bundesärztekammer 2016). There is a 
need for new physicians with Turkish-language skills 
and cultural awareness. Some of the interviewees pre-
dict a growing population with Turkish background 
in Germany, due to immigration for marriage and 
family reunification. Another reason is the pendulum 
migration of the former workers who are now retired 
and living in Turkey (Sparacio 2016). They still come 
to Germany to use medical services, as they are well-

informed about the German health-care system, as Dr. 
Lale points out (Dr. Lale and Mr. Zeyrek). For that rea-
son, the need for Turkish doctors will increase in the 
following years.

In contrast, because of the above-mentioned dif-
ficulties, less physicians are coming to Germany to-
day than in the previous decades. Turkish physicians 
either stay in Turkey or move to North America, be-
cause the Turkish and the US health-care systems have 
become far more attractive to young talented Turks. 
Hence, the medical migration from Turkey has seen a 
steady decline, compared to the general medical im-
migration to Germany. Statistics from the German 
Medical Association show that the number of physi-
cians with Turkish citizenship have stayed at nearly the 
same level since 2005 (2005: 905; 2015: 995), while the 
number of physicians with non-German citizenship in 
general has been constantly increasing (2005: 15,062; 
2015: 37,878) (Bundesärztekammer 2016). Dr. Pak-
soy criticizes that there are huge problems with find-
ing young talent, although he as the head of a migrant 
clinic needs Turkish doctors to employ. This problem 
has also been articulated by the Robert Koch-Institut, 
the German authority for disease surveillance and pre-
vention measures. Their study shows that the number 
of foreign physicians and the general foreign popula-
tion statistics in Germany differ disproportionately by 
country of origin. In particular, there are only a few 
doctors with Turkish background (Robert Koch-Insti-
tut 2008). 

Conclusion

This article examined from a historically comparative 
perspective how Turkish physicians’ transnational ca-
reers and immigration processes differed in time from 
the 1960s onward due to the changing migration and 
health-care policies. Despite the existing international 
labor market for academics and their willingness to 
cross national borders for their careers, migrating phy-
sicians are confronted with the often restrictive poli-
cies of national states. More than other highly skilled 
migrants they are additionally affected by professional 
and citizenship rights, with implications of both spe-
cial opportunities and particular risks during the im-
migration process. 
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Medical migration is shaped by both immigration 
and labor market policy. The valorization of migrant 
doctors’ qualifications appears to have depended pri-
marily on the situation of the health-care labor mar-
ket—on whether there were too few or too many phy-
sicians in Germany at a given time, but expertise is also 
relevant for the conceptualization and valorization of 
immigrants’ skills. However, expertise is a question of 
social definition. Its meaning changes in time in accor-
dance with social developments. During the 1960s and 
1970s more doctors were needed to treat the general 
population in Germany. Since the late 1970s, Turkish 
doctors were needed to treat the Turkish population in 
Germany, which has become more and more impor-
tant in time. Since the late 1990s, migrating physicians 
from Turkey have usually not had access to the EU 
labor market, despite the need for them. This makes 
it quite clear that even institutionalized capital –like 
a university degree– does not have a principal value. 
From a historical perspective it appears that the same 
degrees from the same medical faculties of the same 
state have been subject to the specific restrictions of 
the destination country, which may change over time.

Since the late 1970s, the ethnic discourse has been 
established in health-care in Germany, and it is widely 
accepted today that Turks are to be treated with a spe-
cial cultural sensibility. Therefore, physicians incor-
porated cultural knowledge into their medical com-
petence. By emphasizing their responsibility for these 
patients in order to guarantee public welfare, they not 
only refer to this special knowledge, but they also le-
gitimize their institutional qualification from Turkey. 
A conglomerate of strategies between migration and 
professional policies finally leads to the common sense 
that Turkish doctors should treat Turkish patients. 
The combination of health-care and minority exper-
tise is socio-politically effective, because both aspects 
rank among the most discussed topics in Germany, 
while the health of immigrants is seen as a main fac-
tor for their integration. To summarize, one can say 
that while the migrated medical professionals lost the 
possibility to easily access the German health-care sys-
tem in the course of time because they came from Tur-
key, they gained more power inside the medical field 
for the same reason. Ethnicity became important for 

their professional development just when migration 
and health-care policy aggravated their transnational 
careers. This also shows that Turkish physicians do 
participate in discourses on what talent is needed in 
Germany.

However, the year 2012 may mark another his-
torical point for future medical migration to Germa-
ny because of new legislation. The Recognition Act 
(Anerkennungsgesetz), effective  from 1 April 2012, 
unified and simplified the recognition of foreign quali-
fications to facilitate access to the German labor mar-
ket for qualified migrant employees, especially those 
from Third Countries. In this context, holding Ger-
man citizenship is no longer needed to obtain a license 
to practice medicine. As a result, the main decision for 
access to medical employment in Germany shifts from 
the nation-state and the EU to the medical profession. 
Additionally, with the keywords “intercultural open-
ing” and “diversity management,” the German health-
care system aims at easy access for migrant patients as 
well as doctors and nurses. It remains to be seen how 
these changing framework conditions will shape the 
medical migration and migrant health-care in Ger-
many in the following years.

Interviews
Interview Dr. Baydar, October 28, 2010.
Interview Dr. Bilgen, April 2, 2008.
Interview Dr. Canoğlu, May 12, 2011.
Interview Dr.T Çelık, November 3, 2010. 
Interview Dr. Fındık-Taylan, April 7, 2011.
Interview Dr. Lale and Mr. Zeyrek, June 30, 2010.
Interview Dr. Paksoy, June 4, 2010.
Interview Mr. Uçan, May 28, 2010.
Interview Dr.T Ülger, October 7, 2010. 
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Mekteb-i Tıbbiye-i Şahane’nin ilk mezunlarını verdiği 1843 yılın-
dan 1909’a kadar diploma metinleri Türkçe ve Fransızca olarak 
düzenlenmiştir. Metinleri de ufak tefek farklar olmasına rağmen 
aynıdır. Hekimbaşı Salih Efendi’nin 1843 yılında aldığı Mekteb-i 
Tıbbiye-i Şahane’nin 1 numaralı diplomasında; bir kalp içinde 
yer alan Sultan Abdülmecid’in tuğrası, iki yılan iki Asklepion 
asası ile güneş ve bitki dallarıyla sarılmıştır. İstanbul Tıp Fakülte-
si Tıp Tarihi Koleksiyonu’nda bulunan, iç hastalıkları hocası Zo-
eros Paşa’nın17 Şubat 1863 tarihli diploması da aynı formdadır. 

II. Abdülhamid döneminde verilen diplomalarda metin değiş-
memiştir. Diplomaların üstünde padişahın tuğrası bulunmak-
tadır. Türkçe bölümleri izleyen Fransızca metinlerde Mekteb-i 
Tıbbiye-i Şahane adı, “Faculté de Médecine de Constantinople” 
yani “İstanbul Tıp Fakültesi” olarak yer almaktadır. Diploma sa-
hiplerine, “diplôme de docteur en médicine et en chirurgie” (tıp 
ve cerrahi doktoru) unvanı verilmiştir.
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Abstract 

The Polish School of Philosophy of Medicine has discussed the healing properties of the 
climate and landscape in three facets. The medical perspective represented by Zygmunt 
Kramsztyk and Gerszon Lewin mostly in the journal Medical Critique (Krytyka lekarska) 
sought to explain the curative properties of baths and sanatoria by proper diet and rest, 
criticizing the popular therapeutic stereotypes of German and French curative resorts or 
countryside sanatoria. Secondly, the social approach postulated a necessity for develop-
ing and popularizing this way of medical treatment. Finally, Henryk Nusbaum’s philo-
sophical–esthetic reflection on effects of the landscape suggested that pleasant esthetic 
experience influenced physiological processes in an organism positively. Closeness to 
beauty evokes feelings that reduce suffering and pain, bringing relief from the miseries of 
everyday life as well as strengthening the organism and making it less prone to diseases.

Keywords: climate; curative resorts; landscape; Polish School of Philosophy of Medicine; 
rationality
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Introduction

In the journal Medical Critique (Krytyka lekarska) founded by Zygmunt Kramsztyk 
(1849–1920),1 Gerszon Lewin (1867–1939), a representative of the Polish School of 
Philosophy of Medicine (PSPM), described different stereotypes of sanatorium treat-
ment at the turn of the 19th century. The main stereotype was related to the belief that 
there were such places that, due to their peculiar climate or mineral waters, had mirac-
ulous healing effects on patients with specific illnesses: Pneumonia was treated in Rein-
erz, Ems, Meran, or St. Remo; patients with cardiac problems would visit Neuheim; 
and those suffering from indigestion would go to Kissingen. Franzensbad was for 
women with gynecological diseases while Karlsbad for patients with jaundice. Those 
wanting to relax their strained nerves would visit Ostend or Gräfenberg, and those try-

1 It also made a significant contribution for eleven years (1897–1908) to the development of the Polish 
School of Philosophy of Medicine (Löwy 1990, p. 2). 
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ing to lose weight would choose Marienbad. As Lewin 
ironically noted, doctors themselves were partially re-
sponsible for this stereotypical migration in pursuit of 
the finest care in sanatoria in healing climates as the 
patients had lost their confidence in doctors. Lewin 
defined three types of patients visiting European sana-
toria. The first type included people who actually took 
a vacation on the pretext of improving their health; the 
second, overworked and neurotic people who should 
avoid crowded places and long trips; and the third, 
true patients who needed treatment and regular at-
tendance in well-established medical facilities. Ana-
lyzing the data from Polish sanatoria, he concluded 
that the main factors contributing to health were not 
such places and their climatic conditions, but, primar-
ily, lifestyle changes, diet, and mental suggestion. In 
1901, 825 patients were treated for nervous diseases, 
rheumatism, rickets, and diabetes in Nałęczów. Recov-
ery was reported in 179 patients and significant health 
improvement in 572 patients whose average stay in the 
sanatorium was 40 days. In the sanatorium in Otwock, 
206 patients were treated for third-stage tuberculosis, 
and 55% experienced health improvement within an 
average of 57 days. Based on these data, Lewin formu-
lated a significant question: How effective would be 
the treatment or health improvement if the patients 
stayed in the sanatorium for as long as an average stay 
in Davos, i.e., 222 days? He concluded that “the most 
important factor while treating any disease, whether it 
be in the south, in mountains or seaside, or in this or 
that way, is unconditional peace, not only physically, 
but peace in the broad sense: spiritual peace, inner sat-
isfaction, life without worries and unpleasantness...” 
(Lewin 1902, p. 104). A few years earlier, Franciszek 
Chłapowski (1846–1923) concluded in his Kissingen 
report that sanatorium treatment should be accompa-
nied by mental diet, possibly experiencing “the charm-
ing village, the perfect comfort, variety of pleasures, …
fair and extremely pleasant disposition of the locals, 
getting rid of everything that might hurt and cause 
anger (...)” (Chłapowski 1899, p. 418). Moreover, the 
author noted that bad weather affects the mental con-
dition of sanatorium patients, and leads to increased 
pain, discouragement, melancholia, insomnia, and 
irritability; and he argued that the main reason was 
boredom.

Edmund Biernacki (1866–1911), another repre-
sentative of the PSPM, was a prominent physician who 
discovered, among other things, the erythrocyte sedi-
mentation rate (ESR). In his book The Nature and Lim-
its of Medical Knowledge, he identified universal fac-
tors supporting well-being by “removing obstacles on 
the path to self-medication, thus helping the body to 
overcome diseases on its own” (Biernacki 1899, p. 90): 
cleanliness, proper care, good conditions, air and sun-
light: “Such a simple factor as good air is increasingly 
valued in the treatment of diseases, because we already 
know that clean air (as in forests or mountains) is an 
important “medicine” for lung consumption that un-
doubtedly supports nature’s self-treatment properties 
and is a hundred times more important than many 
pharmaceutical preparations” (Biernacki 1899, p. 91). 
Biernacki was convinced that poor nutrition and lack 
of daylight invited diseases whereas physical and mor-
al tranquility could help maintain good health or sup-
port recovery. 

Skepticism toward the “treatment” methods in san-
atoria

Considering the results of sanatorium treatments, the 
highly rationalist and skeptic Zygmunt Kramsztyk 
stated that no place had “an exclusive prerogative to 
heal” (Kramsztyk 1899, p. 220). Therefore, if sanatoria 
are recommended to patients because of the therapeu-
tic nature of the mineral waters, baths, and even fruits 
growing there, and if we assume, as Kramsztyk put it, 
that “all mineral waters, all whey and grapes are ac-
tually irreplaceable, delicious therapeutic agents, then 
we can have all of these means at our disposal in ev-
ery town” (Kramsztyk 1899, pp. 210–1). After all, each 
type of mineral water can be obtained artificially, at-
taining the combination and concentration that will be 
of therapeutic value. 

The referral of patients to sanatoria for health rea-
sons poses a significant problem in terms of rational 
medicine, because results of the therapy were unpre-
dictable. What is even worse, in case of poor results 
the treatment was likely to be discontinued entirely. 
Kramsztyk wrote also of the negative results of staying 
in sanatoria, which included loneliness, lack of home 
comfort, and unhealthy food: “It is always better to be 
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seriously ill at home rather than in the most beauti-
ful surroundings” (Kramsztyk 1899, p. 219). Posi-
tive health effects in patients with chronic conditions 
may result from the fact that the patients change their 
lifestyle, and, particularly, leave cities, rest, and have 
contact with fresh air; and therefore, we can “in ad-
vance predict that the real majority of the patients will 
experience improvement” (Kramsztyk 1899, p. 216).  
Władysław Biegański (1857–1917) of the PSPM wrote 
that “ultimately, at this time, temperature or baromet-
ric pressure are not as important as clean air in the 
treatment of tuberculosis” (Biegański 1901, p. 28), and 
the best conditions for tuberculosis patients would still 
be those in a sanatorium sheltered from wind, with lit-
tle rainfall, lots of sunlight, and stable weather.  If we 
combine such conditions with good hygiene, proper 
information by a doctor, and regular monitoring, we 
can always expect a positive medical outcome. Lewin 
confirmed these conclusions by writing, “Doctors real-
ized that well-furnished facilities and clean air are nec-
essary for treating tuberculosis, whereas such condi-
tions can be found not only in mountains or seasides, 
but also in charming forests or lakesides” (Lewin 1903, 
p. 123). 

The skepticism of these Polish doctors involved 
both a premise and a derivative of conventional medi-
cine with very critical and exposing reference to the 
“healing” methods of the sanatoria. Most of these 
methods originated from homeopathy, water therapy, 
natural treatment (Naturheilkunde) and, as Biernacki 
put it, medical sects that ignored the elementary prin-
ciples of science. Thus, patients suffering from tuber-
culosis, heart defects, or chronic renal failure were 
subjected to cold water while obese and malnourished 
patients were starving by following the “dry diet.” 
Therefore, patients were in sanatoria mostly because 
there they were supposed to “find moral tranquility, 
the first and most significant help, due to the fact that 
many medical sectarians (...) were absolutely certain, 
unshakably calm, and had a categorical conviction that 
the treatment must help and will always help” (Bier-
nacki 1899, p. 156). 

Considering the effects of these sometimes-dan-
gerous “healing” methods, Lewin undertook in the 
journal Medical Critique a critical analysis of the texts 

about the miraculous properties of mineral waters and 
demystified their pseudoscientific powers. Medical 
articles devoted to discussing the “healing” properties 
of waters had the advertising potential that could not 
only convince the patients but also confuse the doc-
tors. Lewin drew attention to the doctors sending re-
ally or supposedly sick people to some foreign sanato-
ria by comparing what they did to “sorting goods by 
sending them into different markets” (Lewin 1902b, p. 
167). 

The therapeutic effect of sanatoria comes mostly 
from their ambient conditions. Henryk Nusbaum 
(1849–1937), another representative of the PSPM, 
tried to explain the effects of the sanatorium landscape 
on the psychology and, consequently, general health of 
the patients.

Effects of the landscape on mental activities and 
health

Nusbaum assumed that people were subject to two 
powerful forces: pain and pleasure, which are ways of 
sensing beauty and ugliness. Nusbaum’s fundamental 
thesis is that emotions evoked during experiencing 
beauty influence human physiology positively. “Physi-
ology and pathology convinced us that emotions, such 
as contentment and cheerfulness, can positively influ-
ence physiological processes, heart rate, respiration, 
and metabolism. Moreover, even in the face of such 
powerful pathogens, i.e., a dire world of microorgan-
isms (bacteria), these emotions make us more immune 
by increasing the strength of our tissues” (Nusbaum 
1897, pp. 1–2). Negative emotions that result from ex-
periencing the ugly and lead to depression, sadness, 
or irritation impair us and invite diseases by lowering 
immunity. These emotions have their objective (stimu-
lus) and subjective (the nervous system) moments and 
can alter the physiological and psychological state. 
The scope and intensity of this alteration is based on 
constant mechanical interaction and depends on indi-
vidual characteristics. 

Artistic performance and production give posi-
tive emotions and, at the same time, make us better 
individuals. Positive emotions come from turning the 
ideal of beauty into reality and the beauty itself can re-
fine human soul and affect well-being and health. Un-
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fortunately, art is not available to everyone, and this, 
according to Nusbaum, can hurt people: “Significant 
harm to humanity comes not only from multiplying 
its sufferings, but also from the lack of any joy” (Nus-
baum 1897, p. 4). The artistic beauty of nature can also 
evoke positive emotions: “This is one big temple with 
a magnificent vaulted ceiling, filled with masterpieces 
of picturesqueness and art, available to all conscious 
participants of the existence, the constant source of 
lofty emotions—this temple is the common house of 
all people” (Nusbaum 1897, p. 9). Nature is an abun-
dant source of beauty that we should learn to observe 
and experience. 

Nusbaum proposed the social pedagogy of natural 
beauty that aimed the hygiene of both soul and body, 
i.e., both mental and physical health, by not only de-
veloping a sense of beauty but also strengthening the 
sensitivity to beauty: “the major challenge of pedagogy 
is to strengthen the sensitivity to the beauty of nature” 
(Nusbaum 1897, p. 15). This pedagogy of beauty has 
many aspects. First, we can influence through educa-
tion the minds of young people so that they develop 
a sensitivity that would dignify souls and strengthen 
bodies and protect against pessimism. Secondly, pa-
tients whose suffering bodies have been exposed to 
sad experiences and pain could learn how to experi-
ence beauty. Thirdly, the state institutions should allow 
young people to travel around the country so that they 
discover its charms, which could be with a “genuine 
concern for the welfare and development of their own 
society, for the physical and spiritual health of the citi-
zens, not to mention that this would also strengthen 
the attachment to the homeland” (Nusbaum, 1897, p. 
45). 

The guiding principle of the pedagogy of beauty 
lies in the fact that each individual has “an indisputable 
right to pursue pleasure and happiness, and the obli-
gation not only to wipe the suffering brothers’ tears, 
but also to bring them happy smiles” (Nusbaum 1897, 
p. 3). This deep and sincere humanism in Nusbaum’s 
thought is a source of emotion itself. It is, therefore, a 
social practice that involves all layers of society, reduc-
es suffering and the sensitivity to negative emotions, 
increases joy and pleasure in life, and improves posi-
tive emotions.

Therefore, people should therapeutically experi-
ence the charms of nature. A mountain landscape, 
such as that of the Tatra Mountains, if perceived and 
contemplated properly, could connect an individual 
with other beings and, in the presence of its sublime 
magnitude, could eliminate human narrowness and 
selfishness. According to Nusbaum, nature promotes, 
by lifting the human spirit, the pursuit of the ideals of 
love, wisdom, and justice. Emotions evoked by land-
scape not only bring comfort, relief, and a sense of 
will and strength, but also have a mitigating power: 
“This relief of the burden of concern reduces the nega-
tive influence that grief and pain have on our health” 
(Nusbaum 1897, p. 42). As Lewin described it in the 
context of the therapeutic nature of sanatoria, the relief 
from concerns of everyday life, the distance, the sense 
of freedom or liberation, i.e., peace and inner satisfac-
tion, constitute a prerequisite for recovery. However, 
Nusbaum also adds that “personal suffering and disap-
pointment diminish, wounds inflicted on us by human 
malice, envy and betrayal heal, and the pain is allevi-
ated” (Nusbaum 1897, p. 51). This hygiene of soul and 
body prevents diseases, promotes recovery, removes 
negative emotions and their mental consequences that 
weaken the body and make it susceptible to diseases: 
“In some pathological disorders, staying in particu-
larly picturesque places is beneficial not only because 
of the pure, uplifting air, but also because of the re-
peated aesthetic elations, but that requires certain sen-
sitivity” (Nusbaum 1908, p. 207). Therefore, Nusbaum 
postulated that the state should undertake the duty of 
providing access to those picturesque sanatoria for, es-
pecially, poor people. 

According to Nusbaum, such a play of feelings and 
emotions immunizes the body, but how does this hap-
pen? Here, as people head toward  Zakopane (a town 
“discovered” by   Tytus Chałubiński [1820–1889], the 
founder of the PSPM), the Tatra mountains appear, 
“and suddenly, because of this revelation, the respira-
tory center becomes sensitized, we begin to breathe 
incomparably deeper, nerves stimulate heart muscles 
to move faster and fuller, blood runs briskly through 
the ventilated lungs which, as saturated with oxygen, 
increase the energy of every cell, every tissue, and the 
vibration of nerve particles escalates, we feel an in-
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credibly blissful wave of elevated life in our bodies—in 
short, we are thrilled with delight” (Nusbaum 1897, 
pp. 47–8). 

The philosophical premise of the thesis of the influ-
ence of mental state on the body

This thesis of Nusbaum discussing the impact of psy-
chological factors on the body’s activities in etiologi-
cal concepts is his most original thought (Zamojski 
2006, p. 140). It had a significant impact on Heliodor 
Święcicki’s (1854–1923) innovative work on medical 
aesthetics and philosophical and medical reflection, 
and Kazimierz Filip Wize’s (1873–1953) psychiatric 
practice. For the first time, in his lecture “The aesthetics 
medicine,” he developed Nusbaum’s thesis by asserting 
that three factors condition the therapeutic efficacy: 
“Beauty, freshness, and order are aesthetic factors with 
meaningful beneficial activity” (Święcicki 1911, p. 
74), and the art of treatment embodies this principle. 
However, Wize, who noticed that beauty played a part 
in the recovery process wrote, “The beauty of nature 
and art cure not only the body and spirit, but also the 
mental and physical upsets. Staying in nature, viewing 
over fields, meadows, mountains, and seas influences 
a patient’s return to health …Sanatoria provide that by 
supporting theaters, orchestras, bringing artists, lend-
ing books, and founding galleries” (Wize 1931, p. 107). 

The problem of mental states affecting physiological 
processes was due primarily to the fact that Nusbaum 
exceeded the psychophysical dualism, basing the fun-
damental assumptions of this concept on naturalistic 
monism, determinism, and cognitive optimism. He lo-
cated “in physical and chemical processes an instance 
of understanding life processes and, at the same time, 
opposed all currents of thought referring to neovital-
ism and assuming ontological dualism” (Barański & 
Zamojski 2010, p. 73). This philosophical ground was 
clearly expressed in Nusbaum’s lecture “On the effects 
of spiritual matters on disease matters.” The premise 
is the belief that mental states are physiological phe-
nomena, and physiological functions are an integral 
part of spiritual phenomena. According to Nusbaum, 
these mental states have both emotional and imagina-
tive contents that include meditation, hope, fear, anger, 
pride, longing, feeling of beauty, compassion, love, and 

many other elements. Joyfulness, claims Nusbaum, in-
creases the heart rate and accelerates breathing, sensi-
tizes the internal sense (hunger, thirst, desire), increas-
es the volume of the muscles that are better supplied 
with blood. Sorrow weakens these activities by soften-
ing muscles, changing a person’s appearance, posture, 
and walk. The author also noticed the influence of 
mental states on immunity, on “the occurrence, course 
and descent of various forms of the disease with no 
visible change and with visible organic changes” (Nus-
baum 1894, p. 7). It is not only a matter of superficial 
changes like graying hair or hair loss, but also skin le-
sions and functional disorders, such as diarrhea, con-
stipation, vomiting, lung diseases, or even diabetes or 
infectious diseases. He clearly declared that he wanted 
“to focus on one more factor that determines the fail-
ure of the body in the fight against germs, …when the 
factors are mental disorders, extending the notion of 
disturbance into each too strong or negative moral 
emotion” (Nusbaum 1894, p.28). 

Medical sects in sanatoriums

Looking from a scientific perspective, Edmund Bier-
nacki notices a disturbing phenomenon in the sana-
torium treatment, i.e., the mysticism characteristic of 
“medical sects.” Biernacki claims that medicine is the 
only science, which, similarly to religion, has its own 
sects as arising from the lack of criticism and from the 
pressure of obtaining effective treatment. Accordingly, 
the process of choosing treatment methods is general-
ly subject to erroneous logical inference. On the other 
hand, Biernacki believes that, “despite the erroneous 
logical path, we may, by chance, gain something useful 
for the treatment. Indeed, despite the fact that treating 
pulmonary disorders by use of a climate was initiated 
and implemented on the basis of false logical premises, 
thanks to a happy coincidence, it turned out to be a 
valuable addition to the treatment” (Biernacki 1899, 
p. 135). However, Biernacki claims that accidents play 
a leading role in the scientifically ignorant, mystical 
forms of treatment the success of which is based on 
faith.

This faith is characteristic of the medical sects that 
developed at a time when scientific medicine excluded 
the supernatural as a subject of study. Biernacki thinks 
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that medical sects are also present in sanatoriums 
managed by physicians, such as homeopathy, which 
“abandons all the rules of logical thinking” (Biernacki 
1899, p. 144), or folk medicine and natural healing: 
“This mainly concerns Priessnitz, a peasant from 
Gräfenberg, who began treating all diseases with cold 
water and diet. His neighbor and antagonist, Schroth, 
peasant as well, cured all illnesses with relative fast-
ing as he allowed eating only a certain amount of dry 
rolls, refraining from drinking. The successful results 
obtained in individual cases by such physical methods 
have produced so much propaganda that in the recent 
years they led to the development of the increasingly 
popular medical sect of ‘natural treatment’ (Naturhe-
ilkunde), which rejects all drugs and pharmacies and 
limits treatment only to cold water, diet, light, air, etc.” 
(Biernacki 1899, p. 151). 

Biernacki believes that these methods are success-
ful because they have a psychological (moral) impact 
on the patients who have the categorical conviction 
that they are being offered by the sectarians the most 
efficient forms of treatment. Some of these, like ho-
meopathy, involve only mental factors while others 
(hydrotherapy, hunger cures) rely on physical ones: 
“Physical factors, which are known and used by both 
modern doctors and sectarians, in the hands of the lat-
ter ones, due to their great confidence, may, in particu-
lar cases, give positive results, but they may also lead to 
the ruin” (Biernacki 1899, p. 159). Scientific medicine 
is never so confident as its first consideration is the 
principle primum non nocere.

Conclusion

According the PSPM representatives discussed, sana-
toria do not have miraculous healing properties but, 
when they provide proper medical care as combined 
with their climates’ clean air and abundant sunlight, 
they can support the treatment. The peace, inner sat-
isfaction, unworried life, and comfort during the stay 
and friendliness of the sanatorium staff can promote 
the mental well-being of the patient. However, it is the 
major change in the patient’s lifestyle that is the pri-
mary factor for health improvement.  

Many of the reported healing powers of the min-
eral waters and baths provided by the sanatoria are ir-

rational and exaggerated stereotypically. Inadequate or 
delayed true medical care due to these may prolong 
the suffering or even cause it to become untreatable, 
although the esthetic experience of the beautiful land-
scape surrounding a sanatorium is always likely to 
have a positive effect on human psychology.   
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Biyo-tıp etiği, muhtaç olanlara gerektiği şekilde yardım etme biçimin-
deki genel ahlaki yükümün, doktorun faaliyetinde somutlaştırılması 
olarak görülür. Bu durumda yardıma gereksinim duyanlar hastalardır 
ve onlara yapılması gereken yardım esas olarak tıbbidir. Yine de he-
kimlik etkinliği sadece teknik gerekleri yerine getirmekle yetinemez; 
öyle ki eğer ahlak boyutu eksikse hekim tıbbı uygulayan bir teknisyen 
olmaktan öteye geçemeyecektir. Ancak bunun da ötesinde, içinde ya-
şadığımız 21. yüzyıla dair nitelendirmelerden biri de biyoteknoloji yüz-
yılı olacağı öngörüsüdür. Bir kısmı şu an için pratiğe geçirilemese de 
tasavvur ötesi olmayan birçok biyoteknolojik atılım ve bunun insan ha-
yatı ve sağlığına etkisi, görmezden gelinemeyecek aşamaya gelmiştir. 
İşte bu dönemde tıbbi işlemlerin sadece ahlaki tarafına vakıf olmanın 
da ötesine geçilerek felsefi bir tartışma ve yaklaşıma her zamankinden 
daha fazla ihtiyaç vardır.

Türkiye’nin ilk ve tek tıp ve insani bilimler merkezi Beşikçizade Tıp ve 
İnsani Bilimler Merkezi—BETİM tarafından yayımlanan bu önemli eser 
tıbbın felsefi yönü ile de ilgilenen okurlar için vazgeçilemez bir başvu-
ru kaynağı olacaktır.

Biyo-tıp Etiği
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