
Case Study

Dr. Clea F. Rees Introducing Moral Problems

Before beginning work, you MUST read the sections of the Centre’s Student Handbook
dealing with plagiarism and how to avoid it. Copies of the handbook are available from
Reception and online at http://www.cardiff.ac.uk/learn/student_information/index.php.
I would be happy to answer any further questions you might have.

The Handbook also explains the basics of formatting citations and references and includes a
pointer to the university’s guides at http://www.cardiff.ac.uk/insrv/educationandtraining/
guides/citingreferences/index.html.

You do not need to seek outside sources when completing this assignment and I recommend
not doing so unless you agree an alternate case study (12). Any sources you do use should be
properly cited.

Whether you use additional sources or not, your list of references should include full

references for all sources, including assigned materials distributed in class. The
introductory section of the course packet includes bibliographical details for all readings.
Citations in the text should include specific page numbers where appropriate.

Draft due: by noon on 1 November, 2013

Paper due: by noon on 29 November, 2013

Length: 500–750 words
Submission: via Learning Central (which includes plagiarism detection)
Layout: double-space; reasonable font; page numbers; word count
Anonymous: do NOT include your name in your uploaded document

do include your student ID number on every page

1. Understanding the assignment

The first step is to ensure that you understand what is required. It is probably impossible to
emphasis the importance of this stage enough. The structure of this assignment is designed
to help you succeed, but it does mean that you must read the instructions extremely

carefully, pay attention to details, and clarify, clarify, clarify. I will be happy to answer
any questions you may have after reading the instructions.
Make sure that you have read and understood the following materials before you begin:
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• ‘Ethical Questions’

• ‘Case Studies’

• ‘Case Study’ i.e. these instructions

Note that this assignment does NOT ask for your opinion, or invite you to defend

a position.

2. Selecting a case study

Choose one case study from the following.

If this is your first philosophy class, I strongly recommend choosing from the

following (1–9):

1. Active Euthanasia (see figure 1)

2. The Doctrine of Double Effect (1997) (see figure 2)

3. The Doctrine of Double Effect (1998) (see figure 3)

4. Voluntary Passive Euthanasia (2002) (see figure 4)

5. Non-Voluntary Passive Euthanasia (1989) (see figure 5)

6. Non-Voluntary Passive Euthanasia (1995) (see figure 6)

7. The Underage Girl (see figure 7)

8. The Gap-Year Traveller (see figure 8)

9. The Young Irish Couple (see figure 9)

The following (10–12) are recommended choices only for those with some prior

philosophical experience:

10. Statement About Research Involving Animals (see figure 10)

11. Excerpts from Address to the Royal United Services Institute (RUSI) (see figure 11)

• For critical analysis, see Nick Hopkins and Matthew Taylor (2013). ‘Five Key
Claims from MI5 Chief’s Defence of GCHQ Surveillance Analysed’. The Guardian

(9th Oct. 2013). This article is available online at http://www.theguardian.com/

uk-news/2013/oct/09/mi5-gchq-surveillance-analysis.

12. Alternative case study of your choice by prior agreement with the instructor. Case
studies on alternate topics which are not agreed in advance will not be considered
admissible for credit.
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3. Writing

3.1. Part 1 — 150–250 words

Clarify a single ethical question, or two or three closely related ethical questions,

raised by the case study. You should include just enough factual information for a reader
to understand why the question raised is relevant and important.
Your aim in this section should be to identify an ethical question of central importance to the
case, and to explain the nature of that question and its importance to your reader. You will
need to ensure that you explain any necessary technical terminology. Your aim is to be as
concise and clear as possible.

3.2. Part 2 — 350–500 words

Compare the two most plausible answers to the question raised in part 1, drawing

on assigned and further readings. Your discussion should summarise the ethical

advantages and disadvantages of each answer.

No evaluation of these answers or adjudication of the dispute is required.
Your aim in this section should be to identify the most plausible answers, to explain those
answers as clearly and cogently as possible, and to summarise the advantages and disadvantages
of each. If new terms are introduced in this section, you will need to explain them. Again,
your aim is to be as clear and concise as possible.
The two answers you discuss should conflict. Part of what you are doing is showing why
there is an interesting ethical problem here — why reasonable people may disagree about the
answers. Unless you are undecided, you will therefore disagree with at least one of the answers
you discuss. (You may disagree with both.) This is essential to the exercise.

3.3. Editing

In revising your work ask yourself this question:

Could

a bright 14 year old

with

no knowledge of philosophy

understand?

If the answer is ‘Not really’ or ‘If I was there to explain it a bit’, then your work is not yet
clear enough!
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Dianne Pretty had motor neurone disease, and faced a painful death which she wanted
to avoid. She said ‘I want to have a quick death without suffering, at home surrounded
by my family.’ She appealed unsuccessfully to the UK courts, and finally the European
Court of Human Rights, to allow her husband to help her to die.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013.

Figure 1: Active Euthanasia

Annie Lindsell died of motor neurone disease in December 1997.
Her greatest fear was the prospect of suffocating or choking to death when breathing and
swallowing became difficult. With only weeks to live, she asked the High Court to rule
that if this happened, her doctor could intervene and administer diamorphine — without
fear of prosecution — even if it might shorten her life.
She withdrew the case in October 1997 after she established the principle that doctors
could legally administer life-shortening drugs for the relief of mental as well as physical
distress. She was assured that her doctor would not allow her to suffer unneccesarily and
a treatment plan was agreed which followed best medical practice.
She died without recourse to the treatment plan. She had only been diagnosed in 1992.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013. The BBC is cited as the original source.

Figure 2: The Doctrine of Double Effect (1997)

Dr Moor was charged with the murder of George Liddell, an 85-year-old terminally ill
cancer patient.
However, while he admitted giving Mr Liddell a dose of diamorphine, Dr Moor said he
had only done so to relieve pain, not to kill him. What made the case unusual was that
not only did Dr Moor admit in the media to administering a lethal dose of drugs to many
patients, he also admitted that he had done so within days of giving the interview. After
his acquittal in May 1999, he said he would do it all over again.
The verdict established once and for all that doctors who administer drugs to relieve pain
are acting within the law, whether or not the patient dies as a result.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013. The BBC is cited as the original source.

Figure 3: The Doctrine of Double Effect (1998)
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A woman known as ‘Miss B’, who was paralysed from the neck down, died peacefully
in her sleep on 29 April 2002 after winning the legal right to have medical treatment
withdrawn.
Dame Elizabeth Butler-Sloss, President of the High Court family division, ruled last month
that Miss B had the ‘necessary mental capacity to give consent or to refuse consent to
life-sustaining medical treatment’. It was the 43-year-old former social care professional’s
case that it was her decision, not her doctors’, whether the ventilator which kept her alive
should be switched off.
In a landmark ruling, Dame Elizabeth gave Miss B the right to be transferred to another
hospital and be treated in accordance with her wishes, including drug treatment and care
to ‘ease her suffering and permit her life to end peacefully and with dignity’.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013. The BBC is cited as the original source.

Figure 4: Voluntary Passive Euthanasia (2002)

When doctors at Airedale Hospital in Yorkshire asked the High Court for permission to
withdraw artificial nutrition and hydration from Hillsborough victim Tony Bland, his
family supported the application.
After the Hillsborough stadium tragedy, Tony was left in a persistent vegetative state -
and hence was not legally dead. His parents believed their son would not want to be kept
alive in such a condition.
They petitioned the court to sanction the withdrawal of hydration and artificial nutrition,
which it did.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013. The BBC is cited as the original source.

Figure 5: Non-Voluntary Passive Euthanasia (1989)
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Mary Ormerod was starved of food and fluids.
Her doctor, with the support of her daughters, had taken a conscious decision to withhold
a nutritional supplement called Fresubin from the 85-year-old after she ceased to commu-
nicate with the outside world. But Dr Ken Taylor, the GP who took the decision, was
suspended by the General Medical Council, the regulatory body for doctors, after nurses
at the home complained about his actions. His six-month suspension was not directly
because of his treatment of Mrs Ormerod, but because he failed to listen to nurses and
consult colleagues. In fact, he had done nothing legally wrong in starving Mrs Ormerod.
This is because. . . artificial nutrition and hydration is regarded as medical treatment.
Excerpt from http:

//www.rsrevision.com/Alevel/ethics/euthanasia/Euthanasia_Case_Studies.pdf.
Accessed 13 October, 2013. The BBC is cited as the original source.

Figure 6: Non-Voluntary Passive Euthanasia (1995)

Dorothy, 14, and her mother Rachel are among the first clients to arrive. She is nervous and
embarrassed, waiting to be told off for getting pregnant at such a young age. Bare-faced
and wearing an Alice band and simple T-shirt and jogging bottoms, she looks painfully
young.
When she discovered that she was pregnant she told her mother and visited her ‘pretty
useless’ GP. He gave her the number of a youth sexual-health service near her home in
North London which, in turn, referred her here. At her first consultation a week ago, the
nurse spoke to her alone to make sure that she was not acting under duress and genuinely
wanted to end the pregnancy. That is a statutory duty.
The first of two drugs was administered then, and today Dorothy will receive the second.
That will begin the medical abortion once she gets home.
‘I am very relieved that no one is trying to make me feel terrible. I feel bad enough anyway.
My mum is very upset. I am looking forward to things being back to normal,’ she said.
Her mother agrees. ‘This has all been a nightmare. I felt the world had fallen in when
she told me. They were really good at the youth service. The people there were quite
young and they didn’t make Dorothy feel bad. They referred us here and everyone has
done their best to make it easy for us. No one has made me feel I am a terrible mother.’
Excerpt from http://www.philosophicalinvestigations.co.uk/index.php?option=

com_content&view=article&id=297&catid=49&Itemid=54. Accessed 13 October,
2013. Original source given as Times, 24 May, 2010

Figure 7: The Underage Girl
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Jane, 27, was one week away from leaving Australia to come to England on a gap year
when she discovered that she was pregnant. ‘I had been planning the trip for a very long
time. I was so shocked. I couldn’t believe it.’ She had recently split up with her partner
and is still only ‘80–20 decided’ on ending the pregnancy.
Although she discussed it with her family and GP at home, she decided to come to the UK
anyway and called the Marie Stopes helpline the day after her 24-hour flight. Although
she is calm at first, she becomes increasingly upset and breaks down at every kindness
shown to her.
‘I am finding it very difficult. I will not make a final decision about what to do until after
this consultation, and I might have counselling as well. I called the helpline when I got
here and they were very nice and took my details and then set up this appointment. That
calmed me down. They didn’t try and persuade me either way.’
As the minutes to her appointment tick by, Jane grows more and more distressed. The
specialist nurse is concerned and suggests that she speak to a counsellor before going any
further. Jane, shaking, agrees and is accompanied to a private room.
Excerpt from http://www.philosophicalinvestigations.co.uk/index.php?option=

com_content&view=article&id=297&catid=49&Itemid=54. Accessed 13 October,
2013. Original source given as Times, 24 May, 2010

Figure 8: The Gap-Year Traveller

Anna and James, both 19, have had an early start. They took the 7am flight from Dublin
and look exhausted already. Anna is uncertain how far advanced her pregnancy is and
does not know what type of procedure she will have. An ultrasound scan will determine
the age of the foetus to the nearest day. If the term is greater than eight weeks and six
days, it will be a surgical abortion, conducted under ‘conscious sedation’, rather than
general anaesthetic.
Anna is certain, however, that she does not want to continue the pregnancy. ‘We are too
young,’ she said. ‘We found the clinic on the internet and called up the helpline about two
weeks ago. Everybody in Ireland knows this is what you have to do - come to England.
They made us an appointment straight away for Tuesday but we couldn’t get here because
of the [volcanic] ash cloud. Everyone has been very nice. We have been made to feel very
welcome, so it helps,’ she said. The abortion will cost £490, a discounted rate for Irish
clients because the charity knows that they have to pay hundreds of pounds for flights.
The trip and the treatment are costing £1,000, with James picking up the bill.
Their families do not know about the pregnancy and the couple are booked on a 10pm
return flight to avoid arousing suspicion at home. ‘It’s a day trip. We will go shopping
later maybe. We are going to keep it pretty quiet,’ says James.
Excerpt from http://www.philosophicalinvestigations.co.uk/index.php?option=

com_content&view=article&id=297&catid=49&Itemid=54. Accessed 13 October,
2013. Original source given as Times, 24 May, 2010

Figure 9: The Young Irish Couple
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Amblyopia, or lazy eye, affects two to four per cent of all children. It is the most frequent
reason for children being referred to an ophthalmologist in the UK. The condition means that
one eye has deteriorated in its ability to see detail because it is suffers some disadvantage to
the other eye. The most common cause of disadvantage is strabismus (crossed eyes) but
other conditions such as congenital cataracts can also cause amblyopia.
The condition can be treated in young children of up to about eight years by such measures
as the wearing of eye patches. However, in older children and adults, as the brain increasingly
prefers images from one eye, the condition is not curable. This ultimately leads to extremely
poor vision or even clinical blindness in one eye for the sufferer. The condition affects
binocular vision and depth perception, harming quality of life. The condition can also be
frightening and upsetting for the children who suffer from it. Moreover, severe amblyopia
persisting in adulthood is a significant risk factor for blindness in the case of an individual
losing sight in the good eye. A UK national survey (published by Rahi and colleagues in the
Lancet in 2002) identified 370 patients during a 2-year period who had suffered vision loss
in the non-amblyopic eye, 86 of whom were severely visually impaired or blind.
To date, no treatment is available to restore normal vision in an amblyopic eye after the age
of around 8 years, the end of the critical period of visual brain development.
The aim of the Cardiff University study is to better understand this critical period in early
life when the visual cortex in the brain adapts to the signals coming from the eye. It is true
that animal experiments using similar methods to manipulate their visual experience have
been conducted in the past. However, this is the first time we have been able to obtain
both images of visual brain function and to quantify some of the key molecules controlling
the critical period of visual cortex development. In the long term, the aim is to use this
improved understanding of the brain to treat older children or adults, whose amblyopia has
been missed or not treated adequately in time, by creating similar conditions in the visual
cortex to those which exist during early childhood.
Cardiff University completely rejects the accusation that this experiment, which was com-
pleted in 2010, is cruel or unnecessary. The purpose of the work and its conduct was
approved by both the University’s own ethical review process and the Home Office Animals
in Science Regulation Unit as part of the licensing process. The University had to establish
that the research would reveal new information that could not be obtained in any other
way. Cats had to be used for this study because - apart from primates - they are the only
mammals with frontally positioned eyes and therefore the only animals to develop severe
amblyopia similar to humans under similar circumstances. It is impossible to use any other
kind of technique for this study. Claims that this research can be replaced with CT scans or
computer models are simply not true. The University will always use alternative technology
where it exists and only uses animals when absolutely necessary.
While a treatment for older children may be some time away, Cardiff University believes
this research raises the prospect of markedly improving the sight of sufferers of this serious
condition.
Cardiff University. http://www.cardiff.ac.uk/news/mediacentre/mediastatements/

statement-about-research-involving-animals.html. Accessed 13 October, 2013.

Figure 10: Statement About Research Involving Animals
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37. . . . we have worked very hard to identify as many as possible of the people in the country
who are active in some way in support of terrorism.
38. . . . there are several thousand of them, with varying degrees of involvement. . . .
39. The idea that we either can or would want to operate intensive scrutiny of thousands is
fanciful. This is not East Germany, or North Korea. . . . Successive Governments have made
careful decisions about both the scale and powers of organisations like MI5 . . . . Britain is a
democracy that rightly prizes the freedom of the individual. We do not want all-pervasive,
oppressive security apparatus.
40. . . . The reality of intelligence work in practice is that we only focus the most intense
intrusive attention on a small number of cases at any one time. . . .
51. . . . The internet, ‘big data’, and leaps in technology continue profoundly to change how
we all live. . . .
52. . . . The internet is used by terrorists for many purposes: broadcasting their propaganda,
radicalising vulnerable individuals, arranging travel, buying items, moving money and so on.
But the primary issue is communication.
53. When I joined the Service, communication between remote individuals was by telephone
or by letter. . . .
54. The internet and related technologies offer a rather different world . . . . Through e-mail,
IP telephony, in-game communication, social networking, chat rooms, anonymising services,
and a myriad of mobile apps the terrorist has tens of thousands of means of communication.
Many of those routes are now encrypted. Further advances are made every day.
55. How the UK decides to respond to these developments will directly determine the level
of security available against the threats we face. . . .
57. Technologies advance all the time. But MI5 will still need the ability to read or listen
to terrorists’ communications . . . . The converse to this would be to accept that terrorists
should have means of communication that they can be confident are beyond the sight of
MI5 or GCHQ acting with proper legal warrant. . . .
58. . . . The law requires that we only collect and access information that we really need . . . .
In some quarters there seems to be a vague notion that we monitor everyone and all their
communications . . . . That is, of course, utter nonsense.
59. What we know about the terrorists, and the detail of the capabilities we use against
them together represent our margin of advantage. . . . But that margin is under attack. . . . It
causes enormous damage to make public the reach and limits of GCHQ techniques. . . . It is
the gift [terrorists] need to evade us and strike at will. Unfashionable as it might seem, that
is why we must keep secrets secret, and why not doing so causes such harm.
Andrew Parker, Director General of the Security Service, Whitehall, 8 October 2013.
https://www.mi5.gov.uk/home/about-us/who-we-are/staff-and-management/

director-general/speeches-by-the-director-general/

director-generals-speech-at-rusi-2013.html. Accessed 14 October, 2013.

Figure 11: Excerpts from Address to the Royal United Services Institute (RUSI)


