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Summary

Under the influence of scientific and technological developments, the theme of ‘engineering peo-

ple’ is receiving increasing attention. The health care system also, to an increasing degree, has 

to deal with the possibilities provided by the biomedical sciences for perfecting healthy people 

in accordance with their own preferences. In medical ethics, this theme is known as ‘enhance-

ment’: the use of genetic, biomedical or pharmacological knowledge to make improvements in 

human characteristics. This enhancement can involve people’s appearance, performance or per-

sonality. At present, the best-known forms of enhancement are found in cosmetic surgery and, 

more covertly, in the use of anabolic steroids in sports. However, there is an impression that 

conventional medicines (for example Prozac, Ritalin and Viagra) are also being used more and 

more often for non-medical purposes. Furthermore, during the next decade, new substances and 

methods for engineering healthy people will probably emerge in a rapid tempo. They vary from 

cosmetic gene therapy and a new generation of anxiety inhibitors and mood modulators, to psy-

chotropic medication that boosts cognitive abilities (concentration, memory) and a drug that 

would allow women to optimise their sexual functioning. Billions are being invested in develop-

ment.

In our society, all adult and competent individuals are themselves responsible for the use of 

enhancers, at least in so far as they cause no harm to others. In principle, the government 

should adopt a neutral position towards ideas about personal well being which are at the root 

of this use of enhancers. It does, however, have a major responsibility to ensure that adequate 

information is provided, to protect minors and legally incompetent individuals, to safeguard 

quality, to protect public goods in so far as the use of enhancers constitutes a threat to them, to 

monitor access to enhancement and to encourage a public discussion. This should cover the 

conditions for the inclusion of enhancement in the responsibilities assigned to doctors. In any 

case, it is clear that this question will not be answered on conceptual grounds (for example on 

the basis of a concept of disease). The question is normative in nature and moral considerations 

will be decisive when answering it.
Ethics and Health Monitoring Report 2003 _ Health Council of the Netherlands 5
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Human Enhancement

1 Introduction

The issue of the ‘improvable human’ is, due to the influence of scientific and technological 

developments, becoming an ever more frequent subject for discussion19. The medical profession 

will also be increasingly faced with the opportunities offered by biomedical science to perfect 

healthy individuals in ways that reflect their individual desires. Medical ethics calls this 

‘enhancement’: the application of genetic, medical or pharmacological knowledge to improve 

human characteristics. Improvements can relate to a person’s appearance, performance or per-

sonality traits1,2.

The currently most well-known examples of enhancement lie in the field of cosmetic surgery, 

and, more in the background, in the use of anabolic steroids in sport. However, it seems that 

standard medications (such as Prozac, Ritalin and Viagra) are increasingly being used in circum-

stances where there is no medical need for them3,4. It is likely that many new substances and 

methods will be discovered at an increasing speed over the next decade that will allow healthy 

individuals to mould their own minds and bodies, or to have this done by third parties. Options 

range from cosmetic gene therapy for baldness and new-generation tranquillizers and mood 

modulators to psychopharmaceuticals that boost cognitive capacities (concentration and mem-

ory) and a substance allowing women to optimise their sexual function. Billions are being 

invested in developing these products5-11.

The advance of enhancement forces us to consider where the boundaries of medicine lie. The 

medical field is often demarcated in the light of a certain conception of what the purpose of 

medicine is. That is first of all the prevention and treatment of disease and the repair of injuries 

caused by processes other than disease. Secondly doctors have a role in natural events such as 

pregnancy and labour, where they can prevent possible damage to health, and in areas where 

their expertise can help achieve a (non-medical) goal, such as contraception, abortion and artifi-

cial insemination. Finally, doctors have taken on the task of alleviating the severe suffering of 

people whose appearance diverges from the social norm (plastic surgery).

The relationship between enhancement and the medical field described above is a complex one. 

In the first place, there is a certain degree of overlap: some improvements to characteristics 

(such as strengthening the immune system) can help prevent sickness1. Second, it is not easy to 
Ethics and Health Monitoring Report 2003 _ Health Council of the Netherlands 7



differentiate enhancement in general terms from, for example, the treatment of disease, as the 

latter concept is itself controversial. The treatment of disease is basically targeted at restoration 

of lost function12,13. However, it appears difficult to draw a satisfactorily clear line between restora-

tion of function and improvement of function. This is because it presupposes an idea of what 'nor-

mal' function is, and that is something on which no consensus exists2,6,14. Though there are some 

relatively clear-cut instances where it is quite obvious whether or not the individual is suffering from 

a disease, we can also easily find examples of medical intervention where it is questionable whether 

the intervention is treating a disease or improving a function in a healthy person. The boundaries 

of medicine are therefore diffuse.

If enhancement does not currently fall within the field of medicine, then we need to address the 

question of whether it can be brought within that field, and if so under what conditions. This 

issue has to be debated in the light of a number of specific moral considerations. These relate to 

the circumstances under which enhancement can be regarded as part of a doctor's duties; a 

matter which has implications for public policy. This report will look at these considerations and 

their implications, but we will first sketch out social developments relating to enhancement.

2 Social developments

The advance of enhancement has come about as a result of both scientific and social develop-

ments. The attempt to improve human characteristics is as old as history, and is not limited to 

the application of biomedical knowledge15-17. All societies have used and continue to use resources 

such as education and sport to deliberately bring human capacities to a higher plane. Thus, the dif-

ference between these efforts and enhancement lies not in their objective but in the means 

deployed: genetic, medical and pharmacological knowledge. This understanding allows relatively 

radical (fundamental, invasive and rapid) changes to be brought about. We can see the growing 

need for these options by considering two situations in which enhancement is taking on a more 

prominent role: creating a certain lifestyle and dealing with the effects of ageing.

2.1 Lifestyle

A lifestyle can be described as the way in which someone shows the world what he or she finds 

important in his or her life, what kind of a life he or she wants to lead, and what kind of a person 

he or she wants to be18. A lifestyle is the expression of what someone regards as his or her iden-

tity. Until recently, sociocultural factors normally played a decisive role in the development of an 

individual's identity. But, identity has nowadays become more clearly the object of self-reflection 

and more open to a deliberate personal choice. Biomedical progress can now enable people to 

play a part in moulding their own lifestyle by affecting their biological nature19. Biomedical knowl-

edge can be used to make the body and mind more suited to a particular lifestyle or to adapt 

better to a lifestyle.
Human enhancement 8



Developing a lifestyle is a process that takes place against the background of a conflict between 

the desire to be ‘normal’ and the desire to be ‘different’. Many people want to belong to a group 

and to comply with the norm within that group, but they want to belong to a group that has its 

own distinct character that sets it apart from other groups. Aesthetic and ethnic norms can play a 

significant part in this.

The role of aesthetic norms for the body and mind in a modern culture is complex. First, personal 

beauty is increasingly regarded as an independent dimension of existence. Second, the body (in 

particular) plays an increasingly significant role in demonstrating individuality and personal 

choices. And finally, beauty is ever more important in social relationships, for example in making 

contacts at work and with potential spouses20,21. As a result, it is becoming more acceptable to 

adorn the face and sexual characteristics, to undergo liposuction, to take anabolic steroids in order 

to boost muscle growth, and to have piercings, tattoos and even deliberate scarring (scarification). 

Mental self-expression can be supported by ‘cosmetic psychopharmacology’: the use of psychop-

harmaceuticals in order to make someone’s personality more attractive. Examples include the 

use of marijuana, ecstasy and ‘smart drugs’ to influence mood, and the use of Prozac to help 

reduce relatively normal levels of shyness2,22,23.

The conflict between what is normal and what is different comes even more clearly into focus 

when we look at ‘ethnic cosmetic surgery’: cosmetic surgery aimed at removing someone’s ethnic 

characteristics. It is worth pointing out that removing certain ethnic characteristics is not a recent 

phenomenon: European Jews sought 'ethnic anonymity'24 in the nineteenth century, as did Irish 

immigrants to the United States in the first half of the twentieth century. But now this option has 

become available to a wider group of people. In an attempt to appear more Western, increasing 

numbers of Asian women want to have their eyelids reshaped, while Americans and Europeans 

of African descent want to have narrower noses and thinner lips. People with a dark skin colour 

also use skin lighteners to make their skin paler. This ‘physical assimilation’ will probably remain 

a constant feature in a world characterised by globalisation, especially in multicultural societies 

subject to racial tension.

2.2 Ageing

Alongside the area of lifestyle, enhancement is also playing an increasingly prominent role in 

dealing with the effects of ageing. Age may indeed bring wisdom, but it always causes problems 

as well. The ageing of the body and mind is a far-reaching process of degeneration with signifi-

cant consequences for an individual’s appearance, abilities and personality. Skin becomes wrin-

kled and often develops varicose veins, hair turns grey or falls out, parts of the body become 

less taut, joints start to wear, eyes dim, hearing fails, muscles weaken, memory becomes less 

reliable and as we age we sooner or later lose the ability to think clearly. Ways of preventing, 

delaying or repairing this degeneration in properties are increasingly being found.
Ethics and Health Monitoring Report 2003 _ Health Council of the Netherlands 9



Using biomedical knowledge to combat the loss of function associated with ageing, as in the 

case of people with dementia or a worn-out hip, is theoretically an activity that clearly falls 

within the medical field. The fact that the loss of function is caused by ageing is, in theory, irrel-

evant. This is less clearly the case when we consider limited loss of function that is regarded as 

a relatively normal consequence of ageing, such as erection disorders or a normal decline in 

memory. The distinction becomes even harder to draw in the case of symptoms caused by age-

ing that do not lead to loss of function, such as some postmenopausal symptoms experienced 

by women and baldness in men. In these cases, the use of biomedical knowledge comes close 

to enhancement in support of a lifestyle. The person being treated is not suffering from a dis-

ease. But these cases differ from enhancement as well, in that treatment is being given to (try 

to) restore what could be regarded as the person’s natural state, namely the state they were in 

when they were younger. However, the relevance of this is not immediately obvious, as the first 

biological condition has been replaced by the current situation (which is itself just as natural).

The answer to the question as to whether people in the latter situations should be able to make 

use of biomedical opportunities to counter the effects of ageing is not always ‘yes’. As ageing is 

a natural process that nobody can escape, it has indeed been suggested that the effects of age-

ing that do not entail a substantial loss of function have to be accepted25. However, the increas-

ingly widespread availability of genetic, medical and pharmacological options might reduce public 

support for this ‘grin and bear it’ attitude26,27.

These two contexts in which enhancement is playing an increasingly prominent role (creating a 

lifestyle and dealing with the effects of ageing) are poor examples. (Future) enhancement options 

are certainly not limited to these situations.

2.3 Business

The growing demand for biomedical techniques to improve human characteristics is partly influ-

enced by the availability of such techniques. Business may have a considerable role to play here. 

It sometimes helps create a violent dynamic between supply and demand, as we can see, for 

example, in the use of Prozac and Ritalin4,28. Attention to trends makes it quite likely that the same 

thing will happen in the case of enhancement used to support a lifestyle. It is important in this 

context to remember that psychopharmaceuticals, smart drugs and similar products lend them-

selves to widespread use, as they can be taken without the intervention of a doctor who would 

otherwise act as a ‘gatekeeper’. The Internet has furthermore given an enormous boost to distri-

bution opportunities. Indeed, the role of business in cosmetic surgery has become increasingly 

visible29, and the same situation may develop in future with regard to genetic interventions30.

3 Moral considerations

There are a number of specific moral reasons why we need to address the question of when 

enhancement can be regarded as part of a doctor’s duties. No clear yes or no answer can be 
Human enhancement 10



given in general terms to this question as a result of considering these issues, but these consid-

erations do lay the foundations for a more detailed discussion. They can be divided into consid-

erations relating to individual cases of enhancement and the effects of enhancement as a social 

practice.

3.1 Improvement?

Enhancement is the use of genetic, medical or pharmacological knowledge to improve human 

characteristics. The first point to discuss is whether a certain substance or method achieves 

what it promises to do. Enhancement is in this respect theoretically no different from medica-

tion, except insofar as many enhancement techniques are still at an experimental stage and 

there is some doubt as to their effects.

Another question is whether the change that can be brought about with the help of effective 

enhancement is really an improvement that increases the individual’s well-being25. In many cases 

it is, and that makes enhancement a worthwhile intervention. But, at the same time, this ques-

tion usually offers more points of discussion than in the case of (effective) treatment of disease, 

as treating a disease is aimed at restoring a lost function, which can usually be supported by an 

intersubjective assessment.

Enhancement may relate to a function, but this is not necessarily the case. For example, an 

enhancement carried out to support a lifestyle can often only be described in purely subjective 

terms as increasing the individual’s well-being. An enhancement aimed at restoring the individ-

ual to the biological situation they enjoyed in their younger days might seem, of itself, to be an 

objective improvement. But that is, of course, not so. This is because what is called ‘degenera-

tion’ in biological terms does not always impair well-being, and therefore correcting or compen-

sating for that biological process does not necessarily increase well-being.

The question of whether enhancement can actually increase an individual’s well-being must 

therefore always be judged against the background of that person’s aims, plans and values16. 
Consideration must be given here to the fact that these factors are not fixed for all time, but 

evolve throughout a person’s life. This is an argument in favour of a conservative approach to 

irreversible forms of enhancement.

3.2 Health risks

A (possible) increase in well-being brought about by enhancement has to be set against health 

risks, which can be considerable. An understanding of these risks is vital to any assessment of 

whether the means are proportional to the ends. We should also bear in mind that the possible 

undesirable effects of experimental enhancement techniques are often unclear. This is particularly 

true of long-term detrimental undesirable effects. We already know of health risks associated 

with various forms of enhancement. For example, surgical procedures have a particular risk of 
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leading to iatrogenic damage. People who have piercings or tattoos run various risks, including 

infection31. We know that some biochemical enhancers may increase the risk of mental illness 

(cannabis) or brain damage (amphetamines, ecstasy), or can lead to addition (nicotine, heroin, 

benzodiazepine)2. Anabolic steroids increase the risk of liver disease, impaired fertility and 

unwanted mental changes (aggression and paranoia).

3.3 Individual responsibility and autonomy

People are, in principle, regarded as being able to decide what they need themselves, and to 

come to a view as to whether a particular form of enhancement would boost their well-being. 

Therefore, in the first instance, any decision as to enhancement should be taken by the person 

concerned. The only exception to this would be for people who do not have the capacity to take 

a rational decision, like minors and people who are mentally incapacitated (see below).

Though this is basically the same premise as that used in the case of decisions as to medical 

treatment, the specific nature of enhancement can lead to differences in practice. First, the lack 

of a medical indication means that a doctor cannot be obliged to fulfil an individual’s request for 

an enhancement procedure. Both the concerned individual and the doctor bear individual 

responsibility, and the doctor can refuse to carry out the procedure if he or she fears that it 

could be harmful. Second, the lack of objective or intersubjective improvement to a characteris-

tic may place a heavier burden of information on the doctor involved, as is presently the case for 

a number of procedures (such as cosmetic surgery).

The fact that the concerned individual bears responsibility for reaching a sound decision as to 

enhancement does not preclude any discussion on how this responsibility should be exercised. 

This discussion would then move on to the question of how far the request for enhancement is 

based on an autonomous choice. There is every justification for raising this question in various 

situations, for example if it is possible that the request has been made in response to strong 

social influence, for example in the case of a procedure that has become wildly popular6. Of 

course, social influence does not make autonomy impossible. People can, to some extent, resist 

the influence exerted by their surroundings. But disproportional social pressure, whether or not 

it is internalised, is generally undesirable18.

To decide whether this is the case, we need to assess the feelings and motivations that lie 

behind the request32,33. Does the request fit the person in question, taking account of his or her 

background and history (‘narrative fit’21)? Is the person aware of the influence that other people 

exert on his or her decisions? Could the fulfilment of the request help crystallise the person’s 

identity, or would it principally lead to the instrumentalisation of his or her body and/or mind? 

Evaluating expectations before a procedure is something that requires particular care, and may 

need the intervention of a psychologist34. It is important to bear in mind that the desire for an 

altered appearance may be a symptom of psychiatric problems35,36.
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3.4 Minors and mentally incapacitated individuals

As no medical indication is present when an enhancement procedure is carried out, and as this 

means that the question of whether a particular form of enhancement can improve the individ-

ual’s well-being is therefore open to more discussion, particular care is required in enhancement 

procedures carried out on minors and mentally incapacitated individuals. That is because these 

individuals are, after all, generally less able to judge and defend their own interests.

The interests of minors and mentally incapacitated individuals may be at issue in cases where 

parents, for example, want to alter the characteristics of their child. This may affect unborn chil-

dren, as in the case of reprogenetics (the use of genetic technology in the reproduction process 

with a view to ensuring or preventing the transmission of certain genes). But existing children 

may also be affected (for instance, performing cosmetic surgery on a child with Down’s syndrome 

or administering growth hormones to a child of normal height).

Cases of enhancement such as these raise an issue of authority: how far does reproductive free-

dom extend, and to what extent are parents entitled to impose their views as to the desirability of 

a particular property on their child? A child’s right to an open future is one of the factors that 

needs to be taken into account when answering this question37-39. This right will sometimes sup-

port enhancement, but will sometimes be in conflict with it. As enhancement may entail special 

risks, the question of what risks a child can be exposed to by its parents is another important 

issue16.

The fact that a minor is less able to assess his or her own interests means that it may be neces-

sary to pay particular attention to protecting those interests if he or she seeks an enhancement 

procedure. In the first instance, parents are responsible for protecting a child, against himself or 

herself where necessary. But if they are unsuccessful in doing so, and may be willing to give the 

required consent for a medical intervention, this may, for example, be sufficient reason to cause 

the doctor involved to refuse to carry out a request (against his or her own interests) made by a 

minor.

3.5 Social implications

Moral reflection is not limited to an assessment of individual cases. Consideration also needs to 

be given to the implications of enhancement as a social practice for the community as a whole. 

On the one hand, real improvements in characteristics are of benefit not only to the individuals 

concerned but may also – and in some cases primarily – be advantageous to third parties or 

society in general. On the other hand, enhancement as a social practice may also have damaging 

social consequences. In the first place, enhancement can help bring about undesirable cultural 

change, and in the second place it can aggravate social inequality.
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Elements of undesirable cultural change could include normalisation, medicalisation and altera-

tion of our perception of humanity. Enhancement can have a standardising effect if it is founded 

on the need to comply with a specific dominant social norm: enhancement then reinforces the 

validity of that norm. Norms of this kind may in themselves be morally neutral, but normalisa-

tion can increase the social pressure on others to keep up with them. This would be detrimental 

to social pluriformity. Sex-related and age-related ideals of beauty are typical examples of this. 

Norms of this kind can also be morally reprehensible, for instance if they are associated with a 

racial ideology. In this situation, normalisation also enhances racist stereotypes and prejudices, as 

can be the case with ethnic cosmetic surgery6,16,29,40,41.

Enhancement can also increase medicalisation in ways that are not desirable by offering solu-

tions to problems that are usually (relatively) trivial or that can be better addressed in non-med-

ical ways14. Easing racial tension by making non-western individuals look as western as possible 

is an unambiguous example of this. Medicalising a cultural issue in this way fails to address the 

root of the problem, but takes what appears at first sight to be the easiest solution. This may be 

legitimate in an individual case, but it is harmful as a social practice. Other forms of medicalisa-

tion brought about by enhancement are less clear-cut. For example, it is hard to say whether 

using biomedical knowledge to alter someone’s body or mind to create a stronger connection 

with a particular subculture is a good substitute for developing social skills.

Finally, enhancement can also affect the image we have of ourselves and others. This is particu-

larly true where it leads to instrumentalisation of the body, reinforcing the idea that someone’s 

appearance is more important than what lies inside them. But it can also apply to cosmetic psy-

chopharmacology, which is based on a mechanistic idea of humanity. This attitude diminishes the 

importance of real emotions and undermines existing ideas as to moral responsibility42. Further-

more, many forms of enhancement reduce our understanding of vulnerability and imperfection as 

a moral good (‘the goodness of fragility’15). It can also put pressure on the idea that the way 

someone tries to achieve a goal can have a value quite apart from whether or not the goal is 

achieved (the principle that underlies rejection of performance-enhancing drugs, among other 

things).

Enhancement can also diminish feelings of empathy and solidarity, particularly towards individu-

als who do not want to, or cannot, make use of enhancement opportunities29,43. This is not 

purely a hypothetical idea, as an enhancement practice can increase existing social inequality. 

Many forms of enhancement (such as a more attractive appearance, self-confidence gained with 

the help of psychopharmaceuticals, or a genetically improved memory) should give the individu-

als concerned competitive advantages with added social and economic value. As economic ine-

quality means that not everyone will have the same access to enhancement, the very existence 

of these forms will further increase inequality. This effect will become even more pronounced in 

future if it becomes possible to pass on an improved characteristic to offspring by germline 

engineering38,39.
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Enhancement does not need to have an effect on existing inequality if it is paid for by a third 

party (see below). Furthermore, if everyone makes use of enhancement, then the competitive 

advantages will disappear (in contrast to the costs and risks)6,16,44,45.

4 Implications for public policy

The above-mentioned moral considerations have implications for public policy in relation to 

enhancement, particularly where that policy is able to influence the conditions under which 

enhancement takes place.

4.1 Neutrality

In our society, every mentally capable adult bears the responsibility for using available forms of 

enhancement, provided that they do not thereby harm others. The state should, theoretically, 

take a neutral attitude to conceptions of personal well-being that underlie the use of enhancers16. 

These conceptions should not generally cause the state to forbid doctors from being involved in 

enhancement procedures14.

However, this does not mean that the state bears no duty at all in matters relating to enhance-

ment. It has in fact various duties, including ensuring that adequate information is provided, 

protecting minors and mentally incapable individuals, quality assurance, protecting the public 

good, monitoring access to enhancement and stimulating a social debate.

4.2 Ensuring that adequate information is provided

The absence of an objective or intersubjective improvement to a characteristic, taken together 

with possible social pressure and awareness of trends, can make it particularly important for 

information to be provided as to the risks of enhancement to the concerned individual. This 

information should ideally make the individual able to fully assess the available options. This is 

particularly important in the case of irreversible forms of enhancement.

4.3 Protecting minors and mentally incapable individuals

Minors and mentally incapable individuals are generally less able to protect their own interests. 

Protection of these interests is particularly significant in the case of enhancement, especially 

where the alteration in question is an improvement purely in the subjective opinion of the per-

son’s parents or representatives. Consideration needs to be given to the form that this protec-

tion should take and to the implications for the doctor in terms of his or her relationship with 

the (future) parents.
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4.4 Quality assurance

Enhancement is often associated with health risks that can be considerable. Risks are greater for 

forms of enhancement that are of lower quality. As the individual user is often unable to assess 

or influence quality, the government should take steps with a view to quality assurance, includ-

ing investigation of long-term harmful undesirable effects. Particular guarantees may be required 

where the need from which the demand for enhancement arises can be better met in non-medi-

cal ways (for instance, psychological support instead of cosmetic surgery) (Whi97). Expertise and 

regulatory systems within the medical profession may perhaps make it necessary to restrict cer-

tain forms of enhancement to the medical domain.

4.5 Protecting the public good

The public good is something that belongs to the whole of society and every member of that 

society has a potential share, and therefore an interest, in it46. It can be tangible or intangible. 

Enhancement can threaten certain types of intangible public good. Examples include honest 

sporting practices that are undermined by the use of performance-enhancing drugs, social 

pluriformity that is threatened if sex- or age-related aesthetic ideals become very dominant, a 

balanced gender ratio that is skewed by one-sided prenatal sex selection, and, a culture in 

which each individual has a relatively large degree of freedom to decide on whether to undergo 

enhancement. This freedom turns into a pressure to do so as foregoing the competitive advan-

tages that certain forms of enhancement bring with them would condemn the individual to mem-

bership of an inferior minority38.

These aspects of the public good can cope with a number of ‘free riders’, but only a limited 

number. It is one of the tasks of the State to investigate threats to the public good, and if nec-

essary to consider what policy measures can be adopted to protect it.

4.6 Monitoring access to enhancement

Differences in wealth between individual members of society mean that access to enhancement is 

unequal. This leads us to the question of whether individuals undergoing enhancement should 

have the costs paid from the public purse, for example by including such procedures in the list 

of medical procedures that are funded by social insurance. This question becomes even more 

pressing as forms of enhancement offering competitive advantages may further increase existing 

social inequality, if not everyone has equal access to them38.

Public funding would not initially appear to be an obvious solution for enhancement not aimed 

at restoring the loss of function associated with, for example, disease. However, the difficulty in 

distinguishing between the restoration of function and the improvement of function has already 

been pointed out. Furthermore, insurance funding is already available for many costs not associ-

ated with treating disease (for instance, the costs of contraception and abortion)16. Finally, forms 
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of enhancement may in future offer such major advantages to those that undergo them that une-

qual access would be regarded as clearly unjustifiable6.

4.7 Stimulating a social debate

The progress of enhancement means that further reflection and debate is necessary. In particular, 

consideration needs to be given to where the boundaries of medicine lie. It is impossible to draw 

a clear distinction between where medicine ends and where enhancement begins. For that rea-

son, we need a social debate on the question of when enhancement can be considered as part 

of a doctor’s duties.

The government should shape the debate. This must clearly be done in conjunction with other 

groups, such as the medical profession and patient organisations. The outcome of the debate 

may eventually be useful for the medical profession in helping it develop professional standards 

for enhancement, which are currently not in place for the majority of existing forms of enhance-

ment.

5 Conclusions and recommendations

It is not possible to answer the question of whether enhancement has a place within the medical 

field, and if so under what conditions, in terms of concepts (e.g. using a concept of disease). 

The question is of a normative nature and needs to be resolved in the light of moral considera-

tions. This can only produce general conclusions as many different possibilities are concealed 

behind the term ‘enhancement’. Most of these possibilities are furthermore clouded in uncer-

tainty as the techniques are still in their infancy or even purely speculative. However, it is clear 

that many forms of enhancement can (or will be able to) make a significant contribution to our 

quality of life. Whether that turns out to be the case will be partly dependent on the circum-

stances. The state has a duty to implement the necessary policies to ensure the provision of 

information, protect the welfare of individuals, protect the public good and promote social 

equality. Further investigation and debate is needed to determine what forms of enhancement 

require particular attention.
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