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Invasive medical procedures performed on children for non-life-saving rea-
sons, and generally for non-therapeutic reasons, have recently become the 
subject of intense debate. Various kinds of aesthetic medicine procedures, 
such as liposuction in the case of an obese twelve-year-old girl, the eyelid 
surgery performed on an Asian girl adopted by an American surgeon, the 
application of growth hormone therapy for non-therapeutic reasons (Gilbert, 
2009, pp. 14–15; Ouellette, 2010, pp. 959–966) or early “normalizing” 
treatment in intersex children (Spriggs, Savulescu, 2006, pp. 79–96; Gil-
lam, Hewitt, Warne, 2010, pp. 412–418) can serve as examples. All of these 
are often considered to violate the right to self-determination, the right to 
inviolability and the child’s right to an open future. 

The case of Ashley X and “Ashley treatment”, the term coined in the 
subject literature regarding the procedures she underwent, have been some-
times regarded to bear a resemblance to the above-mentioned interventions 
(Ouellette, 2010, pp. 964–966). As convenient as such a claim may be to 
categorize Ashley’s case and her treatment as belonging to that cluster, there 
are significant differences between this procedure and the ones delineated 
above regarding the patient, the process of medical decision-making and 
the purpose of the medical interventions themselves.

Ashley’s case and treatment

Ashley was born in 1997. The pregnancy was uneventful and the on-time 
birth proceeded without complications. At the age of one month, she began 
to display symptoms of hypotonia (decreased muscle tone) leading to dif-
ficulty in feeding, and of choreoathetosis (involuntary twisting and writh-
ing body movements caused by irregular, wandering muscle contractions). 
An overall developmental delay was also noted. The diagnosis of “static 
encephalopathy with marked global deficits” was made after a long and 
extended diagnostic process (Gunther, Diekema, 2006, p. 1014). Since her 
condition and the treatment are crucial for our analyses and argument, we 
shall describe them in detail. 
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Static encephalopathy

Static encephalopathy is a form of irreversible brain damage. The term com-
prises a wide range of dysfunctions that can be caused by the same central 
nervous system abnormality. Static encephalopathy may manifest itself as 
cerebral palsy, mental retardation, blindness or deafness. The location of the 
damage in the brain and its severity determines the extensity and type of de-
velopmental impairment (Golden, 1987, p. 71). Ashley’s development did not 
improve, although she managed to externalize her emotions through mimicry 
and producing sounds. At the age of six, she maintained the ability to breathe 
on her own, however, she was unable to speak, eat or move and remained 
completely reliant on her caregivers. In 2018, after a Whole Exome Analy-
sis, it turned out that GRIN1 gene mutation was responsible for Ashley’s 
condition. GRIN1 is a gene that encodes subunits of N-methyl-D-aspartate 
receptors (NMDARs) which are crucial in normal brain development and 
neurotransmission (Chen et al., 2017, p. 2). Its de novo mutation presented 
itself in three-month-old Ashley as hypotonia, abnormal movements and 
behavior, and disenabled her development to progress.

Precocious puberty

Precocious puberty is diagnosed when the first signs of puberty onset reveal 
themselves before the age of eight in girls, and the age of nine in boys (Sid-
diqi, Van Dyke, Donohoue, McBrien, 1999, p. 392). There are two main types 
of precocious puberty, both differing in their origin. Peripheral precocious 
puberty is a result of the premature secretion of sex steroids in gonads, adrenal 
glands or ectopic sources, without activation of the hypothalamic-pituitary 
axis. Central precocious puberty is a consequence of premature activation of 
the hypothalamic-pituitary axis, premature gonadal maturation and gonadal 
sex steroids release (Partsch, Sippell, 2001, pp. 293–298; Siddiqi et al., 
1999, pp. 392–393). In a population of children with neurodevelopmental 
disabilities the incidence of precocious puberty is much higher (Partsch, 
Sippell, 2001, p. 293). Ashley’s parents consulted with a pediatric endocri-
nologist when the girl was six years and seven months old reporting on her 
precocious puberty. It has been assumed that Ashley suffered from central 
precocious puberty. According to the endocrine evaluation, she had started 
to develop pubic hair and breast buds consecutively one year and three 
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months earlier. Furthermore, during the previous six months her growth had 
accelerated rapidly, which is called a pubertal growth spurt. When it comes 
to percentiles for height, she advanced from 50th to 75th within six months 
(Gunther, Diekema, 2006, pp. 1014–1015). Her speeded-up body growth 
and premature puberty raised her parents’ concerns about the future care 
they would have to provide, which might be difficult, if not impossible, to 
handle (Ashley’s Parents, 2007, p. 8). They were concerned as to whether 
they would be able to carry her around and provide daily-care once she had 
increased in height and weight. 

Estrogen therapy

Pubertal growth and epiphyseal fusion are both regulated by a complicated 
network of nutritional, cellular, paracrine and endocrine factors (Shim, 2015, 
pp. 8–12). One of them is estrogen that is the sex steroid hormone responsible 
mainly for the reproductive function in females and for the development of 
secondary sexual characteristic (Singh, Sanyal, Chattopadhyay, 2010, p. 3). 
Its effect on growth seems to be biphasic. During the period of puberty, the 
physiologic level of estrogen promotes growth by stimulating the growth 
hormone (GH) and the insulin-like growth factor-I (IGF-I) axis (Shim, 2015, 
pp. 10–11), while the supraphysiologic doses suppress the insulin-like growth 
factor-I causing growth suppression by accelerated epiphyseal maturation 
and fusion (Gunther, Diekema, 2006, p. 1014; Shim, 2015, p. 11; Singh, 
Sanyal, Chattopadhyay, 2010, pp. 3–8). The first high-dose estrogen therapy 
was instituted in 1956 in adolescent girls of tall stature, whose wish was to 
“minimize any further gain in height” (Gunther, Diekema, 2006, p. 1014). 
Ashley is the first patient with a profound developmental disability to have 
undergone the treatment, where the purpose was to attenuate her growth at 
a very early age.

Before starting high-dose estrogen therapy, Ashley underwent pretreat-
ment hysterectomy which is a surgical excision of the uterus (Torpy, 2004, 
p. 1526). Her ovaries were left in situ in order to provide physiological hor-
mone release and “some protection from osteoporosis” (Gunther, Diekema, 
2006, p. 1015). The procedure had a prophylactic character. It was supposed 
to eliminate menses and to prevent development of uterine or cervical 
cancer, but it also allowed elimination of giving “concurrent progesterone 
during the treatment phase, potentially reducing the risks of thrombosis” 
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connected with estrogen institution (Gunther, Diekema, 2006, p. 1015; 
Rosendaal, Helmerhorst, Vandenbroucke, 2002, pp. 201–206). Moreover, 
it prevented the possibility of bleeding occurring (Ashley’s Parents, 2007, 
p. 6). The risk of hysterectomy and long-term complications in Ashley was 
no higher than in a population of healthy pre-pubertal girls, with it being 
estimated as “minimal” (Gunther, Diekema, 2006, p. 1015). 

The course of 400 µg transdermal estradiol per day took two years 
and six months. Estrogen patches were changed every three days and the 
girl’s weight, height, bone age, hormones and thrombotic factors levels were 
monitored every three months (Ashley’s Parents, 2007, pp. 4–7; Gunther, 
Diekema, 2006, p. 1014). Any long-term side-effects of estrogen therapy 
were difficult to assess because of the limited experience in the treatment of 
children of her age. According to the available research, these side-effects 
included “nausea, headache, and weight gain” (Gunther, Diekema, 2006, 
p. 1015). There was a report of hyperprolactinemia, which “is generally of no 
clinical significance and resolves after treatment” (Gunther, Diekema, 2006, 
p. 1015). Equally, one case of a girl with prolactinoma was reported, however 
there was no explicit medical evidence that this was an effect of the therapy 
(Gunther, Diekema, 2006, p. 1014). The main concern was focused on the 
elevated risk of thrombosis (Rosendaal et al., 2002, pp. 201–206). The ef-
fect of Ashley’s high-dose estrogen treatment was a 20% in height and 40% 
in weight reduction. Her growth stopped at 153 cm and 29 kg respectively 
(Ashley’s Parents, 2007, p. 8).

Additional procedures

Not only did Ashley undergo hysterectomy, but also breast bud removal 
and appendectomy were performed. The first procedure differs from the 
commonly known mastectomy performed in adult women. Breast buds are 
small and include milk glands, connective and adipose tissue (Javed, Lteif, 
2013, pp. 9–10). Their removal involves making small incisions below 
the areolas, but both the nipples and areolas are left unaffected (Ashley’s 
Parents, 2007, p. 10). Ashley’s parents and physicians pointed out the fol-
lowing benefits of the procedure: 1) elimination of the source of discomfort 
while lying, or being secured with straps; 2) avoidance of the possibility 
of fibrocystic growth or breast cancer (both pathologies were reported in 
women from Ashley’s family); 3) avoidance of “sexualizing” Ashley by her 
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caregivers, which may lead to sexual abuse when her parents are no longer 
able to take care of her or in the case of their death (Ashley’s Parents, 2007, 
pp. 10–11). Appendectomy is a surgical removal of the appendix and was 
performed in order to prevent appendicitis (inflammation) that may lead 
to appendix rupture causing inflammation of the peritoneum. Peritonitis is 
a life-threatening state, which Ashley’s parents were afraid of, thinking they 
may not be able to recognize its symptoms in time (Ashley’s Parents, 2007, 
pp. 6–7). All of the surgical procedures were performed at the same time, 
limiting the surgery risk, pain and reducing the time of her convalescence 
to one month (Ashley’s Parents, 2007, p. 10).

Objections against Ashley treatment

In 2006 the case of Ashley X and the above-mentioned treatment performed 
on Ashley was described in a medical journal (Gunther, Diekema, 2006). 
A year later, her parents started a blog Pillow Angel, describing their daugh-
ter’s condition, treatment and the every-day life of their family. Making 
Ashley’s case public initiated a debate among physicians and bioethicists 
that focused on analyses of the criteria and arguments used to evaluate the 
treatment from a medico-moral perspective. The discussion centered around 
providing ethical justification for this kind of treatment or expressing ethi-
cal disapproval and suggesting legal prohibition for the so-called “Ashley 
treatment.” It also sparked a media firestorm and criticism of the decision 
made by her parents and physicians. Much of the criticism was a purely 
emotional reaction to this innovative and invasive therapy and “substituted 
rhetoric for argument” (Diekema, Fost, 2010, p. 31), using expressions such 
as “looping off her breasts,” “mutilation” (Caplan, 2007), “butchery” (Picard, 
2007). In other cases it took the form of an oversimplification: “she is being 
tube-fed, why not remove her teeth” (Picard, 2007), or was formulated as 
a slippery slope argument (Carlson, Smith, Wilker, 2012, p. 23; Clark, Vasta, 
2006, pp. 7–9; Kerruish, 2016, pp. 77, 79). There were, however, some voices 
which in fact raised important questions and concerns. Many of them have 
been already referred to and analyzed in the subject literature, for example 
the argument of the quality of life and the objection of violation of dignity 
(Harnacke, 2016, pp. 141–150; Liao, Savulescu, Sheehan, 2007, pp. 16–20), 
the problem of the moral status of children with severe cognitive impairment, 
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such as Ashley (Jaworska, Tannenbaum, 2014, pp. 259–265), the principles 
of respect for persons, benefice and justice (Clark, Vasta, 2006, pp. 1–12; 
Newsom, 2007, pp. 291–294). 

In the sections below, we will focus on four issues that bear great 
ethical importance, yet have received less attention so far. In our analyses, 
we shall concentrate on four conceptual and ethical dilemmas which clus-
ter around: 1) the classification of that kind of treatment as therapeutic or 
non-therapeutic; 2) the process and criteria of medical decision-making on 
behalf of incompetent patients (surrogate/proxy decision making); 3) the 
child’s right to an open future; 4) the criterion of best-interest and balancing 
benefits against risks and harms. 

Classification of medical procedures: therapeutic versus non-
therapeutic

One of the objections found in the subject literature considering Ashley 
treatment focused on its non-therapeutic character and questioned its medi-
cal necessity. To determine whether Ashley’s treatment was therapeutic, we 
should first have a closer look at the classification of the medical procedures 
which Ashley has been subjected to, taking into account “the nature of the 
disease, the treatment proposed, and the goals of the intervention” (Jonsen, 
Siegler, Winslade, 2010, p. 16). 

The primary aim of the therapy was to facilitate Ashley’s daily and 
medical-care by administering high-dose estrogen therapy, which was to 
maintain a reduced body weight and height. Moreover, growth attenuation 
therapy administered together with hysterectomy, breast buds removal and 
appendectomy were intended to prevent scoliosis surgery, breast, uterine, 
or cervical cancer, to reduce the risk of inflammation of the appendix, as 
well as the pressure ulcers, bladder or lung infections that Ashley would 
be exposed to as a result of permanent immobilization (Ashley’s Parents, 
2007, pp. 4, 9–10; Gunther, Diekema, 2006; Kerruish, 2016, p. 73; Wrigley 
et al., 2017, p. 1181). It could be argued that the effects of Ashley treatment 
met the criteria of therapeutic treatment, such as: “maintenance or improve-
ment of quality of life through relief of symptoms, pain and suffering”; 
“improvement of functional status or maintenance of compromised status”; 
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“avoidance of harm to the patient in the course of care” (Jonsen, Siegler, 
Winslade, 2010, pp. 16–17). 

In their criticism some authors claimed that Ashley treatment was not 
in fact of a therapeutic character and that there was no medical indication 
for it (Kittay, 2011, p. 618; Ouellette, 2010, pp. 966–967; Sobsey, 2010, 
p. 60). Consequently, they should be classified as non-therapeutic procedures, 
because they had no effect on the healing process or improving Ashley’s 
health. It has been also stated that the intervention was a result of the lack 
of an acceptance of the girl’s disability, and willingness to modify her 
body primarily for the benefit of caregivers (Carlson, Smith, Wilker, 2012, 
pp. 35–40; Ashley’s Parents, 2007, pp. 10–13; Kittay, 2011, pp. 618–619; 
Ouellette, 2010, pp. 973–974).

The term “medical indication” deals with the patient’s physiological 
or psychological condition determining what kind diagnostic, therapeutic 
or educational actions should be offered (Jonsen, Siegler, Winslade, 2010, 
p. 10). While evaluating whether there was a medical indication for Ashley 
treatment, we should take into account their positive and beneficial effects 
on her health condition, as Diekema and Fost say:

The tools of medicine are used commonly to treat disorders or conditions 
that are commonly defined as social. Consider laser treatment for facial 
hemangiomas, braces for crooked teeth, drug prescriptions for acne, and 
drugs to improve fertility. […] The insistence on “medical” indications 
is not sufficient to help us distinguish why some interventions are ap-
propriate and others are not. The relevant question is whether medical 
interventions were likely to be safe and effective in providing benefit 
to the patient and improving her quality of life.

(Diekema, Fost, 2010, p. 37)

Although we agree that the treatment offered to Ashley cannot be clas-
sified as curative (leading to an undeniable improvement of the condition), 
because of the nature of the disease, we think it can be called ‘supportive’ 
(and therefore therapeutic to some extent), since its main aim was to bring 
about a general relief in the disease and to slow down progression of coex-
isting diseases (Jonsen, Siegler, Winslade, 2010, p. 14). 
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Surrogate decisions for incompetent patients

In bioethics and medical ethics, the principle of respect for autonomy has 
become one of the key principles medical professionals are obliged to respect 
while providing care to their patients. Although there has been an overall 
agreement that respect for autonomy (basically understood as a capacity 
of self-determination and critical self-reflection) is central in any medical 
interventions, the notion of autonomy itself and the range of the respect 
for autonomy have become the subject of an ongoing debate and various 
interpretations (Dworkin, 1988, pp. 3–13; Mackenzie, 2015, pp. 277–290; 
O’Neill, 2002, pp. 21–27). It has been questioned whether personal autonomy 
is a value, whether it should be ascribed to persons or principles and whether 
it exists at all. Although these questions assume central importance, they fall 
beyond the scope of our paper. Therefore, for the sake of our argument, we 
will put them aside and adopt Gerald Dworkin’s idea that “the only features 
that are held constant from one author to another are that autonomy is a fea-
ture of persons and that is a desirable quality to have” (Dworkin, 1988, p. 6).

That concept resonates also in bioethics and medical ethics where 
the prevailing notion of autonomy refers to individual autonomy defined 
as “a feature of individual persons” and is equated with “independence or 
at least with a capacity for independent decisions and action” (O’Neill, 
2002, p. 23). Beauchamp and Childress call it a decisional autonomy and 
associate it with an informed, free from any external or internal influence, 
competent decision that is related to legal competence and informed consent 
(Mackenzie, 2015, p. 278). Although Beauchamp and Childress’ notion of 
autonomy limits in fact a patient’s independence in decision-making process 
to her rights to either accept or refuse treatment offered by professionals, it 
has become a key principle in any medical decision-making. 

The principle of respect for autonomy has become fundamental in the 
debate on informed consent that involves a patient’s voluntary, individual 
decision, one free from any influence. It goes without saying that in some 
cases such a decision cannot be met and surrogate (proxy) decision-making 
is needed in health care. These may include the case of emergency medi-
cal conditions, end-of-life decisions, withdrawal or withholding treatment, 
palliative care in the case of severely ill newborns or patients with neuro-
degenerative diseases, medical decisions for psychiatric patients or any 
incompetent patients. 
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Pediatric practice is unique for at least two reasons: 1) it covers also 
the cases of patients who have never been competent, or/and will never 
be, therefore no advance directives have been issued by the patient, and no 
patient life-values and wishes could be referred to while making a decision 
(as in the case of neonatology); 2) it decides about the future life of the 
child, its quality and length as well as it influences the range of the child’s 
future possibilities, her flourishing and the right to choose and develop her 
own life-plan. In most cases decision-making process includes both paren-
tal informed permission and child’s assent. Child should be provided with 
necessary information about planned treatment or medical procedures, but 
to a degree that is adequate to her age. It allows developing young patients’ 
responsibility for their health, building trust-based patient-physician rela-
tionship, and in some way limiting parental right to make surrogate deci-
sions (Kohrman et al., 1995). Undoubtedly, Ashley belongs to the group 
of incompetent patients whose capacities to make an individual, authentic 
decision have been nonexistent and to whom autonomy could not be ascribed 
in any sense. She has never had and will never have any capacity to make 
individual and voluntary decisions or to determine her life-path in accord-
ance with her beliefs or values. Despite the fact that at the time of treatment 
she was almost seven years old, and children at her age can already reach 
a certain level of self-understanding and self-governing, her mental capaci-
ties had been fully impaired. This obviously made her unable to meet any 
requirements for a valid informed consent. 

We agree with the opinion that the term “substitute” surrogate decisions 
applies mostly to adults who have lost the capacity to make autonomous 
decisions (Katz, Webb, 2016, p. e5); therefore, we will use the term surrogate 
decision or parental decision here. In pediatric practice a surrogate decision 
on any medical intervention that takes the form of informed “permission” 
rather than a “decision” (Katz, Webb, 2016, p. e2) should be weighed care-
fully. In Ashley’s case it becomes even more complex since the treatment 
in question was innovative and highly invasive; moreover, its outcome was 
to shape her body and future life significantly.

In the case of incompetent patients who have left no advance direc-
tives, Beauchamp and Childress suggest taking into account three possible 
standards of making a surrogate decision: “substituted judgement, which 
is often presented as an autonomy-based standard, pure autonomy, and the 
patient’s best interest” (Beauchamp, Childress, 1994, p. 170). 
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In the case of incompetent patients who have never been competent 
(such as Ashley), only the third, also defined as “acting so as to promote 
maximally the good of the individual” (Buchanan, Brock, 1990, p. 88) can 
be applied. It involves a calculus of weighing up the potential benefits and 
burdens of the treatment. This is also the very criterion which the Bioeth-
ics Committee of Seattle’s Children’s Hospital referred to. In justifying 
their approval for the treatment, they balanced the long-lasting benefits of 
the therapy against the risks and short-term suffering resulting from the 
planned surgeries. Other principles that could apply in this case include 
“harm principle, constrained parental autonomy, and shared, family-centered 
decision-making” (Katz, Webb, 2016, p. e5). Although we are aware of the 
difficulties concerning the best-interest criterion, especially the risk of tak-
ing it in a narrow sense, we are of the opinion that it is one of the crucial 
principles to be applied here. We also think that a broader approach of this 
notion, taking into account emotional, family and financial aspects should 
be adopted. We shall return to this issue later. 

The right to an open future

The debate on children’s rights in modern democracies often concentrates 
on the conflict between the good and the right, using John Rawls’ terminol-
ogy (Rawls, 1971, p. 31; Feinberg, 1986, p. 57) and refers to the autonomy 
of a child, her rights as well as to parental responsibility (Archard, 2004, 
pp. 53–69; Brake, Millum, 2014; Brighouse, 2002, pp. 31–52; Brock, 2005, 
pp. 377–398; Mullin, 2015, pp. 381–392). Children’s health care plays an 
important role in the debate since “we typically take children’s care concerns 
very seriously, and severely blame those who contribute to children’s ill 
health through negligence or abuse” (Mullin, 2015, p. 381). In formulating 
his concept of “the child’s right to an open future”, Joel Feinberg introduced 
a new perspective in the debate on the medical treatment of children (Fein-
berg, 1980b, pp. 124–153; 1986, pp. 325–326; 1992, pp. 76–97). The right 
to an open future comprises a set of rights and limits imposed on parents 
regarding what they can/cannot do to their children as well as what they 
should provide their offspring with. This notion has become of extensive 
interest among bioethicists and has already had a widespread impact on vari-
ous issues concerning the health of children, such as genetic enhancement, 
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pre-implantation diagnosis, testing for late-onset genetic diseases, providing 
cochlear implants (Davis, 1997, pp. 7–15; 2001, esp. pp. 24–35; Kopelman, 
2007, pp. 383–386; Millum, 2014, pp. 522–538; Nunes, 2001, pp. 337–349; 
Prusak, 2013, pp. 84–100). It could be claimed that Ashley treatment violates 
that right. Let us have a closer look at this objection. 

Feinberg differentiates between: 1) “A-C rights” − the rights that are 
common to both children and adults, such as the right not to be killed, robbed 
or physically assaulted in any way, 2) “A rights” − the rights restricted 
only to autonomous adults, such as the right to religious preferences, and  
3) “C rights” − the rights principally held by children, which comprise all the 
rights guaranteeing the maximum range of possibilities and choices await-
ing the child in the future (Feinberg, 1992, pp. 76–78). An example of the 
kind of right that refers to our analysis is given by Gena Davis, who says:

A striking example is the right to reproduce. A young child cannot physi-
cally exercise that right and a teenager might lack the legal or moral 
grounds on which to assert such a right, but clearly the child, when she 
or he attains adulthood, will have that right. Therefore the child now has 
the right not to be sterilized, so that the child might exercise the right 
to reproduce in the future.

(Davis, 2001, p. 26)

Since some of the critical voices of Ashley treatment concentrated on 
violating her rights to make personal procreation choices (Carlson, Smith, 
Wilker, 2012, p. 37; Carlson, Dorfman, 2007, pp. 1–27; Coleman, 2007, 
pp. 725–726, 728; Kittay, 2011, pp. 620–623), we shall return to that par-
ticular right later.

Autonomy rights (“A rights”) can be exercised only by an autono-
mous person, therefore, they cannot be ascribed to children, who yet do not 
have the capacity of self-governing. However, as Feinberg proposes, all 
“A rights” have their corresponding rights called rights-in-trust that basically 
“can be summed up as the single »right to an open future«” and should be 
regarded as “future options kept open until he [a child] is a fully formed, 
self-determining adult capable of deciding among them” (Feinberg, 1992, 
p. 77). Simply put, the child’s right to an open future means respecting all 
the rights that will protect the child’s future. It is to safeguard the range of 
possible choices and preferences that will open up to the child once she 
becomes an adult. Simultaneously, it becomes a duty for a parent “to keep 
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as many as possible of a child’s central life-options open until the child 
becomes an autonomous adult himself, and can decide on his own how to 
exercise them” (Feinberg, 1986, p. 69). 

Although certain concerns arise as to whether and to what extent 
Ashley treatment has limited the possibilities of her adult future, and thus, 
has violated her right to an open future, none of the arguments seems to 
provide a justified ground to support such a claim. Let us analyze them now.

Feinberg supports his concept of the child’s right to an open future by 
a per analogiam argument giving an example of a 2-month-old child whose 
legs were to be cut off before she acquired the ability to walk. It would be 
depriving her of an ability that is crucial for a person’s development, and, 
consequently, it would limit significantly the set of options open to her when 
she achieves adulthood (Feinberg, 1992, p. 77). In Ashley’s case this argu-
ment could be formulated in the following way: like for any adult woman, 
mastectomy (the breast bud removal) limits Ashley’s ability to experience 
sexual pleasure, therefore, it limits her right to an open future, therefore, it 
is ethically unjustifiable. Even if we agree that it would decrease the sensual 
experiences for her, a more troubling and fundament question arises, namely 
“how someone like Ashley would ever experience sexual pleasure without 
being exploited or sexually abused” (Diekema, Fost, 2010, p. 34). We could 
also claim that the sterilization that was performed has violated Ashley’s 
reproductive freedom and her right to make procreative decisions in the 
future. As important as that right is, it has been formulated and intended 
for those who will have the capacities to make those kinds of decision as 
adults and will have the capacity to exercise their freedom. Ashley will never 
achieve even a minimum level of self-awareness to be able to exercise the 
right to have children. 

As Joseph Millum rightly points out, Feinberg bases his concepts also 
on the argument from autonomy, that can be summed up as follows: the 
autonomy of a child as a future adult, who will be able to exercise certain 
rights, must be protected in advance, because the right to an open future 
derives from the right to autonomy for an adult person. Consequently, just 
as it will be impermissible to make decisions without a very good reason 
for children once they become autonomous persons, it is impermissible to 
make decisions without a very good reason for the children now (Millum, 
2014, pp. 528–529). That chain of reasoning could be easily questioned since 
it seems that the conclusion is already included in the premise (a logical 
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fallacy). It is impossible to accept the conclusion of the right to an open 
future without a previous acceptance of the existence and legitimacy of that 
right. It becomes of great importance, as Millum states, to distinguish be-
tween “present and future autonomy” (Millum, 2014, p. 529), since without 
certain assumptions the latter does not derive from the former. 

The objection towards performing mastectomy and surgery that led to 
infertility belongs to a large cluster of ethical concerns that could be labeled 
as the violation of bodily integrity (Carlson, Smith, Wilker, 2012, pp. 35–40; 
Coleman, 2007, pp. 726, 728). Also, growth attenuation treatment has been 
frequently classified as such (Coleman, 2007, p. 728; Kerruish, 2016, pp. 75, 
77). It could be claimed that estrogen therapy that was intended to stop the 
growing process has violated Ashley’s right to grow and by reducing her 
height has significantly limited her future possibilities. Thus, it should be 
considered as harm (Kittay, 2011, pp. 619, 622–623). Even if we agree 
that this objection is true to some extent, two arguments could be given as 
a counterbalance. Firstly, it should be noted that Ashley’s case is no excep-
tion in pediatric practice and that the bodies of children are often violated 
while subjected to invasive surgical procedures, not to mention the cases of 
extreme body violation. Secondly, the harm done by the treatment violating 
Ashley’s body integrity could be balanced by the benefits of the procedures, 
namely that they will also enrich her future possibilities. Let us list some of 
them. Due to her reduced weight and height, her parents and care-providers 
will be able to carry her around and keep in motion easily, take her outside, 
expose her to the external world, all of which will contribute to a greater 
exposure to different sensations and result in expanding the range of ex-
periences she might have. Moreover, as a result of being easy to lift, she 
can avoid discomfort associated with long immobilization, while the risk 
of developing pressure ulcers will be highly reduced. Also, it is important 
to note that the latest reports reveal that growth attenuation treatment has 
contributed to stopping the progress of spine scoliosis, which if progressed, 
would inevitably lead to invasive surgery. Ashley would most likely require 
posterior-only surgery, instrumentation and fusion, which involve consider-
able incision of the back and the implantation of hooks and rods allowing the 
correction of the scoliotic segment, control vertebral rotation and maintain 
normal sagittal alignment. This is associated with the “risk of spinal injury 
especially during derotation maneuvering” as well as “hook dislodgement 
and unloading” (Olgun, Yazici, 2013, p. 69). Finally, while it is true that 
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preventive mastectomy deprived her of some sexual pleasure, at the same 
time it significantly reduced the risk of developing breast cancer.

Although philosophers offer various definitions of parental rights and 
obligations and their application range, there has been a general consensus 
as to parental responsibility for their children’s health. Child-centered 
theories ascribe parents the rights only as a consequence of their respon-
sibilities. Parental responsibilities are considered morally prior to parental 
rights, as David Archard states “the parental right to rear derives from and is 
conditional upon the fulfilment of the duty of moral parenthood” (Archard, 
2004, p. 152). The extreme account of this concept assumes that parents 
are obliged to provide as many skills and possibilities to their children as 
possible and to maximize children’s well-being. It might be claimed that 
in the case of children whose needs go beyond standard ones, and who 
because of their disease require more care and attention, children’s needs 
and interests should be prior to those of their parents. This opinion has been 
expressed also in Ashley’s case by Dick Sobsey who advocates for “special 
protections of these universal rights for children with disabilities, calling 
for measures to ensure the fullest possible »individual development« of 
children with disabilities” (Sobsey, 2010, p. 59). While we generally agree 
with this viewpoint, we believe that an extremely maximized version of this 
rule means accepting the claim that the interests of children, especially with 
disabilities, should override any interests of their parents. Such a demanding 
obligation (or sacrifice even) will be, however, difficult to implement since 
the “fullest” range of possibilities and options may simply appear impossible 
to provide. We agree with the opinion expressed by Archard that “to require 
that parents shall do everything they possibly can to promote their child’s 
development and welfare treats them as no more than altruistic paternalists, 
devoted agents of the good of their offspring” (Archard, 2004, p. 150). Thus, 
an optimum range of possibilities that parents are obliged to provide will 
suffice. It should be also noted that in Ashley’s case her interests and those 
of her parents do not stand in conflict, but they intertwine to such an extent 
that at times they cannot be clearly separated from each other. We shall 
return to this issue later.
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Best interest and balancing benefits against risks and harms

The best-interest criterion has been commonly accepted as the most prefer-
able one in the process of medical surrogate decision-making on behalf of 
incompetent patients who have left no advance directives or when the sur-
rogate has no knowledge of the patient’s life and moral preferences. Some 
bioethicists argue in favor of this principle even if advance directives are left, 
and endorse “adoption of a »present best interests« principle mandating sys-
tematic assessment of an incompetent patient’s contemporaneous interests” 
(Dresser, 1986, p. 374). In the cases of patients suffering from severe mental 
retardation whose mental capacities are extremely limited, and moreover, 
will never be increased, an important question arises, namely, whether they 
have any interests at all. It could be argued that patients with irreversible 
brain damage, or severe mental dysfunctions who will never be cured have 
no interests, as Feinberg says “without awareness, expectation, belief, de-
sire, aim, and purpose, a being can have no interests; without interests, he 
[a person] cannot be benefited; without the capacity to be a beneficiary, he 
[a person] can have no rights” (Feinberg, 1980a, p. 177).

Despite the fact that Ashley’s mental capacities remain severely 
compromised and her mental life is extremely poor, we can still argue that 
patients such as Ashley do have some interests. Yet, they differ significantly 
from the interests that autonomous and self-aware persons have. In the case 
of fully competent patients, or even those with limited competency, the 
notion of interest can include “desires and aims, both of which presuppose 
something like belief, or cognitive awareness” (Feinberg, 1974, p. 52) since 
they have capacity to “exercise some measure of control over and take re-
sponsibility” for their lives (Brock, 2007, p. 133). Undoubtedly, Ashley has 
no desires or aims. Ashley’s (and Ashley-like patients’) interests are unique 
also in another important aspect. Due to the fact that she has never been 
competent and had no interests in the past, her interests are concentrated 
on, and limited to, the present. In Ashley’s case it is difficult to say that she 
has any future interests. Nevertheless, if we take into account the concept 
of welfare interest that could refer to her overall well-being (Dresser, 1986, 
p. 384) and the possibility of expanding the range of experiences she might 
have in the future, they should not simply be put aside or ignored.

In Ashley’s case the notion of interest should be tailored to her ex-
ceptional existential status. Referring to Ronald Dworkin’s concept of 
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“experiential” and “critical” interests (Dworkin, 1993, pp. 201–208), it could 
be argued that Ashley, and Ashley-like patients, have experiential, yet not 
critical interests. Critical interests refer rather to critical judgements than 
experiences and could be defined as those that make one’s life meaningful 
and successful, and allow exercising a life-plan, etc. Experiential interests 
are basically about interests in having desirable experiences, feeling pleas-
ure, joy, and not having undesirable experiences such as pain, suffering, 
boredom, shame or sadness. It is quite obvious that they are strictly tied to 
the present. We think that Ashley, and Ashley-like patients, have interests, 
although they are generally limited to the present and to the experiences they 
may have. They include having interests in meeting their basic needs and 
present desires, being fed and avoiding hunger, being warm, having peace, 
being cared for and being safe, minimizing pain and maximizing pleasure 
(Kerruish, 2016, pp. 73, 77, 79).

Balancing the benefits and risks/harms a certain medical procedure may 
cause is an important element of implementing the best-interest principle 
in the evaluation as to whether the procedure should or not be performed. 
Since we have already described the expected benefits and potential risks 
or/and harms of Ashley treatment, we shall be brief here. 

The expected benefits of Ashley treatment may include: 1) easier care 
(transporting, feeding, changing clothes/diapers, etc.); 2) reduced risk of 
pressure ulcers and infections resulting from permanent immobilization;  
3) protection against discomfort associated with large breast size (common 
in her family) and using straps in the stroller to stabilize her body during any 
transport; 4) protection against menstrual pain; 5) reduction of cancer risk; 
6) the possibility to experience more due to her being carried around easily 
− simply put she would be exposed to a greater range of experience than if 
she were permanently immobilized; 7) protection of the axial skeleton and 
avoidance of spinal surgery resulting from progressing spine scoliosis. Af-
ter the estrogen therapy finished, the scoliosis still developed, deforming 
Ashley’s body and causing internal organs relocation. In October 2008 it 
reached 56 degrees and since then it has remained stable. Stopping further 
progression of spinal deformation is thought to be the effect of growth at-
tenuation (Ashley’s Parents, 2007, p. 10). 

As to the risks and harms that could result from Ashley treatment, 
they may include: 1) violation of bodily integrity; 2) exposure to stress and 
temporary pain associated with surgery, hospitalization and estrogen therapy; 
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3) exposure to postoperative complications and the use of high doses of sex 
hormones (Gunther, Diekema, 2006, p. 1015).2

Although the overall well-being of Ashley (her physical comfort, being 
free from pain, her emotional state, all of which are related to the possibility 
of experiencing and expanding the range of sensations as much as possible) 
should be of primary concern while making the decision to expose her to 
a set of invasive and experimental medical procedures, the family situation 
and the financial aspect should not be ignored. Some bioethics claim that 
while making surrogate medical decisions for incompetent patients, other, 
external factors, apart from those related to the patient itself, should be taken 
into account (Dresser, 1986, pp. 393–404; Singer, 2007). Also, the authors 
of the report, called Appleton Consensus (Stanley, 1989, p. 132), which 
describes international guidelines on making decisions for incompetent 
patients who have never been competent, point out several crucial aspects 
determining medical decision-making in such cases. The authors claim that 
while assessing the quality of life of incompetent patients, one should not 
only balance the benefits and risks/costs for the patient, but also carefully 
examine the interests and burdens of all other people involved in the treat-
ment and care-providing. These may include the interests of the surrogate 
or family, of the physician and care-givers, of the health care institution, 
and of society. In Ashley’s case, it can be noted that the interests of both the 
patient and her parents are closely related. This becomes most visible with 
the example of growth attenuation treatment. Some critics say that the treat-
ment is solely in the interest of Ashley’s parents, whose primarily motivation 
was to make things easier for themselves (Coleman, 2007, pp. 722–728; 
Kerruish, 2016, p. 76; Sobsey, 2007, pp. 1–8; 2010, pp. 59–60). We argue, 
however, that it is beneficial also for Ashley. 

Due to Ashley being smaller and lighter, it is easier for her parents to 
carry her around and keep in motion, to take care of her basic bodily needs, 
such as diaper changing, changing her position at night, but at the same 
time it exposes her to a greater range of sensations from the outer world 
and reduces discomfort and pain resulting from permanent immobilization. 
Instead of being transported by means of mechanical equipment, she may 
be carried, held in someone’s arms and cuddled by her parents. The parental 

2 We list here only those we consider ethically important. For others, see for example: 
Gunther, Fost, 2010, pp. 30–44.
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touch is a vital element of her well-being and feeling safe. This also gives her 
the chance to experience more sensations and pleasure, as explained above, 
than if she were tied to her bed. It appears then that the expected benefits 
of the therapy for parents directly affect the quality of life of the child and 
vice versa. In other words, they intertwine, they are interdependent and quite 
often inseparable (Kerruish, 2016, pp. 71, 73). 

Concluding remarks

After years of ethical debate, Ashley’s case still remains controver-
sial. It involves important ethical issues concerning the complexity of per-
forming invasive medical procedures on children and incompetent patients 
who have never been competent. While any invasive medical procedure in 
such cases should be carefully evaluated from a medico-moral perspective, 
in Ashley’s case (and Ashley-like patients’) the preventive nature of the 
procedures, their expected effects, the process and elements of surrogate 
decision-making, the right to an open future as well as balancing benefits 
and harms should become crucial factors. It becomes undeniable that the 
procedures Ashley underwent were innovative and highly invasive, however, 
they also were intended to increase the comfort of her life in the future and 
minimalize the risk of cancer or spine surgery. Being smaller and lighter, 
she can be carried around easily by her parent, which contributes to her 
feeling and experiencing more than if she were permanently immobilized 
and transported by means of mechanical equipment. In fact, the treatment 
did not limit the range of possibilities in her future life, but rather expanded 
the range of sensations and experiences she might have. It is also important 
to note that Ashley treatment is beneficial not only for Ashley, but also for 
her parents. Ashley and her parents’ interests entwine and are inseparable; 
therefore we conclude that the treatment was in both parties’ interest. 
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Abstract

In our paper we present and analyze the case of Ashley X as well as the treatment 
she underwent as an example of invasive medical procedures performed on chil-
dren. The case still remains controversial, and the treatment consisting of growth 
attenuation, hysterectomy, appendectomy and breast buds removal has both its 
opponents and proponents. In our paper we have a closer look at some arguments 
important for ethical analysis of Ashley’s case and treatment. First, for a better 
understanding of the case we present her medical condition. Secondly, we refer to 
the classification of therapeutic versus non-therapeutic medical procedures. Thirdly, 
we examine the issue of surrogate decisions for incompetent patients. Finally, we 
analyze two vital ethical arguments: a) the right to the open future and b) the cri-
terion of best-interest.
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Introduction

Phenomenology has developed tools to describe corporeality and has made 
it one of its main areas of intellectual investigation. The statement “Not 
only do I have my body, but I am my body” resonated most accurately in 
the phenomenological context. However, since Edmund Husserl, or even 
Maurice Merleau-Ponty, who pursued his master’s project on an epic scale, 
phenomenology has sought new ways of discussing the body, both return-
ing to well-explored areas and probing uncharted waters. It radicalizes 
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certain themes and becomes “heretical”, as Paul Ricoeur puts it (Ricoeur, 
1986). The impossibility of phenomenology as it was conceived by Husserl 
is emphasized, while its internal tensions, rifts and tears become revealed. 
Phenomenology revisits long-established and time-worn ideas, allowing 
them to approach and reflect reality anew. Thus, phenomenology becomes 
postphenomenology.

What is postphenomenology?1 To explain it briefly, I shall refer to an 
intriguing comparison made by Jérôme de Gramont in his book Au com-
mencement, where he likens phenomenology to wrestling with an angel, 
a Biblical image from the Old Testament (Gramont, 2013). It ought to be 
emphasized that several Biblical texts have provided a context for some 
of French postphenomenologists, e.g. Michel Henry, Jean-Luc Marion, 
Jean-Louis Chrétien or Jean-Luc Nancy. Gramont explains that interpreting 

1 Considering the notion of “postphenomenology”, I do not follow Don Idhe and his 
books about postphenomenology (Ihde, 1993, 2010). In my endeavors, I draw from 
the work of David-François Sebbah and his L’épreuve de la limite. Derrida, Henry, 
Lévinas et la phénoménologie (Sebbah, 2001). I presented my conclusions in an article 
entitled Czym jest postfenomenologia? O (nie)możliwości fenomenologii [What is post-
phenomenology? On the (im)possibility of phenomenology] (Murawska, 2017). I focus 
on the analysis of the writings of French phenomenologists who draw inspiration from 
the philosophy of Husserl and Heidegger; they “escalate”, as Sebbah puts it, that is, 
they highlight the importance of the source and search for something that transcends 
the visible and the perception. They associate source with excess, but also with the 
experience of astonishment, and ultimately the “trauma”, i.e. crisis, the feeling of being 
torn, suffering or, like Lyotard, they negate the source while describing the power of 
visual excess. I strive to establish whether the thinkers I classify as postphenomenolo-
gists form a distinct group that includes – according to Sebbah – Emmanuel Levinas, 
Michel Henry, Jean-Luc Marion, Jacques Derrida and, beyond Sebbah’s classification, 
philosophers whose main focus is aesthetics, i.e. Henri Maldiney, Alain Bonfand and 
Jean-François Lyotard. Maurice Merleau-Ponty stands, from this point of view, at the 
crossroads between phenomenology and postphenomenology. Consequently, “post-” in 
phenomenology does not imply any chronological order, but rather transgression, under-
stood as phenomenology breaking its own borders, the radicalisation of certain formulas, 
emphasizing the importance of sensuality, a specific spectrality, that is, transformation 
of intentionality into a spectrum and, eventually, an attempt at excluding intentionality 
altogether from the experience of a work of art, or seeking new points of reference: in the 
case of phenomenologists analyzing art it would mean, for example, describing the work 
of new media artists or motion pictures, i.e. films, while reaching beyond the academic 
discourse and the struggle with language (I refer here, first and foremost, to the works 
of Levinas, Maldiney and Lyotard).
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phenomenology as wrestling with an angel means referring to the main 
elements of this story and showing that it can, in fact, be related to the 
dispute that takes place between logos and phenomenon: the phenomenon 
that appears and the word that tries to contain it. It is a battle of thoughts 
and we can surmise that even the thinker, in this case a phenomenologist, 
will not come out of it unscathed. In this battle, we put to the test our think-
ing, which recognizes that knowledge is born only out of our confrontation 
with things. The essence of phenomenology echoes Jacob’s wrestling with 
an angel – a prolific confrontation in which the phenomenon and the logos 
constantly clash with one another. The confrontation itself is ill-fated and 
can only end in defeat, as it cannot adequately describe reality. It is destined 
to start over and over again.

If we accept this comparison or metaphor, we will also notice that 
postphenomenology is a phenomenology that has already wrestled with the 
angel and, although defeated, it has undergone a change, it has matured; 
Gramont argues that phenomenology, just as the Biblical Jacob, has been 
blessed. If phenomenology is dead, as some claim (Sparrow, 2014), it con-
tinues to exist as a ghost that haunts us, or as a spirit that remains present; 
it lives on as postphenomenology. This means that phenomenology, as 
postphenomenology, remains not only alive, but is perhaps more vigorous 
than ever, as a phantom. 

Postphenomenological approach to the problem of corporeality seems 
somewhat different, which is most pointedly evidenced by Henri Maldiney’s 
reflections, or the work of Jean-François Lyotard, on the borderline of phe-
nomenology. They perceive subjectivity as sensual and affective, haunted 
by the sensual fact and, paradoxically, formed in an act tantamount to its 
destruction and abolition. For it is the body that plays the main role in this 
sensual and hypertrophic haunting by the sensual.

On the other hand, the body also turns out to be invisible and filled 
with symbolism, it refers to the metaphysical dimension, turning us towards 
incarnation in the Christian sense, which is superbly illustrated in the writ-
ings of Michel Henry and Jean-Luc Marion, but also Jean-Louis Chrétien. 
From this perspective, we can concur with Chrétien’s claim that the vari-
ous dimensions of corporeality are intertwined, and that the physical body 
serves as support for symbolism associated with it, and it intertwines with 
the collective body, which refers to the image of Christ.
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Taking into account both directions of the postphenomenological 
thought, let us quote the radical opinion of Renaud Barbaras, who claims that 
today the philosophy of the body must be the phenomenology of the body. 
“The philosophy of the body can only be fulfilled as the phenomenology 
of the body”, argues Barbaras, because only phenomenology is capable of 
grasping the fleeting phenomenon of corporeality (Barbaras, 2005, p. 210); 
it is in the possession of exclusive tools that can bring us closer to under-
standing this shifting and multilevel phenomenon. The question that arises in 
this context, and one that I shall try to answer, is: Can the philosophy of the 
body be fulfilled, and is it fulfilled as the postphenomenology of the body? 

It is at the intersection of these two radical concepts of corporeity in 
postphenomenology that I wish to reflect on the body in artistic practices 
that go beyond performance and become transgressive, making use of new 
technologies, experimental biology and cytogenetics.

The postphenomenological body is both sensual and spiritual. It is 
pure experience, sensation and transcendence. It is ambivalent, perhaps even 
paradoxical. As such, it seems a perfectly suitable tool for describing the 
work of artists who, for instance, have an ear transplanted onto his forearm 
(Stelarc), create a genetic hybrid through the mixing human genes with the 
genes of petunia (Eduardo Kac), or make bread containing fragments of 
their own DNA with a view to ritually consuming it (Karolina Żyniewicz). 
Is radical postphenomenology able to grapple with the radicalism of artistic 
and art & science practices in a cognitively prolific gesture?

It ought to be mentioned that phenomenology addresses matters of 
technology and its development as neurophenomenology, connected with 
cognitive science; however, Husserl and Merleau-Ponty (Przegalińska, 
2016) tend to be the only phenomenologists to whom reference is made in 
such interpretations. The perspective I intend to adopt here is quite different.

Let us begin with a brief presentation of postphenomenological 
concepts of corporeity. I shall not discuss postphenomenology and the 
philosophy of specific thinkers in detail, but rather provide a concise and 
instrumental description of a number of basic categories associated with 
them that may prove useful for the interpretation of selected artistic acts.
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Corporeity as field of sensibility – Henri Maldiney and Jean 
François Lyotard

Henri Maldiney, whose conceptual tools are derived from psychopathology, 
follows in the footsteps of Merleau-Ponty, while persistently criticizing 
him. In his view, the body is being there (être-le-là)2, but its verticality al-
lows it to be both “here” – in one specific place – and “there”, when it moves 
elsewhere through sight (Maldiney, 2003). These ideas have been recurrent 
in phenomenology since its very inception: from Husserl, to Heidegger, to 
Nancy. Seen from this perspective, the body can, with the help of senses, 
expand the field of its experience, hear sounds from behind a wall, see what 
happens two meters away from it, touch something that is within an arm’s 
reach. This peculiar “being in everything” that surrounds it is related to the 
ecstatic nature of our body, to its constant attempts at reaching beyond itself. 
What remains far away, comes closer, and what is close can be far away, as 
illustrated by examples provided by Heidegger – undeniably an important 
point of reference for Maldiney – who refers in this context to glasses or 
binoculars (Heidegger, 1996).

According to Merleau-Ponty, my visible body immerses me in the vis-
ible, as the one who sees does not appropriate what (s)he sees, but approaches 
it with his/her gaze (Merleau-Ponty, 1985). Maldiney, just as Merleau-Ponty, 
emphasizes the importance of seeing, although his approach is slightly dif-
ferent. He writes: I see where I am and I am where I see (Maldiney, 2013). 
I see where I am, because what I see and what I experience depends on 
where I am. At the same time, I am where I see, because what I see allows 
me to be situated in space and, consequently, my field of vision becomes the 
basis of what I experience. At the same time, however, “here” and “there” 
mingle with each other, because, I exist in the Opening, as Maldiney writes, 
and therefore I am in every place to which my body can take me through 
my senses.

The experience in question is absolutely unintentional, so we cannot 
refer it to any particular object or any specific phenomenon. There is no 
noesis or noema, there is no intentionality or, in other words, we are not 
directed towards anything. The experience referred to by Maldiney seems to 
resemble affects – pain or pleasure – that spread through the body, eluding any 

2 The expression “être-le-là” is one of French translations of Heidegger’s Dasein.
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attempts at concretization, or intentionality, which Husserl himself explored 
in Logical Investigations (Husserl, 2001). The pain is that of a particular part 
of the body; it spreads throughout the body, or, to use Husserl’s example, 
resembles itching that is impossible to spot.

According to Maldiney, the body is always connected with the world, 
it represents the pre-conceptual, intuitive and sensory dimension of feeling; 
it is a specific spatio-temporal expression of feeling which in Maldiney’s 
essay entitled L’art et le pouvoir du fond [Art and the Power of Depth] in 
Regard parole espace, is described as a “tension between closeness and 
distance” (Maldiney 2015, p. 231). This contact with the world and ex-
perience contain the diastolic exaltation (Greek diastole – extension) and 
systolic concentration (Greek systole – contraction), and thus involve the 
abandonment and the acceptance of the world, proximity to and detachment 
from it. They derive from the opaqueness of the world, its resistance and the 
inevitable confrontation with our inability to fully grasp it. They are also 
due to its inescapable closeness. Communication with the world, which 
has yet to be “crystallized” into ready-made objects, does not allow us to 
experience a specific thing, or “what” appears, but we can experience “that” 
and “how” it appears; this forms the basis of everything that is. It would be 
a non-thematized source experience, phenomenality prior to any reference to 
a perceived object, a moment connected with the dual movement of expan-
sion and contraction. As such, it is a painful and confusing experience that 
makes one feel that all foundations suddenly crumble. Maldiney associates 
this experience primarily with works of art.

However, one can ask how this dual movement, of accepting the 
world and distancing oneself from it, that is, the diastolic and the systolic 
movement consonant with the rhythm of our breath, occurs. For it is in the 
act of breathing that we inhale and release air, there is systole and diastole, 
and our body is subject to a specific rhythm that subordinates everything to 
itself; we give in to the “breathing: you invisible poem!”3, as Reiner Maria 
Rilke put it (Rilke, 1987, II) .

When commenting on Merleau-Ponty’s essay, Maldiney refers to 
Rilke’s sonnet mentioned above (Maldiney, 1988). It is an apt illustration of 
the coexistence of the body and the world presented by Maldiney. However, 

3 Breathing: you invisible poem! Complete / interchange of your own / essence with 
world-space. You counterweight / in which I rhythmically happen.
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in the experience that Maldiney describes, the idea is to run out of breath and 
to stop the breath in order to disrupt the rhythmic process of inhaling and 
exhaling. This coexistence is not harmonious, but, as Iwona Lorenc puts it, 
dissensual (Lorenc, 2014). The experience described by Maldiney, which 
forms the basis of our co-existence with the world, and whose paradigm is the 
experience of a work of art, turns out to distort, change and generate a crisis. 

This line of argument seems to be pursued also by Jean-Francois Lyo-
tard, whose late writings, in particular those devoted to art, can be considered 
postphenomenological (Lyotard, 2012). Lyotard’s first book Discours, figure 
(1971) thematizes artistic work as a deconstruction of assumptions that 
subordinate a work of art to the requirements of communication. A work 
of art does not uncover the truth, but disrupts it in an act of “derealisation”, 
which is also a psychological disorder that involves a distorted perception 
of the surrounding world. A person suffering from derealization is under the 
impression that the world around him/her has somehow changed. Therefore, 
the artist does not create his/her art in order to respond to questions about 
rights implied by perception and does not explain rules that govern it, but 
rather reveals that no such rules exist, that one should not trust the eye 
whose movements rationalize and refer to its own activity. The aim is rather 
becoming lost in vision or lost in visuality, which Lyotard distinguishes 
from visibility – a notion crucial for earlier phenomenologists. Visuality 
is in his philosophy pure sensuality. Unlike Merleau-Ponty’s act of seeing, 
it does not reveal reality as it is being born, but proves that reality always 
eludes us, and therefore remains out of our reach (Bernard, 2014). We can 
only seemingly capture what is given, and it is only seemingly stable and 
durable. Rather, the endeavor consists in making visible the remnants of 
what constantly evades us. We try to capture what the reality given in the 
gaze obscures. The purpose of art is not to show reality, but to expose the 
illusion of cognitive completeness. The artist can achieve it only when (s)he 
is able to exploit and make use the impotence (s)he experiences. This is why 
“derepresentation”, the unrealness present in works of art, can be described 
as revealing the source of the impotence of the very act of perception, its 
powerlessness against the sensual chaos, but also impotence understood as 
inability to reproduce an object, even in accordance with classic rules of 
perspective, which deceive us, as they only tell us what reality should look 
like if we subordinated it to the rules of geometry. This impotence is the 
very essence of the secret of “active passivity” – French passibilité and not 
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passivité – important for both Lyotard and Maldiney. Maldiney also refers 
to it transpassibility (transpassibilité) which is hyperpassiveness (Maldiney, 
2007).

Thus, Lyotard concludes that the artist is able to reveal elementary ex-
periences hidden in the ordinary, everyday perception, but it requires a certain 
asceticism, which deprives the perceptual and mental field of the superstition 
inscribed in vision itself. This type of feeling (le sentir) was also the object 
of Maldiney’s quest. The latter even went as far as stating that we are not 
able to control or master it. After all, these experiences, visual or auditory, 
have yet to be formed by perception. Therefore, he opposed feeling and 
sensation as pathos to rationalizing perception. To him, the truth of feeling 
understood in this manner is art – a specific work we are confronted with.

According to Lyotard, experience as sensation stops the intrigue and 
destroys all synthetic activity. This act of expropriation goes so far that the 
gesture is no longer the gesture of the artist, or the subject, but of the Thing, 
as referred to by Lyotard (Lyotard, 2009). Thus, art turns to what is not hu-
man, and so to what is in-human, that is, independent of a human being; 
these are forces beyond human control. Thus, art links what is human with 
what is inhuman (Lyotard, 1991).

Art shifts us to the sphere of audibility and visibility of what is in-
audible and invisible, and what belongs to the sphere of fundamental pas-
sivity, the aforementioned state of hyperpassivenness associated with our 
sensuality, saturated with the fear of death or associated with the threat of 
death. In short, it is about excess in sensuality, the excess that resists (being 
fully grasped, understood, appropriated). However, it can be argued that the 
conclusion regarding art formulated by Lyotard in Moralités postmodernes 
(entitled in English translation as Postmoderne Fable) is a meditation on 
the essence of sensuality in its connection with death (Lyotard, 1999). It is 
most aptly expressed when Lyotard claims that if a work is art, it testifies 
to excess in relation to what the body can feel, it evidences the excess of 
sensuality understood as all bodily institutions (biological and cultural). One 
might audaciously speculate that this excess is basically an experience, or 
even the matter of experience, but perhaps it is nowhere to be found. Ex-
perience cannot be reduced to the acceptance of contextualized and useful 
information. It evokes, simultaneously and immediately, a threat. The body 
does not exist for itself, but it is sensual only in so far as it is exposed to 
another thing, deprived of its own reticence when confronted with the risk 
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of annihilation. It is sensual only when it becomes pathetic and pitiful 
(Lyotard, 1999).

The abyss of death drills into the body and deepens the experi-
ence. In our opening to the world, we are, ultimately, destined to it by fate. 
Art bring us closer to this abyss, yet without allowing us to sink into it.

The problem is expounded differently in another chapter of Moralités 
postmodernes. Once again, Lyotard describes our sensual condition and 
claims that our soul, the minimal and momentary anima minima, depends 
on it. Subjectivity is, according to Lyotard, a temporary state, dependent 
on stimulation, and it emerges only to immediately disappear. It remains in 
a state of continuous becoming and disintegration. He says that experience 
creates a breach in our inert existence. It alerts existence, or rather makes 
it exist. What we call life derives from externally inflicted violence that 
interrupts lethargy. Anima only exists when forced to do so. Aistheton pulls 
the inanimate out of the abyss of non-existence, pierces the vacuum with its 
lightning, and allows the soul to emerge from it. The sound, the smell and 
the color bring out the pulse of feeling straight from this neutral continuum, 
from emptiness (Lyotard, 1999). It is art that allows anima minima, which 
also means the stimulation of the body, to exist.

Corporeity as Spiritual Reality – Michel Henry, Jean-Luc Marion 
and Jean Louis Chrétien

In the second postphenomenological approach, the body is the living cor-
poreality, this is the flesh, or in French la chair. According to Michel Henry, 
a living flesh is the self that is a perfect exemplification of one’s unmediated 
relationship with oneself (Henry, 2015b). Immanence – the embodied self – 
is also radical passivity, being without any distance from oneself, the very 
being that becomes its own substance. Michel Henry describes the flesh as 
self-stimulating (auto-affecté) and, unlike the concepts presented above, as 
enclosed, because la chair is experienced internally, while le corps – the 
body – is exposed to the light of the world. Henry claims that one’s body is 
not, however, like a mountain that one can see from one side or the other, 
nor is it an object that one always perceives from a single point of view, or 
a thing can be explored from the outside. I can never see my body from the 
outside, because I am never outside of my own body (Henry, 2015c). In this 
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way, our corporeity functions as a unity – the basis of the transcendental 
dimension and, at the same time, as one of its elements. For the corporeity 
has an inside and an outside. Ultimately, Henry claims that we experience its 
outside, but we feel the inside which, eventually, conditions all other dimen-
sions. The body must oscillate, appearing to us as objective and subjective. 
Depending on how we look at it, it may be the living flesh – la chair, or 
a transcendent body – le corps. According to Henry, the boundary between 
the invisible world of our corporeality, to which our objective body belongs, 
and therefore the very body perceived from the outside – this line between 
the visible and the invisible, where both our kinaesthetic impressions and 
sensations originating from our senses come into existence is the skin as 
Henry underlines in Incarnation (Henry, 2015a). The skin would cover or 
hide the invisible reality of human corporeality, inaccessible to the eyes 
even on an X-ray film. What it reveals to a physician are only individual 
organs – the mystery of their functioning, the unity, the harmony all remain 
inscrutable. After all, often a doctor does not know when and why a disease 
appears, or when and why it suddenly subsides.

My living flesh, which is neither a thing nor a tool, is in Henry’s 
concept my Self in the world and an absolute dimension conditioning all 
other dimensions of corporeality. Ultimately, therefore, I never use my flesh 
solely as a tool, because even where I use it, I am still sustained by it in order 
to act and carry out various operations, to receive stimuli and encounter 
things. We may even venture a claim that, according to Henry, I am not my 
body (corps), I am my living flesh (chair). The objective, and at the same 
time representational dimension of my body is not important: it is not me. 
I may never look at myself in the mirror, I may make contact with others in 
the virtual world, where no one will see my body, yet my Self will always 
be my living flesh, my pain, my manual skills, my abilities. Let us reiter-
ate: I am my “living flesh”. It is my Self in the world. At the same time, 
however, it has metaphysical traits, for it allows me to discover the original 
Son, the Arch-Son in me (Henry, 2015a). Ultimately, my embodiment refers 
to incarnation in the Christian sense.

Henry’s concept had an unquestionable impact on Marion’s phe-
nomenology. The living flesh – la chair – is one of the phenomena that he 
describes as saturated (saturés), next to the event, the icon and the idol. 
According to Marion, phenomena known from the history of philosophy 
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are afflicted by the lack of intuition. This deficiency limits their givenness 
themselves in an intuitive act. 

That is why Marion describes in his phenomenology a different kind 
of phenomena, which he calls saturated (Marion, 2002). These are the phe-
nomena whose givenness, and thus intuition, exceeds the possibilities of an 
intentional act in which such a phenomenon could be constituted. A saturated 
phenomenon is, therefore, irreducible to the conditions of the experience of 
cognizing consciousness. These phenomena appear within themselves, and 
Marion calls them paradoxes.

The category of the corporeity is also important for Marion in the 
context of his meditations on the gift. When someone uses another person 
as an object, (s)he excludes that person from the act of givenness. The most 
radical act of self-givenness is, undoubtedly, the givenness of one’s own 
body, but it seems that this kind of givenness can easily be transformed 
into a mere “use”. The gift of oneself to another person may involve certain 
objective manifestations, for instance a wedding ring. This, however, only 
emphasizes the inadequacy of such objects and the fact that they cannot 
be identified with the gift itself (Marion, 2002). The body, however, can 
become a gift, when we consider its invisible, non-object side, or the body 
as la chair. Marion recognizes that an athlete, an artist or a lover, each in 
their own way, give pleasure to different recipients: the attainment of the 
desired result and a victory, an aesthetic experience, or erotic pleasure. 
However, none of them knows anything about the pleasure (s)he gives; 
they may know whether, when and to what extent they provide it – which 
is already a lot and usually requires the recipient to state or confirm it, or 
even lie about it (Marion, 2002). What the three individuals mentioned 
above have in common is the act of giving themselves to the Other, which 
would be a positive description of the givenness of phenomenon as the gift 
considered by the donor, as clearly emphasized by Wojciech Starzyński 
(Starzyński, 2009). The artist does not know exactly the gift (s)he makes to 
others. From this point of view, the artist does not expect gratitude, and the 
givenness remains a mystery to him/her.

Art turns out to be very important in this context, as it unveils the af-
fectiveness of the experience as such (according to Henry), and the weight, 
as Marion puts it, of the gift itself, in other words the givenness of the 
phenomenon itself.
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Jean-Louis Chrétien also explores the body in the Christian context. 
He investigates corporeality, inter alia, in the book entitled Symbolique du 
corps (Chrétien, 2005). According to Chrétien, the song of love, or the Bibli-
cal Song of Songs, is also a song of the body, the body of a woman and of 
a man who exalt individual elements of their corporeality. Each chapter of 
Chrétien’s book describes a particular element of the body: teeth, nose, lips, 
eyes, cheeks, hair, breasts, stomach, navel, hands, legs and feet (explored 
in this order in subsequent chapters). The book analyzes the meaning and 
constitution of the symbolism of corporeality, from the outset of Christian-
ity, that is from Origen, Augustine, St. Bernard, to their successors: Luther, 
Francis de Sales or poet Paul Claudel. What can our members do? What is 
their symbolism? How far does the clarity of the body extend, and where 
does our ability to express it end? What belongs to the community, identi-
fied with the body? These are the questions that Chretien strives to answer 
in his work (Chrétien, 2005).

The importance of the body is mediated through a variety of actions 
and gestures performed by individual parts of our body. The symbolism of 
the described members is twofold: it refers to the collective body of the com-
munity, and to the power hidden in what Chrétien calls “the inner human”, as 
opposed to the classically defined substantive subjectivity. The philosopher 
reveals fundamental dimensions of Christian thought about the body, which 
has marked our language and our attitude towards the world in different 
ways, and where it remains until today.

Postphenomenological Corporeity and Art and Science

How can the notions outlined here, which I refer to as postphenomenological, 
be used to describe radical art & science practices? Does “the aesthetic turn 
in phenomenology”, as pointed out by Maryvonne Saison (Saison, 1999) 
also encompass a description of artistic activities that rely on corporality, 
but transgress it, perhaps pushing further its boundaries? Can actions of 
artists representing art & science be comprised in the phenomenological 
and/or postphenomenological description, assuming, on the one hand, the 
supremacy of sensibility and, on the other hand, the specific sacrality of 
corporeality, and its ties with transcendence? Putting it differently, the ques-
tion is whether artistic actions I have selected break open the conceptual 
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framework of postphenomenology, or whether they expand the limits of 
discourse concerning art practices.

In an attempt to answer these questions, I shall reiterate that the radical-
ism of postphenomenological concepts can be compared to the radicalism 
of art & science (Scott, 2011). This artistic phenomenon itself seems het-
erogeneous and difficult to grasp; it eludes any precise definition. Karolina 
Żyniewicz recounts it very interestingly when she writes about art & science 
as a liminal and borderline phenomenon. Even its spelling varies: “art and 
science” emphasizes the separation of the two areas, while “art&science” 
does the exact opposite (Żyniewicz, 2018).

In my analysis, I shall focus on BioArt (Daubner, Poissante, 2013). Let 
us begin by recalling Stelarc’s famous act which involved the transplantation 
of the artist’s ear onto his forearm, or the much publicised action of Eduardo 
Kac, who used his own DNA and the DNA of petunia to create a new plant, 
which he named Edunia. However, in the context of postphenomenological 
concepts presented above, I wish to discuss projects that are more recent, 
yet not less controversial.

The documentation of Karolina Żyniewicz’s 2018 project enti-
tled The Last Supper contains the following description: “Yeast modified with 
my genes were used to produce beer and bread, which were the main foods 
served during the supper. Association with a certain well-known miracle are 
obvious. It refers to one of the most famous motifs in the history of art, the 
painting The Last Supper by Leonardo da Vinci, and to the Christian tradi-
tion”. We may wonder whether foods produced using organisms that had 
the artist’s gene have the Christian symbolism that mentioned postphenom-
enologists wrote about? Is food transformed in this manner unacceptable?

The second example that I wish describe is Marion Laval-Jeantet’s work 
of 2011. The artist injected herself horse blood plasma. It was entitled May the 
Horse Live in Me! Horse blood (plasma) was introduced into a human body 
by means of an injection. The blood of an animal was expected to become 
compatible with the human body and to have a positive effect on it. Marion 
Laval-Jeantet experimented with different horse immunoglobulins. She 
stated that her intention was to trigger with this “blood ritual” a discussion 
about barriers between species and the superiority of humans over animals.

Acts described above involved broadly understood interference in 
one’s own body, its extensiveness, as well as its transformation. It seems 
that Stelarc’s and Laval-Jeantet’s actions, thanks to commentaries, may be 
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considered a continuation of the discursive axis that emphasizes the meaning 
of the sensibility, and the fact that our body testifies to our fragility, is an 
element of expropriation, the absence of identity, otherness with which we 
are confronted, and which becomes an immanent component of corporal-
ity. This brings to mind the work of the German phenomenologist Bernard 
Waldenfels who writes about “the alien” as an important component of 
our experience of subjectivity (Waldenfels, 2011). In Polish philosophical 
literature, the body in this context has been superbly analyzed by Monika 
Rogowska-Stangret, who explores body as alien, as otherness, writing about 
body-fragments, or body-assemblage, thus reaching beyond standard dual-
isms in which the body is entangled (Rogowska-Stangret, 2016).

At first, Laval-Jeantet feels that her own body is alien, other, unfamiliar, 
foreign. She watches herself closely, experiencing herself and reality, which 
she confronts more intensely and differently. According to Lyotard, the 
experience is understood as a violent intrusion of something that awakens 
us, produces a cell of feeling that he calls minima anima. It rises within us, 
letting subjectivity shine for a moment. In the context of sensuous condi-
tions of existence, it is natural to fear that nothing will ever come again to 
wake us up: the fear that we will not feel anything anymore, that we will 
not be awakened by the emerging minima anima. The sensuous contains in 
itself the threat of death, but in two different manners: either as a threat that 
the sensual will become excess and either dissolve or brutally swallow us, 
or a threat that the sensual will never return (death means that one will not 
feel anything anymore).

Injecting horse’s blood plasma would obviously be a threat in the 
literal sense: human body’s reaction to it was unpredictable. The act also 
involves a literal connection of what is human and inhuman. In this case, 
inhuman means not only what is animal, but – from the perspective of Lyo-
tard, for whom it is an extremely important category (Lyotard, 1991) – also 
succumbing to forces one cannot control. Inhuman (l’inhumain) represents 
what cannot be encoded and transformed into transferable digital data, 
claims Lyotard. It destabilizes any social regulations that have been imposed 
top-down. We are not automated cogs in the development machine. When 
referring to the inhuman, Lyotard has in mind forces that an individual can-
not control, and which governed the body of Laval-Jeantet. Maldiney con-
ceived subjectivity in a similar manner: as deeply affective, always foreign 
to itself, as being born through an experience so strong that may result in 
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destruction. An aesthetic experience means a break with what is ordinary, 
usual, familiar and safe. It testifies rather to the dissolution of reality than 
to its cohesion and familiarity. From this perspective, Laval-Jeantet’s action 
appears to be paradigmatic.

When discussing the expansion of the field of one’s own bodily sphere 
and intensifying the experience, we should mention Neil Harbisson and Moon 
Ribas. Neil Harbisson suffers from a rare form of color-blindness called 
archromatopsia, which means that he sees the world in greys. It is caused by 
an insufficient number of brain cells responsible for seeing colors. In 2004, 
together with Adam Montandon, an IT specialist, he created a device 
processing colors – light waves – and transforming them into sounds. He 
called it an eyeborg – the eye of a cyborg. An antenna placed above his 
head allows him to capture colors inaccessible to his brain. It is a physical 
extension of the body with an additional “sense” that transmits vibrations 
through an implant into his skull. This affects Harbisson’s perception of the 
surrounding reality. An accumulation of colors translates into a profusion of 
sounds. As Harbisson is also a musician, he is capable of using the sounds 
he hears to compose music. The antenna placed on his head has changed his 
way of looking at people: he does not perceive them as attractive or ugly, 
but as pleasantly or unpleasantly sounding. This additional sensor located 
above the head forms an integral part of his body and cannot be removed.

In an attempt to refine her sensory experience Moon Ribas, Neil Har-
bisson’s partner, has had a seismograph surgically implanted in her body, 
which allows her to feel the vibrations of earthquakes. The chip implanted 
in the body transmits vibrations from throughout the world, with varying 
intensity depending on the strength of the earthquake. In her performances 
Waiting for Earthquakes, the artist stands and waits for vibrations that she 
will be able to feel. She then performs a dance, choreographed by the inten-
sity of the earthquake. It is an example of extensiveness of the field of one’s 
experience which becomes expanded by further dimensions. This intensifi-
cation of experiences may be equated with the stimulus, very important for 
Lyotard and explored also by Maldiney, associated with hyperpassiveness 
that intensifies experience and makes it more vivid. The above artistic acts 
are examples of artists’ attempts at extending their own bodily sphere.

Żyniewicz performs this extension slightly differently. Is there space in 
the phenomenological or postphenomenological description for combining 
the human gene with another, and thus for transferring oneself outside? For 
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a literal transcendence of oneself? Given the title of the work itself – The Last 
Supper – wouldn’t Henry’s, Marion’s and Chrétien’s descriptions, in which 
they refer to certain notions of Christian theology, be most fitting for analyz-
ing Żyniewicz’s work, in particular given its title? Could they not guide us 
in our attempts to describe Karolina Żyniewicz’s art?

A certain theological theme is tantamount to all of Michel Henry’s 
philosophy, although it is not dogmatic and remains controversial. The phi-
losopher endeavors to show that one’s relationship with another person can 
be defined and interpreted exclusively through the prism of Christianity, 
in which the body is associated with the mystical body of Christ. Living 
flesh (la chair) is also the place of Salvation and it is from this perspective 
that it turns out to be inhabited by absolute Life. Corporeality is essentially 
ambiguous. From the Christian viewpoint, explored by Henry in the third 
part of Incarnation, the body is always associated with redemption, and at 
the same time with sin and fall.

In Incarnation Michel Henry endeavors to show how “in the depth 
of the Night”, in the experience of living corporeality, our living flesh 
transpires to be the Original Revelation, Arch-revelation of Life, and God 
(Henry, 2015a). Our living flesh is God, because Christ is the incarnate Word 
that revealed itself to humans. Consequently, it can be concluded that our 
corporeity – la chair – allows us to participate in the incarnation of God, 
allows us to understand the words of St John: “And the Word became flesh”. 
Therefore, as part of Henry’s reflections on the problem of intersubjectivity, 
the idea of original Self and Life, inscribed in every individual and particular 
self, finally appears (Henry, 2015a). Through experiencing my own life, 
I experience both myself and the intersubjective sphere.

Living corporeity is a life that I share with others, transposed into 
bread and beer by Żyniewicz. She allowed us to see the invisible, that is, let 
living corporality, available only in the intimate experience of my interior, 
to reveal itself. Henry claims that it is only through living corporeity that 
I can experience the other. From this perspective, Żyniewicz accomplished 
the impossible: an act of literal sharing of her own body. By doing so, she 
established a specific “community”, a group united by the gesture of sharing 
the body, which established an ephemeral “symbolic body” referred to by 
Chrétien, sanctified by a quasi-ritual act.

She also makes a gift of her body. Is it an objectifying gesture, or is her 
act simply characterized by the unselfishness typical of a gift, as described 
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by Marion? It seems that it is the waiting acceptance of the gift as such that 
allows us to accept unacceptable excess – an essential condition of its exist-
ence according to Marion. As Urszula Idziak puts it in relation to Marion’s 
philosophy, the gift transpires to be possible only as an act or as sacrifice, it 
is the madness of decision (Idziak, 2009, p. 26). In addition, Marion refers 
to the subject he describes as adonné – “gifted”, devoted or given over to 
(Marion, 2002). Żyniewicz gives away part of her gene, gives herself in the 
“madness of decision”, which can be interpreted as sacrifice. Her gift thus 
becomes a saturated phenomenon. 

In this context, one may also quote Nancy’s cogent argument from 
his well-known book Corpus, whose first version was a paper delivered at 
a scientific conference Bodies, Technologies: “The anxiety, the desire to see, 
touch, and eat the body of God, to he that body and be nothing but that, forms 
the principle on Western (un)reason. That’s why the body, bodily, never hap-
pens least of all when its named and eonz/o/eed” (Nancy, 2008, p. 5). This 
is precisely what body is in Karolina Żyniewicz’s work: uprooted, torn out 
of a place, scattered in bread and beer, and sanctified. This is presentation 
of our desire to see, touch and eat the body (of God who became human) 
present in Christianity, body that is ambiguous and multidimensional, sinful 
and saint at the same time. 

Needless to say, this interpretation goes far beyond the intentions of 
philosophers themselves, reversing their assumptions deeply embedded in 
Christian theology. Nevertheless, conceptual tools developed by them have 
been kept. Echoing Ricoerian descriptions of theories developed by Husserl’s 
successors, we can qualify this interpretation as “heretical”.

Conclusions

Phenomenologists discussed above have explored art and they have undoubt-
edly influenced what Maryvonne Saison refers to as the “aesthetic turn in 
phenomenology”. They have not commented on the artistic acts described 
above; nevertheless, conceptual tools they developed seem so compelling 
that I decided to use them to present selected works of art & science, which 
Marc Jimanez calls “augmented aesthetics” (esthétique augmentée) (Jimanez, 
2010, p. 97). This strategy allows us to show that postphenomenology, 
which eludes the socio-political context and constantly endeavors to get 
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to “things themselves” is suitable for the interpretation of the most recent 
artistic phenomena. Suffice it to recall the telling title of one of Lyotard’s 
better known essays: Philosophy and Painting in the Age of their Experi-
mentation (Lyotard, 1984). Artworks referred to above are clearly examples 
of artistic experimentation.

Acts described above are certainly not the last word, or rather the last 
gesture of artists who use their body, its DNA, structure and ambiguity in 
their artistic practices. There is no end to the body’s song, as Chrétien con-
cluded in his book (Chrétien, 2005).

And as long as there is a phenomenon, the phenomenologist will wrestle 
with it, although, as Monika Rogowska-Stangret puts it, “extremely different 
stories of searching for the truth in the body leave us helpless in the light of 
the – real or supposed? – mystery of the body” (Rogowska-Stangret, 2016, 
p. 10). The postphenomenological corporeity, sensible and sacred at the same 
time, confronted with the actions of art & science artists, reveals itself in all 
its helplessness. This is precisely why it is so fascinating.

Translated by Małgorzata Dera
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Abstract

The paper presents the notion of postphenomenology and implies that postphe-
nomenological body is both sensual and spiritual. It is ambivalent, perhaps even 
paradoxical. Postphenomenological approach to the problem of corporeality seems 
somewhat different, which is most pointedly evidenced by Henri Maldiney’s reflec-
tions, or the work of Jean-François Lyotard, on the borderline of phenomenology. 
They perceive subjectivity as sensual and affective, haunted by the sensual fact and, 
paradoxically, formed in an act tantamount to its destruction and abolition. On the 
other hand, the body also turns out to be invisible and filled with symbolism, it refers 
to the metaphysical dimension, turning us towards incarnation in the Christian sense, 
which is superbly illustrated in the writings of Michel Henry and Jean-Luc Marion, 
but also Jean-Louis Chrétien. As such, postphenomenology seems a perfectly suit-
able method for describing the work of artists who, for instance, as Marion Laval-
Jeantet, injected herself horse blood plasma or make bread containing fragments 
of their own DNA with a view to ritually consuming it, as Karolina Żyniewicz did.
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should you withdraw from treatment, considering it futile or too burdensome 
for the patient?

One of the most controversial issues in today’s bioethics is the active 
causing of death (“neonatal euthanasia”) in newborns who have the ability 
to survive and even achieve adulthood, but because of the illness affecting 
them their future quality of life is being assessed as very poor. Whether it 
is a form of murder that is the complete opposite of the Hippocratic Oath’s 
principle of not doing any harm (Primum non nocere), or an act of mercy 
when medicine no longer has much to offer. Very often it is a better alterna-
tive than dying in suffering. Proponents of such a solution emphasize that in 
fact there is no moral difference between actively causing death by admin-
istering a properly selected combination of drugs and withholding therapy 
or withdrawing from therapy, e.g. by disconnecting life-support apparatus 
(Cuttin et al., 2009, pp. 21–22; Voultsos, Chatzinikolaou, 2014, p. 199).

The problem of acceptance of “neonatal euthanasia” constitutes a sepa-
rate issue in the debate on the admissibility of euthanasia and physician-
assisted suicide in adults and raises doubts even in countries that have 
legalized procedures for medically assisted death.

“Neonatal euthanasia” or deliberate termination of life?

Although the term “neonatal euthanasia” is commonly used in the literature,1 
it is not correct for active shortening of life of children affected by incur-
able diseases or genetic defects (Barry, 2010, pp. 409–410). In the case of 
euthanasia in adults, the key condition is the consent of a patient who is 
conscious and free of pressure.2 In turn when it concerns incompetent people, 

1 The term “neonatal euthanasia” issued in the text according to what is used in the 
literature on the subject. However, as explained this is meant to be deliberate causing 
of death and the relevant term used in this context should be: non-voluntary euthanasia. 
However, we are not dealing with euthanasia in the narrow sense, which is the medical 
causing of death at the pressure-free and conscious request (informed consent) of the 
patient. Therefore, the expression neonatal euthanasia has been included in quotation 
marks.

2 It should be noted that in the case of the Dutch Act: Termination of Life on Request 
and Assisted Suicide (Review Procedures), a person who has reached the age of 12 years 
after obtaining parental consent (section 2 point 3 and 4) may apply for euthanasia 
(Voultsos, Chatzinikolaou, 2014, p. 196 and Verhagen, 2014, p. 215), while the Belgian 
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i.e. unable to express their will independently, and such are children with 
serious illnesses, the fate of these children is decided by someone else on the 
basis of the assessment whether the continuation of life is in the best interest 
of the patient. This alternative decision is taken by doctors and parents. Thus, 
we are dealing here with deliberate ending of the life of newborns (Kon, 
2007, p. 457; Kon, 2008 p. 27; Warnock Macdonald, 2008, pp. 35, 49; van 
der Westhuizen, 2017, p. 213; Tedesco, 2017, p. 254). Since there can be 
no voluntary euthanasia, the argument of autonomy cannot be invoked as 
a justification for medically assisted death. This changes the way in which 
the debate on this subject is viewed. Therefore, doubts arise whether referring 
to the poor quality of life of terminally ill children is a sufficient justifica-
tion for exceeding one of the basic prohibitions in our culture, which is the 
prohibition of killing (Barry, 2010, p. 411).

The deliberate termination of life as an unofficial medical practice

Despite the lack of acceptance of euthanasia in neonates and children in 
most European countries, in some countries, such as France, Belgium and 
the Netherlands, the intentional interruption of the lives of seriously ill 
newborns in intensive care units is a fact.

Surveys conducted on the basis of anonymous questionnaires show 
that: 73% of neonatologists in France and 68% of doctors in this specialty 
in Flanders make decisions about “euthanasia” in order to stop the child’s 
suffering. In other European countries this percentage is much lower and 
amounts to 4% in Germany and the United Kingdom, 2%, in Sweden, Italy 
and Spain (Voultsos, Chatzinikolaou, 2014, p. 197; Cuttin et al., 2009, p. 21; 
cf. also Francis, 2016, p. 10 and Sauer, Verhagen, 2012, p. 300).

In France and the Netherlands, doctors also admitted to administering 
medication to interrupt the life of a patient, even if children were not depend-
ent on intensive care, while their prognoses for the future were assessed as 
poor. Doctors decided to carry out “neonatal euthanasia” realizing that it 
was against the binding law (Cuttin et al., 2000, pp. 2114, 2116).

Act on Euthanasia of May 28th, 2002 does not mention the lower age limit, a minor may 
express his/her request for medical assistance in dying after obtaining parental consent 
(section 2, §2).
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Therefore, despite the lack of legal regulations, such medical prac-
tices are applied. So one can put forward a thesis on the existence of “grey 
area”. The reason for this is the lack of criteria to distinguish between 
procedures related to withholding therapy or withdrawing from therapy 
and palliative care and deliberate acceleration of patient death (“neonatal 
euthanasia”). Some physicians may have reasonable doubt as to which of 
these procedures may be used without incurring criminal liability. On the 
other hand, it can be misrepresented in the documentation as the death oc-
curred due to natural causes, e.g. after the withdrawing from therapy. 

Not without significance is also the law in force in individual states.  
Thus, in Spain or Italy, a strong emphasis is placed on the protection of 
life and the prohibition of life interruption. The Netherlands has legalized 
euthanasia in adults and has clear guidelines for deliberate children’s life 
shortening procedures. In France, however, the number of cases of “neo-
natal euthanasia” is higher than in the Netherlands, despite the prohibition 
of medically assisted death. It results, among others, from the acceptance 
of this type of practice among the medical community (Cuttin et al., 2000, 
p. 2116). There is therefore a clear dissonance between the law in force 
and medical practice. So far, however, the Netherlands has been the only 
country that has adopted guidelines on causing deliberate death in children. 

According to data provided by the Royal Dutch Medical Association 
(KNMG) in the Netherlands, out of 175,000 births per year, 650 children 
die as a result of serious birth defects shortly after birth. In 1995, out of 
1041 child deaths in the first year after birth, 43% of infant deaths occurred 
without medical intervention, out of the remaining 57%: 26% of reported 
deaths were due to withdrawing from treatment or withholding therapy, 
23% due to medication to eliminate suffering that could accelerate death, 
and 8% due to medication to accelerate death, and 1% of cases (15–20 per 
year) were administered to deliberately cause death in children whose 
condition did not require life-sustaining therapy (Vizcarrondo, 2014, p. 389 
and Francis, 2016, p. 1).

In order to control the practice of shortening the lives of very young 
children in 2002, Eduard Verhagen and Pieter Sauer, pediatricians at the 
University Medical Center Groningen, after consultation with the Regional 
Public Prosecutor, developed guidelines related to “neonatal euthanasia”, 
which were accepted by the Dutch Pediatric Association. They were started 
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to be applied in 2005 under the name of the Groningen Protocol (Verhagen, 
Sauer, 2005, p. 959; Cuttin et al., 2009, p. 23 and Francis, 2016, p. 1; van 
der Westhuizen, 2017, p. 220).

The Prins and Kadijk cases 

One of the key starting points for adopting the solutions contained in the 
Protocol were court trials in cases of deliberate causing death of seriously 
ill infants. 

The Prins case of 1995 involved a child with a spina bifida and severe 
brain damage. The surgical intervention was deemed futile. The parents of 
the child, being convinced of his suffering and hopeless condition, demanded 
that the doctor terminate her life. Dr Prins administered a 4-day-old infant 
a combination of drugs that caused the baby’s death. During the trial, the 
Alkmar court set out the criteria that a doctor should follow in similar cases in 
order to be able to defend himself/herself against a murder charge. They were: 

1. Hopeless and unbearable suffering and lack of prospects for im-
provement of the patient’s condition.

2. Parents’ request to terminate their child’s life.
3. The procedure must be performed in accordance with the accepted 

medical standard and medical ethics. 
The court pointed out that the state of necessity in which the accused 

doctor found himself resulted from a conflict of duties. On the one hand, 
he had to deal with the obligation to save life, and on the other hand, with 
the duty to prevent and eliminate the suffering of the patient. In this case, 
fulfillment of one of the obligations shall preclude the other. The choice is 
justified by the fact that the doctor meets the conditions set out above to 
avoid prosecution. 

A similar judgment was given by a court in the case of Kadijk in 
1996,which concerned a girl born in 1994 who suffered from a genetic defect 
(trisomy 13) and a malformation of her body and abnormally functioning 
kidneys. The expected length of life of the child was set at one week to 
several months. Parents opposed the operation not wanting to deepen the 
child’s suffering and asked for shortening of the girl’s life. Doctor Kadijk, 
who gave a mixture of drugs causing the death of the child, was accused of 
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murder. Similarly to the previous case, the court acquitted the defendant by 
defining the criteria allowing to justify the doctor’s actions in similar cases:

 – the diagnosis and prognosis must be certain to a doctor and to 
parents,

 – both parents must give their informed consent,
 – consultations with independent specialist,
 – the shortening of life procedure must be performed in accordance 

with the accepted standards,
 – to report each case to the relevant authorities.

It should be noted that in both cases, the medical intervention was 
considered futile and the doctor had to choose between two incompatible 
duties (van der Westhuizen, 2017, pp. 215–217). 

In both cases the deliberate causing of death occurred by the adminis-
tering a mixture of drugs. The basis of the doctors’ action was the demand 
of parents who claimed that their motive was to shorten the suffering of 
the child. Courts have formed a line of rulings based on the definition of 
criteria that should be met in order for a doctor to be released from criminal 
liability for one of the most serious crimes, which is murder. At the same 
time, these criteria have become the benchmark for appropriate medical 
practice in exceptional cases. Strict compliance with certain criteria, which 
were repeated in the subsequent Groningen Protocol, was intended to en-
sure adequate control of end-of-life procedures and to provide a transparent 
picture of such practices (Verhagen, 2014, pp. 296–297). 

Both judgments issued several years before the drafting of the Protocol 
had a significant impact on the provisions contained therein.

Dutch protocol from Groningen  
(the so-called Groningen Protocol)

The development of the Protocol was preceded by the case of a girl suf-
fering from epidermolysis bulosa, where a discontinuation of the therapy 
was not questioned, because the child was not dependent on life-supporting 
equipment. The doctors refused the parents’ request to interrupt the child’s 
life with medication. The child died a few months later (Verhagen, 2013, 
p. 293; van der Westhuizen, 2017, pp. 217–218).
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The guidelines contained in the Protocol were aimed at establish-
ing good practice in cases of “neonatal euthanasia”, making this practice 
more transparent and increasing trust in doctors. It was pointed out that the 
deliberate causing death in children is permitted only in exceptional cases 
(Verhagen, 2013, pp. 293–294; Verhagen, de Vries, 2008, p. 29).

The Protocol lists three groups of children: 
 – children who do not have a chance to survive despite intensive 

medical care, 
 – children who will survive on an ongoing intensive care basis but 

have very poor prospects for life,
 – children who will survive without intensive care but who will suffer 

greatly and have a very poor quality of life. 
In the case of the first group, death is the result of an incurable dis-

ease, e.g. undeveloped lungs or damaged kidneys, some doctors opt not 
to undertake treatment in these cases as an expression of good medical 
practice. In these cases, medicine can do nothing to improve the patient’s 
condition.

In the second group, physicians, in consultation with the parents, try to 
assess whether survival will be in the best interest of the child. In such cases, 
treatment is not continued, allowing the child to die. Appropriate medications 
are used so that the patient does not suffer after the end of therapy. The as-
sessment shall take into account, inter alia, the following factors: the amount 
of pain and its degree, dependence on hospital care, length of therapy. If the 
parents still want to continue treatment, their will is respected. 

The cases of children from the third group are the most controversial, 
as these patients’ therapies are not interrupted, but in order to accelerate 
death, medication must be administered, i.e. there is the deliberate ending of 
life. It is a question of determining the best interests of the child by assessing 
whether death is a better solution for these children (Verhagen, Sauer, 2005, 
pp. 959–960; Sauer, Verhagen, 2012, pp. 290–293).

The Groningen Protocol was created in order to avoid accusations 
against doctors and, at the same time, to ensure effective control over the 
procedure for accelerating death. It lists five criteria that must be met in 
order to carry out “neonatal euthanasia”: 

 – the diagnosis made must be certain and beyond question, 
 – the suffering felt is considered unbearable, 
 – an independent expert must be consulted,
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 – both parents must give their informed consent,
 – procedure must be consistent with the medical standards.

The authors of the Protocol stressed the importance of respecting the 
conditions laid down in the Protocol when making end-of-life decisions 
(Verhagen, Sauer, 2005, p. 961; Sauer, Verhagen, 2012, pp. 290–292, 296). 

Between October 2005 and September 2006, 359 deaths of newborn 
babies treated in 10 intensive care centers were investigated in the Nether-
lands – 95% of them were due to end-of-life medical decisions and only 5% 
of them continued to be treated until death. 58% of these cases concerned 
the first group of children listed in the Protocol, 42% of children belonged 
to the second group, with 92% of decisions in this group based on a quality 
of life assessment, while only one case concerned the third group. In 224 out 
of 340 cases (i.e. the aforementioned 95% of cases where death occurred 
as a result of medical decisions), analgesia and sedation were used. This 
number increased to 292 cases after the decision to end the life of children, 
in 55 cases neuromuscular blockers (NMB) were prescribed to prevent the 
occurrence of dyspnea after cessation of intubation. Parents were always 
involved in making decisions about their children.

 According to Eduard Verhagen and Pieter Sauer, it is significant that 
there was only one case of the deliberate ending of life, which may indi-
cate that it is practised only in exceptional cases (Sauer, Verhagen, 2012, 
pp. 298–299; Verhagen 2014, p. 297). 

Amendments to the Protocol

In 2016, with the participation of the Royal Dutch Medical Association 
(KNMG) and the Netherlands Health Organization for Research and 
Development, the Protocol was revised. After the changes it has been 
renamed as the Regulation of the Minister of Security and Justice and the 
Minister of Health, Welfare and Sport of December 11, 2015, wherein 
885614-145412-PG, establishing a commission for the assessment of re-
ported cases of late abortion and euthanasia in newborns is given. Neverthe-
less, the name “the Groningen Protocol” is still used. 

The original criteria were replaced by the following wording: 
1. The doctor is convinced there is enduring and unbearable suffering 

[of the newborn]; there is no reasonable doubt about the diagnosis 
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and resulting prognosis. The medical treatment and applied in-
tervention are futile, therefore discontinuation of such medical 
treatment is justified. 

2. The doctor fully informs the parents of the diagnosis and the result-
ing prognosis. Both the doctor and parents believe that there is no 
reasonable alternative solution to the newborn’s situation.

3. The parents have agreed to the procedure consisting in the termina-
tion of their child’s life.

4. The doctor is obligated to consult at least one independent physician 
who provides a written judgement on the due diligence of the case, 
or, if an independent physician cannot reasonably be consulted, the 
doctor consults with the newborn’s healthcare team who provide 
a written judgement as to the due diligence of the case.

5. The termination of life procedure is conducted with due medical 
care, according to the relevant standards. 

Reports on the procedure are sent to the Central Expert Commission 
Late Pregnancy Termination and Termination of Life in Newborns, which 
consists of a lawyer, an ethicist and four doctors. Its main task is to verify 
that the criteria laid down in the Protocol are met. This body also deals with 
the cases of late termination of pregnancy due to incurable foetal malfor-
mations. The Commission shall have an advisory role when investigation 
proceedings in these cases are conducted. If it is found that the procedure 
does not meet the required criteria, the Commission shall notify the State 
Inspectorate for Public Health, which may take appropriate measures in the 
form of using disciplinary consequences in relation to the doctor responsible 
for the shortening of life. 

In addition, the report on the procedure is sent to the Board of Prosecu-
tors General, which, with the support of the Commission, decides whether 
the procedure has been carried out in accordance with the applicable rules, 
which takes 6–12 weeks. The Protocol does not guarantee any automatic 
protection of doctors from prosecution. Only after the approval of the General 
Prosecutor’s Office and the Ministry of Justice can it be concluded that the 
life termination procedure was carried out correctly (Francis, 2016, pp. 8–9).
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Commission reports and related doubts

Since its establishment in 2006, the Commission has been drawing up reports 
on its activities. In the period from 2006 to 2014, there were 16 cases of 
late abortion and 2 cases of termination of life in newborn children. Both 
cases concerned children born with bullous epidermolysis (Epidermolysis 
bulosa) (Verhagen, 2014, p. 297; Francis, 2016, pp. 8–9). During nine years 
(1997–2005) before the introduction of the Protocol, 22 cases of “neonatal 
euthanasia” were reported, none of which ended with a bill of indictment 
(Verhagen, Sauer, 2005, p. 960; Verhagen 2014, p. 297; Francis, 2016, 
pp. 8–9). Prior to the implementation of the Protocol, the number of de-
liberate life shortening procedures was estimated between 15 and 20 cases 
per year and concerned children affected by spina bifida or hydrocephalus 
(Verhagen, Sauer, 2005, p. 961;Verhagen, 2014, p. 297; Francis, 2016, p. 10). 

It should be noted that the number of cases reported to the Commis-
sion is very small.

The reason for this state of affairs is:
 – the increasing number of lethal analgesias and sedations carried out 

in place of opiate administration,
 – the decrease in the incidence of spina bifida by folic acid supple-

mentation in pregnant women,
 – the increasing number of abortion procedures with early detection 

of genetic defects of the fetus in ultrasound examinations,
 – the administration of neuromuscular blockers (NMB).

In the latter case, there are doubts whether the administration of these 
drugs is not a deliberate causing of death. Most doctors believe that muscle 
relaxants are a part of palliative care, as they are prescribed for non-inde-
pendent use and are a part of the extubation procedure. In its guidelines, the 
KNMG considers the use of these drugs, especially after the disconnection of 
artificial ventilation, to be in line with medical practice. It should be added 
that neuromuscular blockers (NMB) are also administered to children who 
are stable and do not depend on life-sustaining equipment. Because they 
experience unbearable suffering as a result of incurable disease, doctors, at 
the request of parents, administer these drugs together with a combination 
of opiates to speed up death. According to opponents of the Protocol, such 
action is in fact intentional causing of death in children and should therefore 
be reported to the Commission. On the other hand, according to opposite 
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views, this procedure is a part of palliative care appropriate when there is 
no other way to overcome suffering (Verhagen, 2014, p. 297).

In practice, however, the boundary between allowing a peaceful death 
without suffering and intentional causing of death is very blurred (Sauer, 
Verhagen, 2012, p. 299; Verhagen, 2013, pp. 294–295; Verhagen, 2014, 
p. 297; Francis, 2016, pp. 9–10). And therefore the question arises whether 
the guidelines proposed in the Protocol are indeed respected. It is possible 
to demonstrate in the report that the administration of drugs was a part of 
e.g. the withdrawal from therapy and not to go through the procedure of 
verification of the criteria specified in the Protocol. 

One of the founders of the Protocol, Eduard Verhagen, a few years 
after its introduction, stressed that “neonatal euthanasia” is a rare procedure 
of an exceptional nature, suitable only if the methods used in palliative 
care are not sufficient to eliminate suffering. However, a sharp line needs 
to be drawn between “euthanasia” and palliative care. It is necessary to 
clearly define what “neonatal euthanasia”, i.e. intentional causing of death, 
is because until now, doctors who make decisions about the end of life of 
incurably ill children have had difficulty in determining whether their actions 
are intentional causing of death. They may therefore not report all cases to 
the Commission as required by the Protocol. According to Verhagen, trans-
parency in end-of-life procedures and access to palliative care should be 
continuously improved. It is important that “neonatal euthanasia” is legalized 
as an option to relieve unbearable suffering, as it has been done for adult 
patients. As in the case of euthanasia in adults, the basis is judicial case law, 
medical practice and observation of how end-of-life procedures are applied. 
Legalization does not have to mean an open road to abuse in the form of 
launching a slippery slope. It is important that the practice of deliberately 
causing death is carried out in accordance with certain criteria and notified 
to the relevant authorities, in order to achieve transparency in the conduct 
of the procedure and effective control over its use (Verhagen, 2014, p. 298). 

Should “neonatal euthanasia” be legal?

The solutions adopted in the Protocol have undergone a kind of transforma-
tion from internal guidelines applied in hospital intensive care units, approved 
by the KNMG, to official recommendations issued by the Minister of Security 
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and Justice and the Minister of Health, Welfare and Sport. Despite the exist-
ing social acceptance of “neonatal euthanasia” as a hospital practice, the 
Dutch legislator has so far not decided to legalize the deliberate causing of 
death of terminally ill children. The criteria for the implementation of this 
procedure are clearly defined and a control body is set up to verify whether 
they are met in a given case. Personnel responsible for decisions relating 
to the end of life of seriously ill infants may be liable to disciplinary action 
and to criminal prosecution, including charges of causing death or murder, 
if the requirements of the Protocol are not complied with.

The solutions presented above can be considered as an attempt to 
create effective control mechanisms to prevent possible abuses. “Neonatal 
euthanasia” should only be used in exceptional cases where doctors and 
parents believe that there is no other alternative to relieving the patient’s 
suffering. On the basis of currently available data, it cannot be determined 
to what extent these safeguards are effective and whether they really con-
stitute protection against the occurrence of the slippery slope mechanism. 
This may be the reason why the Dutch Parliament has so far failed to pass 
the world’s first law legalizing “neonatal euthanasia”.

Proponents of legalization of medically assisted death in neonatology 
claim that it will help to avoid hypocrisy around this phenomenon. In many 
countries, it is unofficially practised, even though it is contrary to the law in 
force, such as that in Belgium or France. The criminalization of the deliber-
ate causing of death leads to abuse and concealment of this fact, e.g. under 
the guise of palliative care or inaction or discontinuation of treatment. This 
encourages making arbitrary decisions by medical staff. We cannot talk 
about discussing and searching for a good solution when the facts of a child’s 
death are concealed in order to avoid criminal investigation and prosecution.

The Netherlands is the only country that openly practises deliberate 
hastening of death in terminally ill children whose prospects are considered 
hopeless, striving to maintain a balance between the authority and knowledge 
of the medical staff and the will of the parents of the sick child. Legaliza-
tion of “neonatal euthanasia” in the opinion of advocates of its application 
will allow to reveal the scale of this phenomenon, enable its control and 
facilitate decisions about the fate of a child by parents and doctors, and thus 
will allow to better protect the interests of terminally ill children (Eijden, 
Martinovici, 2013, pp. 77–78).
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For and against the Protocol
The deliberate causing death vs palliative care
The essence of terminal sedation

According to the authors of the Protocol, the forms of palliative care pro-
vided to adults will not always be appropriate for very young children, due 
to the fact that the process of dying in children is different, e.g. the period 
between withdrawal from therapy and death is longer than in adults. Also 
suffering in children is more difficult to observe (Sauer, Verhagen, 2012, 
pp. 299–300). It seems that the way to eliminate suffering will be to use ter-
minal sedation, i.e. to put the patient in a state of unconsciousness. Sedation 
can be of transient nature and be temporarily used in patients suffering from 
terminal disease. Deep continuous sedation is used in patients in the dying 
phase, usually in their last days and hours of life, and it lasts until death 
of the patient. This type of sedation is used only when death is inevitable, 
and sometimes it can be associated with the cessation of artificial hydration 
and nutrition. It should be remembered that this is a very radical solution 
and should be used only when other forms of palliative care are exhausted 
(Legemaate, Verkerk, van Wijlick, de Graeff, 2007, pp. 62, 67; Badarau, 
de Clercq, Elger, 2019, p. 51). According to the guidelines of medical and 
hospice associations, the recommended period of use for terminal sedation 
is 14 days (Badarau, de Clercq, Elger, 2019, pp. 52–56). 

It is important to exercise particular caution, the therapy must be ad-
equate to the patient’s condition. Supporters of the use of sedation empha-
size that if used correctly, it does not contribute to hastening the patient’s 
death and may be considered an alternative to medically assisted death. It is 
possible to draw boundaries between the two procedures. The purpose of 
terminal sedation is to relieve the patient’s suffering, it does not shorten the 
patient’s life, and it is also a reversible procedure. Other drugs are used in this 
case, whose dose is not exceeded as in the case of medically assisted death. 
Sedation is considered to be a radical albeit normal procedure in palliative 
medicine, but the intention to shorten life cannot be a part of it. The pa-
tient’s informed consent is crucial, but in the case of young children, the 
authorisation for the procedure is transferred to the parents. The decision to 
use sedation should be made by the parents and the medical team in agree-
ment on what is best for the young patient, and its sole purpose should be to 
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alleviate the child’s suffering (Legemaate, Verkerk, van Wijlick, de Graeff, 
2007, pp. 64–70; Cherny, Radbruch, 2009, pp. 585–586). Taking into account 
the specificity of neonatal cases, sedation does not deal with the problem of 
exclusion of consciousness as in adults (which is sometimes perceived as 
unacceptable because it prevents patients from leaving on their own terms) 
because in such small children, consciousness is not developed yet. What 
is meant here is the elimination of physical pain.

Doubts related to the use of sedation

According to opponents of deep continuous sedation, the boundary between 
this procedure and medically assisted dying is very difficult to establish. One 
of the problems is the lack of evidence that correctly applied sedation does 
not affect time of death. It may not therefore be presented as an alternative 
to the use of euthanasia or “neonatal euthanasia”. It is not possible to state 
unequivocally that the use of sedation will eliminate symptoms of suffering 
that are difficult to control by other methods (Badarau, de Clercq, Elger, 
2019, pp. 59–60, 62). 

Sedation is presented by its supporters as a procedure that restores 
comfort to the patient and gives the illusion of “natural” death – because 
the patient dies in their sleep. This removes responsibility from the medical 
personnel making this procedure acceptable. However, this is not the case 
because we are dealing with a coma pharmacologically induced by a doc-
tor. Sedation also has effects difficult or even impossible to predict, such as 
respiratory depression or aspiration pneumonia, which can hasten death of 
the patient. Thus, it cannot be said in this case that the patient died as a re-
sult of illness, whereas as in the case of euthanasia or “neonatal euthanasia” 
the cause of death is the administration of medicines (Badarau, de Clercq, 
Elger, 2019, p. 60). 

Another very important problem is that it is not always clear whether 
the purpose of sedation was to relieve suffering or whether the real intention 
was to speed up death of the patient. It is not possible to state unequivocally 
that the acceleration of death was only predicted. On the one hand, medical 
staff may not want to use sedation because they will have doubts about how 
to morally assess this procedure and will not want to be accused of causing 
death of the patient (Cherny, Radbruch, 2009, p. 582). On the other hand, 
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since this procedure does not require formal rigors such as those laid down 
in the Protocol, sedation can be given in the documentation instead of medi-
cally assisted death of the patient, which is a field for abuse. Therefore, it can 
be said that it is a kind of “euthanasia” in disguise, and this poses a greater 
threat to patients than a deliberate shortening of life in accordance with the 
requirements set out in the Protocol (Cherny, Radbruch, 2009, p. 582; Raus, 
Sterckx, Mortimer 2012, pp. 45–52).

The principle of double effect in palliative care

Proponents of the use of sedation argue that the goal of sedation should 
always be to overcome symptoms that are especially troublesome for the 
patient, and never to cause their death. Such a position has been adopted by 
medical associations such as the American Medical Association, Norwegian 
Medical Association, nursing associations or hospices in their guidelines, 
emphasizing that the sole purpose of sedation is to bring relief from suffer-
ing (Matersvedt, Bosshard, 2009, p. 622). French Code of Medical Ethics 
precludes the intention to shorten life as an objective of the palliative care 
(Baumann, Claudot, Audibert, Mertes, Puybasset, 2011, p. 5). The principle 
of dual effect is cited as the moral justification for the risk of accelerating 
death in some palliative care procedures. It means that an action which causes 
both good and bad results, in this case the bad result being the hastening of 
death of the sick person, is morally justified if it is taken with the intention 
of achieving the good result, which is to relieve suffering by sedation. Bad 
result cannot be intentional but only expected (Sykes, 2009, p. 49; Dangel 
2011, p. 59). The dual effect principle allows palliative therapy to be con-
ducted in a legitimate manner, justifying the risk of hastening the patient’s 
death associated with the dosing of analgesics and sedatives. Resignation 
from this principle would have to lead to the deliberate acceleration of death 
as a morally justifiable act or result in the prohibition of pain relief and 
sedation (Jansen, 2010, pp. 20–21; Sykes, 2009, p. 49).

At the same time the principle of double effect is very strongly criti-
cized. The main charge is the ambiguity of the intention. How to determine 
which effect of the action taken was intended and which was only antici-
pated. It is very difficult to determine the relationship between actions, effects 
and intentions. As already mentioned, this may give rise to legitimate concerns 
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for doctors and health professionals as to their responsibility for the effects 
of the treatment administered. Very often, medical staff caring for terminally 
ill people do not notice the difference between pain control and euthanasia, 
or are afraid to administer large doses of analgesics and sedatives in order 
not to be accused of abuse or misconduct contrary to medical ethics (Sykes, 
2009, p. 49; Jansen, 2010, pp. 21–22; Warnock, Macdonald, 2008, p. 111). 
On the other hand, the defenders of the application of the dual effect prin-
ciple claim that, despite the doubts, it should take place in decisions related 
to palliative care. The doctor’s activities may well determine the doctor’s 
intentions, e.g. by planning the administration of medicines and monitoring 
the doses administered. The documentation of the pharmacological agents 
used is very important (Sykes, 2009, p. 49). 

The risks associated with the possibility of shortening life must be very 
well justified (McStay, 2003, p. 76) and the principle of dual effect alone 
cannot be the only premise in assessing the use of sedation. However, the 
doctor who conducts the procedure should always be guided by the relief 
provided to the terminally ill patient. Determining the intention of a physi-
cian is very important in clinical practice, even if we question the usefulness 
of the double effect principle (Jansen, 2010, p. 30).

Is sedation an alternative to “neonatal euthanasia”?

Sedation, although an acceptable form of palliative care, is not, according to 
the authors of the Protocol, an alternative to the deliberate causing of death. 
Sedation should be used approximately two weeks before the expected death 
of the patient. In the case of children, there are diseases that are different 
from those of adults who suffer most often from cancer. And so death as 
a result of e.g. a spina bifida or hydrocephalus is expected within a few 
weeks or months, so it is difficult to say that the use of sedation until death 
is a good medical practice. Therefore, the application of the procedures laid 
down in the Protocol may be the only alternative to eliminating suffering 
in terminally ill children (Sauer, Verhagen, 2012, pp. 299–300; Legemaate, 
Verkerk, van Wijlick, de Graeff, 2007, p. 71).

Because five years after the Protocol was introduced, two cases of inten-
tional causing of death were officially recorded, and both concerned children 
with epidermolysis bullosa, opponents of “neonatal euthanasia” presented 
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a case of submission of a several-month-old child with this condition to 
palliative sedation. It is possible not only to save the lives of children with 
EB, but also to increase the comfort of their lives or at least to let them die 
without suffering. When using analgesia and sedation at the end of life, and 
with very good cooperation between doctors, pharmacists and parents, the 
patient died 5 days after sedation. Previously, analgesia was administered 
along with adequate palliative care, resulting in a significant improvement in 
the quality of life of the child who spent part of its life at home. Therefore, 
appropriate therapeutic solutions can be sought and “neonatal euthanasia” 
does not have to be the only option for patients with this disease (Pasichov, 
Frizolla, Miller, 2018, pp. 1–2).

Opponents of the Protocol’s solutions stress the need for comprehensive 
education of medical personnel in the use of appropriate analgesic therapy 
and sedation. It is becoming necessary to establish and comply with strict 
criteria for the application of these procedures, taking into account the spe-
cific nature of neonatal cases. The procedure itself should be exceptional and 
used when there is no other way to alleviate the suffering of the sick. In the 
specific case it is necessary to assess the burdens and benefits for the pa-
tient. If sedation is used in the last phase of a terminal disease, there is very 
little risk of hastening death. There is no question that sedation is a hidden 
form of euthanasia. This appropriate action in relation to palliative care is 
the opposite of “neonatal euthanasia”. It is also important not to call it ter-
minal but rather palliative sedation, otherwise there is a suggestion that this 
procedure speeds up death. The correct and proportionate use of sedation to 
serve the good of the patient and to be the best way to care for patients at the 
end of life can be a response to the use of “neonatal euthanasia” (Cherny, 
Radbruch, 2009, p. 582; Carr, Mohr, 2008, p. 79; Rietjens, van Delden, 
van der Heide, 2018, p. 2; Warnock, Macdonald, 2008, pp. 108, 111). 

The deliberate termination of life as an alternative to withholding 
and withdrawal from therapy

In considering whether it is acceptable to deliberately shorten children’s lives, 
the same problem arises as in the case of adults. For some of the patients 
listed in the Protocol, withholding therapy or withdrawing from therapy shall 
apply. The question therefore arises as to what these procedures stand for. 
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Why are they considered morally acceptable even though they result in 
death of the patient and the deliberate shortening of life because treatment 
is withheld/withdrawn? The distinction is necessary in order to set a limit 
for withdrawing from treatment and not to expose patients to treatment that 
is not beneficial to them and that can place a heavy burden on them. In eth-
ics and medical law, it has been assumed that when a patient resigns from 
therapy, he dies as a result of the disease, whereas in the case of medically 
assisted death, including “neonatal euthanasia”, the cause of death is the 
administration of drugs (Callahan, 2000, p. 99; Brock, 2004, p. 73). With-
holding therapy or withdrawing from therapy occurs when from the medical 
or moral point of view it no longer makes sense. The reason for withdrawing 
from medical intervention is its inconvenience and inability to overcome 
the disease both in children and adults. However, the use of further treat-
ment can only be prolongation of the agony. Withholding therapy as well as 
withdrawing from therapy in the last stage of the disease allows the patient 
to die (Aszyk, 2006, p. 144). 

Withdrawal from life-sustaining therapy or life-saving measures shall 
not be considered a homicide. The cause of death is the removal of techni-
cal measures that delay death, and so, e.g. disconnection of the respirator 
is consent to death that would have occurred had the respirator not been 
used. The basis for decisions in such situations is judgement about the limits 
of treatment, not about the patient’s life.

Withdrawing from treatment is considered to be a part of a medical 
practice, whereas administering a pharmacological agent with the intention 
of causing death cannot be allowed, and therefore “neonatal euthanasia” is 
the murder of the patient. There is a difference between artificially sustaining 
life and artificially shortening it (cf. Urofsky, p. 135). Assuming that with-
holding or withdrawing from the therapy is the killing of a sick child, we 
will become a hostage of modern technologies. It is therefore very important 
to establish transparent procedures for the withdrawing from treatment in 
terminally ill children (Callahan, 2000, pp. 174–177).

It should be added that in the era of current neonatal intensive care 
units, it becomes very difficult to answer the question of what natural death 
really is. Is it dying, which occurs after all available means of prolonging 
life have been exhausted, sometimes at the cost of the enormous burden 
that this entails for the patient, or a peaceful death without technological 
extravagance? 
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The active shortening of the lives of newborn babies should be consid-
ered controversial, especially as the child cannot express his or her wishes 
and the decision is made on the basis of an assessment of the quality of his 
or her life. The purpose of the procedure is to relieve the suffering of a ter-
minally ill child. Supporters of the Protocol shall adopt the assumption that 
death is not always evil. There is no moral difference between switching 
off the respirator and giving the patient a lethal dose of medication, in both 
cases the patient is allowed to die. Therefore, drawing a distinction between 
causing death and letting die is simply hypocritical.

 “Euthanasia” can be a better option than withdrawing from therapy in 
some cases. The child is at risk of suffering from malnutrition and dehydra-
tion while waiting for death, which cannot always be minimized by palliative 
care. Sometimes parents may prefer deliberate causing of death to withdrawal 
from therapy, as the child dies quicker (Woien, 2008, p. 31; Verhagen, 2013, 
p. 295; cf. Kon, 2008, p. 27). If there is nothing but pain and suffering in 
a child’s life and medicine has nothing to offer, then early death will be an 
expression of the child’s best interest. Therefore, euthanasia in this case 
will be a more humane alternative than withholding therapy or withdrawing 
from therapy. The procedures in the Protocol are designed to protect children 
with no future prospects (Manninen, 2006, pp. 644–645; Manninen, 2008, 
p. 33). Naturally, the best interests of the child must always be a primary 
consideration when making end-of-life decisions (Verhagen, Sauer, 2005, 
p. 960; Verhagen, de Vries, 2008, p. 29; Manninen, 2006, p. 644).

Opponents of the Protocol criticize the concept of the best interests of 
the child on the grounds of a lack of prospects, a hopeless situation and an 
unbearable suffering. It should be noted that the argument that there is no 
moral difference between withdrawal from therapy and euthanasia cannot be 
applied because the most controversial cases concern children who are not 
dependent on intensive care and can survive from a few months to an adult 
age depending on the disease (e.g. in the case of spina bifida). The Protocol 
poses a major risk because it concerns children who are not affected by 
terminal illness (Kon, 2007, p. 457).
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Criticism of quality of life

The criteria used by proponents of the Groningen Protocol, i.e. quality of 
life and poor prospects for the future or unbearable suffering, lack clinical 
and ethical precision (Chervenak, Arabian, 2006, p. 31; Lindemaan, Verkerk, 
2008, p. 47). 

The Protocol does not define what the term “quality of life” means. This 
assessment is made by doctors. The Dutch Pediatric Association agrees that 
the evaluation of the quality of life is very difficult, but gives some refer-
ence criteria: perceptible pain and discomfort, dependence on third parties, 
low communication capacity, dependence on hospital care and the expected 
length of therapy (Sauer, Verhagen, 2012, p. 292; Barry, 2010, p. 409). Ac-
cording to opponents of the Protocol, poor biological quality does not neces-
sarily mean poor quality of life at all. This criterion is very subjective – we 
evaluate the quality of life best from our own perspective; infants cannot 
do this. Here, the decision for children is made by someone else. Is it not 
the case, then, that quality of life assessment is an assessment of the burden 
that sick children place on parents and society? (Chervenak, McCullough, 
Arabian, 2006, p. 31; Chervenak, McCullough, Arabian, 2009, p. 202). 

It is also very dangerous to say that the patient has no future prospects 
(Jotkowitz, Glick, Gesendheit, 2008, p. 24). We cannot really know that. 
Individuals with a spina bifida live to an adult age and can lead a very sat-
isfying life. Many medical prognoses are sometimes misleading. Account 
should also be taken of the continuing development of medicine, which 
contributes to the well-being of many of those who until recently were 
considered to be in a hopeless condition (Barry S., 2010, pp. 412–413; 
Voultsos, Chatzinikolaou, 2014, p. 200). The question is whether, in the 
case of children with genetic diseases, poor biological quality of life makes 
them less valuable than others. Or maybe it is rather a question of financial 
issues related to treating children who will never be fit (Vizcarrondo, 2014, 
p. 391). The question also arises whether the solutions adopted in the Pro-
tocol will not promote discrimination against poorer families who cannot 
afford expensive childcare (Voultsos, Chatzinikolaou, 2014, p. 199).Thus, 
the issue of quality of life can easily turn into an economic one.

In view of the above doubts, we should consider whether quality of 
life can be consider a proper justification of decisions related to ending the 
life of terminally ill children (Warnock, Macdonald, 2008, p. 40). Are poor 
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prognoses and a lack of a future not the same as “a life unworthy of living?” 
Thus, under the pretext of a poor quality of life, an economic calculation is 
made (Jotkowitz, Glick, Gesendheit, 2008, p. 25). “Neonatal euthanasia” 
may be a cheaper solution than keeping terminally ill children alive. Why 
should we cure someone who will never be fit, and in many cases throughout 
life will be dependent on the care of others? It is easy to estimate the costs of 
treatment in intensive care units or of other life-sustaining procedures. In ad-
dition, there is the burden on parents of caring for a child with disabilities on 
a permanent basis. There were cases where parents could not cope with the 
child’s care and the child was returned to the hospital ward, where it stayed 
until its death. Why should society bear the burden of caring for terminally 
ill children who, according to medical prognoses, are likely to die anyway? 
Is “neonatal euthanasia”, which is not only a quick and painless release 
from suffering, easier and simply cheaper option at the same time? These 
are open-ended questions, but they are not answered directly.

In the Groningen Protocol, the quality of life category is used to assess 
whether the lives of seriously ill children are worth continuing with and 
whether they can be interrupted. It shall be assessed in this way: whether 
life in the cases listed in the Protocol is of value to these children or whether 
it remains only a burden. Illness and the unbearable suffering it causes can 
mean that life is not of good quality, so one can conclude that it is not worth 
living and pass judgment on whether or not to prolong it. A shorter life can 
mean protection from the evil of living with the disease and therefore justifies 
its interruption. The assessment of the quality of life of young children was 
reflected in clinical decisions in neonatology. On the basis of the premises 
of unbearable suffering and poor predictions for the future, a “neonatal 
euthanasia” is carried out.

The opponents of such arguments believe that the evaluation of the 
quality of life should be combined with the improvement of the patient’s 
health. Children suffering from incurable diseases should be cared for ap-
propriately and their pain and suffering caused by the disease should be 
minimized. It is an expression of concern for those of us who cannot speak 
for themselves. And it does not necessarily mean vitalism, which says that 
life must be saved at all costs (cf. Paterson, 2003, pp. 2, 11, 15–16; Warnock, 
Maconald, 2007, p. 40).

The quality of life argument, which was used as one of the arguments 
for the admissibility of euthanasia in adults, is not a sufficient justification 
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for the decision to deliberately interrupt life in young children. According 
to opponents of the Protocol, quality of life is a blurred category and it 
serves to make often arbitrary assessments by third parties. Parents, doctors 
and composition of judges are not entitled to assess the quality of life of 
a particular child, and even less to conclude whether it is worth continuing, 
as they can only assess the situation from their own perspective. It is not 
enough to decide about death of another human being.

Criticism of the concept of unbearable suffering

Further doubts have been raised over a vague concept of the patient’s suf-
fering felt by the patient as one of the conditions for the admissibility of 
deliberate causing of death. This is one of the key arguments for justifying 
life termination. The Protocol does not define or explain what unbearable 
suffering is (Westhuizen, 2017, p. 219; Chervenak, McCullough, Arabian, 
2008, p. 6). In the case of adults, they can themselves evaluate both their 
physical and psychological suffering. Since very small children cannot 
communicate whether they suffer unbearably, it is estimated on their behalf 
(Kodish, 2008, p. 893; Chervenak, McCullough, Arabian, 2009, p. 202; 
Lindemaan, Verkerk, 2008, p. 47; Eijden, Martinovici, 2013, pp. 76–77).

Proponents of the Protocol claim that it is possible to assess the pain 
experienced by a child through observation and analysis of vital parameters 
(e.g. crying, pressure, breathing) (Verhagen, Sauer, 2005, p. 959). It is 
obvious that children can feel pain and sometimes it causes terrible suffer-
ing. Moreover, not every pain is treatable and the only way to stop it is to 
make a decision about ending a child’s life. That is why it is so important 
to follow the guidelines of the Protocol (Sauer, Verhagen, 2012, p. 295; 
Tedesco, 2017, p. 255). The aim of the Protocol is to protect children who 
have the prospect of a future life full of suffering and then a long and painful 
agony. In certain situations, death is the only option for reducing suffering 
(Manninen, 2006, pp. 645–646).

However, as with quality of life, the assessment of suffering comes from 
third parties. In fact, when parents ask for their child’s life to be shortened, 
they talk about their suffering and their sense of hopelessness. For example, 
neuromuscular blockers (NMB) are administered when artificial ventilation 
is disconnected. Parents do not want to witness the child’s agonal respiration 
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and ask for NMB. Then whose suffering is at stake? Do they assess their 
own situation or do they consider what is in the best interests of their child? 
(Verhagen, 2014, p. 297; Voultsos, Chatzinikolau, 2014, pp. 197, 199). 

Opponents of the Groningen Protocol claim that suffering is a psycho-
logical phenomenon, and in the case of very young children, we can only talk 
about the physical symptoms that are observed. An assessment carried out 
in this way cannot be effective. It is impossible to estimate what unbearable 
suffering is and as such it cannot be accepted as a premise in the argument 
justifying medically assisted termination of life (Chervenak, McCullough, 
Arabian, 2006, p. 32). For example, children with spina bifida (and precisely 
21 out of 22 registered cases of “neonatal euthanasia” were affected by this 
disease before the entry into force of the Protocol) do not suffer from chronic 
pain, and as a result, most people affected are able to lead a normal life (Kon, 
2007, p. 458; Chervenak, McCullough, Arabian, 2006, p. 31). 

Why, then, was a controversial category included in the Protocol as 
one of the key criteria for justifying the use of “neonatal euthanasia”? Ac-
cording to Serge Van den Ejden and Dana Martinovici, it happened because 
in the Netherlands euthanasia of adults was accepted and legalized. In the 
law, one of the prerequisites for medically assisted death is that the patient 
suffers unbearable suffering. This premise has been explicitly transferred 
to the Protocol from the norms of the Termination of Life on Request and 
Assisted Suicide (Review Procedures) Act for adults who can evaluate their 
suffering both physically and mentally and base on an assessment of their 
quality of life to request euthanasia or assisted suicide. Causing death be-
comes the only acceptable way out of a hopeless situation. However, in the 
case of “neonatal euthanasia” there is a projection of values and ideas about 
the suffering of adults. This is a very weak and even inadequate reference 
to the real state of the child. Therefore, it is very difficult to translate the 
premise of unbearable suffering into the situation of neonatal patients and 
to make it legally binding (Eijden, Martinovici, 2013, pp. 76–77).

 Indeed, the Groningen Protocol according to its opponents, proposes 
the abolition of suffering through the acceptance of infanticide, which is 
incompatible with medical ethics (Kodish, 2008, p. 893). Response to the 
suffering in children is love and sympathy. If it is not possible to restore 
health, hospital and hospice care and support for patients staying at home 
should be provided. Nowadays, medicine provides a lot of tools for pain 
relief. It is palliative care that should serve the purpose of reducing or 
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eliminating suffering, not the consent to killing (Vizcarrondo, 2014, p. 391 
and Jotkowitz, Glick, 2006, p. 158).

The problem of autonomy

As mentioned earlier, the most important argument used in the debate on 
the legalization of medically assisted death in adults – autonomy – cannot 
be raised in the discussion on the admissibility of the solutions proposed 
by the Protocol. In the case of very young children who cannot make and 
communicate their decisions, it is up to someone else to decide (cf. Kon, 
2007, p. 455; Kon, 2008, pp. 27–28 and Gusendheit, Steinberg, Blazer, 
Jotkowitz, 2009, p. 6). 

In the past, the decision on the fate of a newborn child with a genetic 
defect, incurable disease or disability was made by a doctor or a midwife, 
especially if the birth took place at home. Today, parents are involved in 
the decision-making process (Warnock, Macdonald, 2008, pp. 42–43). For 
example, in the Netherlands they decide on the fate of their child, in the UK 
their vote is co-decisive, and in the event of a dispute between parents and 
doctors, the final decision is taken by the court. In France, doctors decide 
who do not have to take into account the opinions of parents. The principle 
is to avoid a therapy that is too burdensome for the patient and does not 
bring him benefits and irrational obstinacy (Cuttin et al., 2009, pp. 23–24; 
Voultsos, Chatznikolau, 2014, p. 200)

In the case of the procedures laid down in the Groningen Protocol, 
the fate of the child shall be decided by the parents. Initially, their decision 
was referred to in the Protocol as informed consent, but this term can be 
used only if it is a patient herself/himself, who makes her/his own deci-
sions. In such a situation, it is only possible to speak of surrogate decisions 
on behalf of the child or simply permission. The parents in this case act as 
his/her trustees, whose task is to protect the best interests of the child (Ver-
hagen, Sauer, 2005, p. 960; Vizcarrondo, 2014, pp. 389–390; Chervenak, 
McCullough, Arabian, 2008, p. 203; Chervenak, McCullough, Arabian, 
2006, p. 30; van der Westhuizen, 2017, p. 219). 

 The solutions adopted in the Protocol provide for a double authoriza-
tion of this interest: a reasonable assessment of doctors who act as experts 
on the one hand, and parents who agree to the procedures laid down in the 
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Protocol on the other hand could be regarded as safeguards to protect the 
interest of the child. A prerequisite for this is that there is an agreement and 
unanimity between the two parties, as the child cannot speak for himself or 
herself. This solution, according to its supporters, is characterized by great 
caution and balance. The intentional causing of death procedure allowed by 
the Protocol applies only to exceptional cases where medicine has nothing 
else to offer. The Groningen Protocol remains consistent with the interests 
of the child in a situation where death remains tragic but the only choice. 
Such a construction is as acceptable as possible. There is nothing special 
about this since decisions to end therapy are made on the same basis and 
are acceptable. Therefore, why not accept the intentional causing of death, 
in both cases the ending is the same – the termination of a child’s life (Te-
desco, 2017, pp. 253–256). It should be up to parents to resolve the conflict 
between alleviating suffering and prolonging a child’s life, as they bear the 
burden of care and upbringing. Their opinion should be final. It should be 
added that if the parents do not agree with the doctors’ assessment and want 
to continue the treatment, their will is respected (Sauer, Verhagen, 2012, 
p. 292; Lindemaan, Verkerk, 2008, pp. 49–50). 

Opponents of such a solution claim that since consent is a key ele-
ment in the dispute over the admissibility of medically assisted death, it is 
doubtful whether parental consent can replace the child’s consent. In this 
case the reference to the concept of informed consent is dangerous and 
vague. Children are not the property of their parents. After all, they can 
make a decision being terrified or at least afraid, that they will not be able 
to bear the burden of caring for a seriously ill child, and they are also influ-
enced by the opinion of doctors. It is therefore necessary to protect those 
who are the weakest and who cannot speak for themselves. And therefore 
the Protocol should be rejected, it may not become a part of the paediatric 
practice (Chervenak, McCullough, Arabian, 2006, p. 32; Kodish, 2008, 
p. 893; Voultsos, Chatzinikolaou, 2014, p. 200; Chervenak, McCullough, 
Arabian, 2009, p. 202; Jotkowitz, Glick, 2006 p. 157).

Groningen Protocol and medical ethics

According to its critics, the Groningen Protocol is a violation of one of 
the fundamental principles of medical ethics, which is not to harm the 
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patient. The provisions of the Protocol are, in fact, an acceptance of the 
active ending of the lives of seriously ill children. It contradicts the Hip-
pocratic Oath. The deliberate termination of life (“neonatal euthanasia”) 
may not become a determinant of a good medical practice (cf. Gusendheit, 
Steinberg, Blazer, Jotkowitz, 2009, p. 7 and Voultsos, Chatzinikolaou, 2014, 
p. 200). The role of the doctor is to protect and prolong life, and when it is im-
possible to do so, to minimize suffering, but never to kill the patient. We have 
a duty to care for the chronically ill and incurable patients (Kon, 2007, p. 456 
and Jotkowitz, Glick, Gesendheit, 2008, pp. 25–26). We need an absolute 
ban on the deliberate shortening of life in incompetent people. The protection 
of the weakest should become the rule in this case (Kodish, 2008, p. 893).

In Belgium, despite the amendment of the Belgian Act on Euthanasia, 
in which the minimum age limit from which the child may express its re-
quest to shorten life was legally deleted, it is still forbidden to intentionally 
shorten the life of infants. 

According to a representative of the American hospice movement, 
Brian S. Carter, it is important that medical art and related technology are 
used for the benefit of patients, including children with congenital malfor-
mations. Even in such a complicated situation as the decision on the fate of 
an incurably ill child, it is impossible to take the shortcut of reducing suf-
fering by deliberately shortening the life of the patient. If this life is never 
perfect can you just get rid of it? Why does life, even in the cases listed in 
the Protocol, not deserve to be protected and preserved? Hospice care is 
proposed as an alternative to the provisions of the Protocol where treatment 
cannot be offered but it is possible to minimize suffering and to surround the 
child and its family with kindness and compassion (Carter, 2016, pp. 5–7).

It should be remembered that in discussions on the provisions of the 
Groningen Protocol, the decisions taken by doctors working with terminally 
ill children determine the direction of evolution of contemporary European 
civilization and are an important voice in the dispute over the attitude of 
society towards the weakest and most vulnerable individuals. For ethical 
considerations, clinical and legal decision-making, it is important to make 
clear distinctions between:

 – life prolonging treatment when there is a real chance of a cure or 
remission (intensive therapy),

 – life prolonging treatment when the chance of a cure or remission is 
negligible (persistent therapy),
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 – withdrawal from life prolonging treatment and deciding on palliative 
care, when the chance of cure is negligible,

 – purposeful ending of life motivated by compassion.
According to the critics of the Protocol, withholding therapy or with-

drawing from therapy when the benefits for the patient are negligible is 
morally justified. The right way to deal with this situation is to use palliative 
care and provide comfort in the last period of life. This makes it possible to 
avoid extremes: on the one hand to deliberately accelerate death (“neonatal 
euthanasia”) and on the other hand to use aggressive and burdensome treat-
ment (persistent therapy). It is in accordance with both the doctor’s duties 
to provide the relief of suffering and the prohibition of intentional hastening 
of the patient’s death. The attitude of the physician is aimed at providing 
palliative care and decent dying conditions for sick children (Dangel, 2011, 
pp. 54, 59–60).

The solution, proposed by opponents of the Protocol, permits to avoid 
the conflict of duties pointed out by the Dutch courts in the Prins and Kadijk 
cases, where the relief of a seriously ill patient’s suffering is burdened with 
the risk of shortening his/her life. Palliative care permits to avoid taking 
shortcuts in form of “neonatal euthanasia”. However, it should be widely 
available to all those in need.

Conclusions

It should be noted that the provisions contained in the Protocol are not binding 
legal norms. These are merely the guidelines to help doctors make decisions 
in specific and difficult cases. However, there is a detailed procedure for 
documenting and verifying doctors’ activities. So far, the Dutch legislator 
has not decided to legalize the procedures ending life in neonatology.

The Groningen Protocol was created to make decisions to shorten life 
of children with serious defects, and whose suffering and pain cannot be 
reduced in any other way more transparent. Its supporters claim that the 
Dutch experience is not unique, but what is unique, is the open discussion 
held on the subject in the Netherlands for more than 20 years (Verhagen, de 
Vries, 2008, p. 29; Sauer, Verhagen, 2012, pp. 299–300; Verhagen, 2013, 
p. 294). The provisions of the Protocol have become a guide for doctors. Clear 
rules have been established for end-of-life decisions: such as withholding 
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therapy, withdrawing from therapy and the most controversial deliberate 
termination of life in terminally ill newborn children. 

Supporters of the solutions contained in the Protocol stress that “neona-
tal euthanasia” is a fact and it is practised in many European countries despite 
the formal prohibition and lack of social acceptance. In the Netherlands, 
the deliberate causing of death can only be tolerated in exceptional cases 
if palliative care is not effective and the only way to alleviate the suffer-
ing of a seriously ill child is to terminate his or her life. The Protocol sets 
out very strict criteria to be used as the last and only option in such cases 
(Sauer, Verhagen, 2012, p. 299; Francis, 2016, pp. 10, 15). It has nothing 
to do with eugenic practices and it is used in cases where medicine can-
not do anything more for the patient. The only goal is that the child does 
not suffer any more. This is considered more humane than withholding or 
withdrawing from treatment (Manninen, 2006, p. 651; Sauer, Verhagen, 
2012, p. 297). It should be emphasized that the procedures of the Gronin-
gen Protocol, involving deliberate causing of death, are intended only for 
extreme and rare cases. The primary objective of medical action remains 
the well-being of the patient when nothing more can be proposed than the 
maintenance of biological life. Therefore, opponents’ objections cannot apply 
(Tedesco, 2017, pp. 256–258; van der Westhuizen, 2017, p. 223). The way 
the Groningen Protocol has been practised so far and the small number of 
reported cases show that the procedures developed in the Protocol do not 
constitute a general consent to killing, therefore no slippery slope phenom-
enon has been proven (Verhagen, 2013, pp. 294–295 and Tedesco, 2017, 
p. 256). On the contrary, it is claimed that the Protocol should be considered 
a safeguard against the uncontrolled and unjustified euthanasia of young 
children (van der Westhuizen, 2017, p. 219). 

Opponents of the Groningen Protocol, on the other hand, call for its 
complete rejection as the one contrary to the principle of non-harming 
present in all codes of medical ethics, while postulating at the same time 
a ban on deliberate shortening of life (“neonatal euthanasia”) in neonatology 
(Gusendheit, Steinberg, Blazer, Jotkowitz, 2009, pp. 7, 9). In their opinion it 
is the duty of society to care for children, and the provisions of the Protocol 
contradict this obligation (Kodish, 2008, p. 892). 

The transparency of the practice of terminating life in newborn chil-
dren, which is referred to by the authors of the Protocol, does not mean that 
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it is ethical (Chervenak, McCullough, Arabian, 2009, p. 204; cf. Voultsos, 
Chatzinikolaou, 2014, p. 201).

The low number of cases reported to the Commission also raises legiti-
mate doubts. This does not mean that there are fewer procedures associated 
with deliberate termination of life. They could be treated as a part of palliative 
care and documented as, e.g. lethal analgesia (administration of morphine) 
or withdrawing from therapy (cf. Verhagen, 2013, p. 294; Francis, 2016, 
p. 10). It means that there is a justified doubt about the reliability of reports 
and the actual number of cases of deliberate shortening of life. Therefore, 
it gives rise to a suspicion of intentional causing of death of children that 
exceeds the criteria laid down in the Protocol. 

According to some critics, the Protocol is, by definition, crossing the 
border between allowing people to die and actively causing death, and thus 
it is the next step (after the legalization of euthanasia and assisted suicide 
in adults in the Netherlands) towards allowing the killing of vulnerable 
and unable to make decisions people such as newborn children (Jotkowitz, 
Glick, 2006, pp. 157–158). 

It should be stressed that there is no clear limit when a seriously ill per-
son’s life can be ended and when it is unacceptable. The Groningen Protocol 
is a very radical solution, as it applies to people who are not terminally ill.

The arguments in favor of legalizing the deliberate causing of death 
in children refer to the principle of respect for autonomy as in the case of 
adults, whereas in the case of newborns this principle cannot be applied. It is 
also a misunderstanding to categorize children according to their expected 
quality of life, because it is based only on the ideas of the doctors or the 
parents of the children. This is clearly not enough to accept its provisions 
(cf. Kon, 2007, p. 458; Lindemaan, Verkerk, 2008, p. 46; Barry, 2010, p. 413; 
Dangel, 2011, p. 54).

Legalizing the provisions of the Protocol could in fact mean a “up-
heaval” in the legal system, undermining the fundamental human right to 
life (as expressed in constitutional law and international law at both regional 
and universal levels). In fact, it would be the legalization of a murder in 
the form of medically assisted death. It should be remembered that in the 
continental and Anglo-Saxon legal culture, a child at birth acquires the abil-
ity to be a subject of rights and obligations (although the decisions on its 
behalf will be made by parents or guardians), and therefore the decision to 
terminate its life is, by law, something other than abortion. In some cases, 
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the homicide of a child as someone who is vulnerable could be treated more 
severely by the courts than the murder of an adult. That is why it is so im-
portant to distinguish between withdrawing from therapy and the deliberate 
termination of life.

In the case of applications of the Protocol, the doubts are all the greater 
because the previous practice shows that the diseases suffered by the patients 
under the procedure were not terminal (spina bifida and epidermolysis bul-
losa) and the patients could have survived with them for many years. Taking 
decisions based on an assessment of the expected quality of life, which in 
addition is made by other people does not seem to be sufficient justification 
for the intended termination of life.

Even in a liberal Dutch society, at least in the nearest future, a law 
legalizing deliberate termination of life will not be proceeded. Neverthe-
less, some regulations are attempted to be carried out through the back door, 
as in Belgium, where there is no legal age limit for assisted death (in the 
Netherlands it is 12 years). It should be remembered, however, that we are 
talking here about consenting to the acceleration of death, which cannot be 
said in the case of the Protocol.

The practice itself is not new, at this point it should be reminded of 
the so-called therapeutic withdrawal in cases of “thalidomide children” who 
were born with deformed limbs. For example, in Great Britain, without ask-
ing parents for their consent, in some cases doctors made decisions in the 
delivery room based on the expected quality of life, which in their opinion 
was not worth continuing. This was done by leaving the newborn baby in 
a cold room to die. In some people’s opinions, this protocol is a more civilized 
form of such practice. A clear procedure, the need for parental consent, rapid 
causing of death by administering the right mix of medicines. The doubts and 
arguments of opponents and supporters of the deliberate termination of life 
(perhaps only the euphemism used so as not to talk about murder) remain 
the same despite the passage of time. The problem, however, remains topi-
cal all the more because it concerns the fate of terminally ill children who, 
depending on the decisions of others, remain ones of the weakest members 
of society. Doubts associated with the Protocol are very difficult to remove. 
According to its opponents, it should be rejected.
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Abstract

The problem of euthanasia in countries where this procedure is legal concerns pa-
tients who are capable of deciding on their own death. Consent to medically assisted 
acceleration of death is essential. However, the situation is different in the case of 
people who do not have the capacity to make decisions, such as patients who are 
mentally ill, mentally disabled, unaware or very young children. In the Netherlands, 
guidelines have been adopted for infants affected by incurable diseases, the so-called 
Groningen Protocol. The provisions of the Protocol concern both the resignation 
from therapy and active termination of life (“neonatal euthanasia”). It should be 
noted that this document is not a binding legal act.

Doubts arise as to whether the provisions of the Protocol are merely a permit-
ted abandonment of resignation from therapy or a consent to homicide, which may 
go unpunished under liberal Dutch policy. The question remains open as to whether 
this is an act of mercy in the form of putting an end to the suffering of terminally ill 
patients or a convenient pretext for getting rid of terminally ill children under the 
guise of poor quality of life.
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a direction that Edmund Husserl assigned to it, particularly in his published 
books. He reduced phenomenology to a theory of knowledge, apophantic 
analytics, analysis of cognitive acts, justification of pure logic, the building 
theory of the subject, a theory of science and so on. Phenomenology is thus 
conceived of as a theory of cognition (Płotka, 2015). On the other hand, 
we have the phenomenology that derived from the perspective determined 
by Alexander Pfänder and Max Scheler. In their works, phenomenological 
research focuses on the emotional and affectional life, on the psychological 
character, will, on values, social life and ethics. One can venture a state-
ment that without Husserl’s works phenomenology would be blind, without 
Pfänder and Scheler it would be empty. Without this ambitious, and thought 
of as a task to future generations, Husserlian project of phenomenology 
regarded as a fundamental and primordial science, Pfänder’s and Scheler’s 
research would constitute a “merely” interesting proposal of certain deter-
minations within the so-called regional ontology. Without Pfänder’s and 
Scheler’s works Husserl’s phenomenology would remain a grand theoreti-
cal framework of a great philosopher-mathematician, the framework more 
and more moving away from living reality towards pure transcendental 
structures. Certainly, this juxtaposition becomes problematic once we take 
into account what Husserl’s manuscripts actually contain. But even when 
late Husserl deals with the problematics of life-world (Lebenswelt) and of 
history, he still does so in the spirit of “scientific reasoning”, which only 
the phenomenologist such as Heidegger, Sartre or Levinas tried to dis-
sociate themselves from. All in all, from the beginning between these two 
orientations a lively dialogue took place and led to the fact that what at the 
beginning of the phenomenological movement proceeded separately, in the 
course of implementation of what was phenomenological had to eventually 
converge. In the following decades of the development of phenomenology 
the work on the transcendental justification of all knowledge went beyond 
the boundaries of pure consciousness and entered the area of the living bod-
iliness, the world of environment and intersubjectivity. The history of the 
phenomenological circle is a return to the world, to life, to others, to acting…

 This act of bringing of phenomenology down from heaven to earth 
is clearly evidenced by the post-war history of French phenomenological 
movement (Waldenfels, 1983). Phenomenology is said to have experienced 
a few turns: an existential, hermeneutic, aesthetic and a theological one. In-
creasingly frequently, one is looking for opportunities to do phenomenology 
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as “concrete practice”. In this spirit, in the last decade the phenomenological 
motto of “back to things” is adhered to by e.g. Natalie Depraz. As she says, 
“the epistemology is in fact inseparable from the practice in which we en-
gage. […] To cognize is to find out how to act on the reality in a particular 
real situation” (Depraz, 2010, pp. 17–18). Depraz speaks of the attitude of 
a phenomenologist-practitioner, as well as of phenomenology in action, 
in which phenomenology, not having anything of its own, still allows for 
something that cannot be subsumed under the label of phenomenology as 
such to enter its own territory. This is the original unfolding of the idea of 
phenomenology as xenology (Waldenfels, 2002, chapt. 4).

Presenting its own “applied phenomenology”, Depraz distinguishes 
seven different contexts in which there occur experiences that are congru-
ent with phenomenology and add to the richness thereof. Some of them are 
areas of internal experience that manifest themselves in scientific practice 
as well as spiritual ones. They serve as “paradigms of practical experience 
of phenomenology” (Depraz, 2010, pp. 87–88). These include: neurophe-
nomenology, Eastern orthodox theology, Buddhist meditation. Besides that, 
Depraz distinguishes the experience in relation to Other. She mentions the 
psychiatrically-therapeutic practice, ethno-methodological anthropology and 
psychology of mimesis in children. At the end, she switches to first-person 
psychology of aesthetic experience, associated primarily with her own 
practice of philosophical writing. Phenomenologically speaking, all these 
domains are mutually consistent. This consistency has four fundamental 
characteristics that can be particularly refreshing from the point of view of 
different phenomenology: 1. The phenomenological knowledge is acquired 
always in the first person, and the determining factor is a compassion; 
2. “practical foundation determines the ontological grounds of conduct”, 
ontology here is always practical; 3. bodily experience is placed in the 
center of research; 4. a special descriptive language is required (Depraz, 
2010, p. 113).

These assumptions that make up what Depraz called different pheno-
menology and applied phenomenology, and which can also be described as 
pragmatic or performative phenomenology too, we found in a completely 
different field of cultural activities. It is the theatrical works (performances 
and writings) by Jerzy Grotowski. The most important, while not the only 
one, goal of this paper is a presentation of Grotowski’s philosophy of theater 
in the context of the most important discoveries of phenomenology. We leave 
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it as an open question whether Grotowski’s work can be subsumed under 
phenomenology. However, it seems that his discoveries in the field of anthro-
pology of theater not only have much to offer to the latest phenomenology, 
which combines the experience of corporeality and intersubjectivity with 
the space of aesthetic and religious experiences, but also anticipates many of 
its ideas. A further aim of this article is an introduction of Grotowski’s ideas 
into the philosophy. So far Grotowski has remained an actually unknown 
figure within the purview of professional philosophy. It is a regrettable 
fact because in his work he made many discoveries which run parallel to 
or anticipate what has happened and is still happening in modern philoso-
phy. Just to mention that Grotowski is one of the initiators of the so-called 
performative turn in the humanities. One of the reasons that Grotowski is 
unknown in the twentieth-century philosophy is a fact that he placed his 
thought in the philosophical context which is nowadays of little importance 
(e.g. neognosis) (Osiński, 2009, pp. 177–225). And the commentators who 
followed Grotowski’s work proceeded precisely along these lines. We want 
to place Grotowski’s work near phenomenology, i.e. in the space in which 
it has never been placed before.2

 In the history of European culture, the combination of philosophy and 
theater is nothing new. We mean the philosophy of Friedrich Nietzsche and 
his interpretation of the birth and collapse of Greek tragedy (Nietzsche, 1905). 
According to Nietzsche, Attic tragedy comes to an end when a theoretical 
man came into the historical scene; the theory is an opposition of theater. This 
statement is possible and justifiable because both phenomena share a common 
foundation. It is the meaning of the Greek word qewreίν, which is connected 
with both qέatroν and qewrίa. The theater and theory are derived from 
a common activity of watching. Greek qewreίν means first “to watch”. With 

2 Although Kris Salata in his book The Unwritten Grotowski: Theory and Practice of 
the Encounter (Salata, 2012), which can be justifiably described as the most philosophical 
attempt to interpret Grotowski’s output so far, refers to the latter as the phenomenology 
of being, the book still lacks any references whatsoever to the works of representatives 
of the phenomenological movement (it is only several times that the name of Heidegger 
is mentioned) or to the issues raised by them. Since Salata does not explain what he 
understands by the concept of phenomenology, based upon the content of his book one 
can reasonably infer that he uses the word “phenomenology” rather loosely, with his 
understanding of the word and the one adhered to within the so-called phenomenological 
movement being poles apart. 
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reference to this meaning, the attitude of the philosopher was designated as 
the “theoretical life” (βίος θεορητικός) (Arendt, 1981, pp. 92–98). 

Indeed, qewrίa is “watching”, but not only in the sense of the passively 
observing from the distance, reflecting on, meditating, but also “actively” 
participating in the ceremony, in the pageant, procession, pilgrimage, par-
ticipation in the festival. When Nietzsche conceives of tragedy and poetry 
as watching, it refers to the “active” meaning of “theory”. qewrίa itself is 
a celebration in which, as noted by Pythagoras (Laertius, 2013, sec. 1.12, 
8.8; Gajda, 1996, pp. 27–29)3 in his definition of philosophy, you can par-
ticipate in different ways: as an actor, trader or spectator. Being a spectator 
is therefore only one of the ways of participating in the “theory”. Another 
one is to be an actor (Gadamer, 2004, pp. 121–122). 

But this is only one side of the affinity between theater and philosophy. 
Another form is Francis Bacon’s idola theatri. Bacon described them as 
“idols which have immigrated into men’s minds from the various dogmas 
of philosophies, and also from wrong laws of demonstration” (Bacon, 1905, 
book I, aphor. 44). 

It turns out that theater and philosophy combine both the search for the 
truth and art of creating a simulacrum. The problem is to separate one from 
the other. This is an important moment which is a starting point of Husserl’s 
phenomenology and Grotowski’s work. In the forthcoming part of the text, 
while speaking of phenomenology and its problems, I shall avail myself of 
various works by the recognized representatives of the phenomenological 
movement (Spiegelberg, 1960). However, the majority of references I shall 
make to the works of Husserl, who is responsible for the introduction of 
and the most comprehensive elaboration on the new sense of the concept of 
phenomenology. At this point, the works subsumable under the domain of the 
phenomenology of theater are of no interest to me (States, 1985; Johnston, 
2017). Instead, what I take interest in are the structural similarities between 
the two spiritual and cultural formations which are phenomenology and 
Grotowski’s theater. Before I embark on comparing Grotowski’s philosophy 
of theater and the standpoint of phenomenology, I shall briefly present the 
earliest works of the director of Apocalypsis cum figuris because they are 
virtually unknown among philosophers. 

3 Also Plato was apologetic of understanding philosophy as a misterium, which reminds 
us of his inclinations towards Orphic thought. 
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 Jerzy Grotowski’s Philosophy of Theater 

Nietzsche’s ideas are one of the most important philosophical premises of 
Jerzy Grotowski’s work. In the next part of this text we want to focus on 
the first period of Grotowski’s work, i.e. Theater of Performance (Osiński, 
1980). Without doubt, the subsequent periods of development of Grotowski’s 
work, and perhaps especially these ones, have much to offer to philosophy 
and phenomenology. However, the fact that because Grotowski forged his 
philosophy of theater while arranging performances confines our presenta-
tion to the first period of Grotowski’s work. We do not intend to discuss 
his concrete performances. The subject of our interest are the texts which 
Grotowski published at that time. The most important of them are texts 
collected in the book Towards a Poor Theater (1968) (Grotowski, 1984).

Nietzsche’s philosophy is one of the most important philosophical 
assumptions of Grotowski’s work.4 And this does not exclusively apply to 
the early work of the German philosopher. Grotowski’s point of departure 
is Nietzsche’s diagnosis of contemporary culture: “Death of the gods puts 
a man in the desert. […] And nothing protects us from the terror of death” 
(Grotowski, 2012, p. 122).5 Perhaps only art is able to develop human 
“major, metaphysical desire” of infinitude. It is about understanding and 
affirmation of life and the “weight and bitter fate”, it is about producing in 
man “nonreligious source of being joyful, a source of peace, liberating man 
from the terror of death” (p. 131). In the past – before the age of theoretical 
man – this role was played by the theater which was not separated from 

4 Certainly, there are more strictly philosophical inspirations in Grotowski’s 
works. In this context, one normally enumerates – next to already-mentioned Nietzsche – 
Eastern philosophy, gnosis, Christian mysticism, Freud’s psychoanalysis and Jung’s 
depth psychology. It is worth mentioning that in parallel to his first theatrical attempts, 
on the turn of 1957, Grotowski was conducting a series of open lectures lasting a few 
weeks, the lectures being dedicated to Eastern philosophy. See also: Kalendarium 
życia i działalności twórczej Jerzego Grotowskiego, available at: www.grotowski.net/
narzedziownia/kalendaria/jerzy-grotowski (2.10.2019).

5 In the forthcoming parts of the paper, the numbers of pages from the above-mentioned 
edition will be indicated in brackets in the body of the text, right after a given quoted 
passage. Only the longer fragments of Grotowski’s utterances are quoted for English 
publication (Grotowski, 1984). 
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religion, politics and wisdom. Can you now “return”to this function of the 
theater and make it the center of the earthly man’s salvation?

Certainly, it cannot be achieved by the conventional theater which 
focuses on the imitation of bourgeois “everyday life”. This theater – ac-
cording to Grotowski – is already dead. When competing with a cinema or 
television, the theater lost to both of the former. If in the face of “the agony 
of fideism”, the theater should exploit human “search for hope”, this “surplus 
imagination and anxiety”, previously taken advantage of by religious rituals, 
it must be a new theater: “neo-theater” (p. 137). Theater as a “philosophical 
mystery” (p. 140), the theater that has “philosophical ambitions” (p. 144).

Trying to answer the question “What is the essence of theater?” (p. 191), 
Grotowski had come a long way which made him in the first period of his 
work come up with the idea of   “poor theater”. His research focused on the 
search for “the absolute of theatricality” or “the gist of theatricality”. Ac-
cording to Grotowski, theater is a unique art. It is in fact a place of a direct, 
living encounter and dialogue of people – artists and spectators – which 
gives rise to a common immersion “in the problems of relationship between 
people and between man and the cosmos, in order to derive therefrom, as 
from legendary Colchis, a seed of hope” (p. 124). The theater is therefore 
of therapeutic nature (p. 181). It is a panacea for the crisis of contemporary 
culture. In 1958 young Grotowski noted:

Difficult and often tragic experiences of the twentieth century have cre-
ated the need for the theater, which – without lying and running away 
from problems, even drastic ones – gives man hope, ethical and social 
awareness, and restores the meaning of existence (p. 95). 

This early Grotowski’s pronouncement already perfectly reflects what 
constitutes a “grain of truth” throughout his work. Contrary to what is com-
monsensically associated with the words “theatrics” and “theater”, which 
usually means pretending, lying, creating the illusion, putting on a mask, 
game, play, convince, etc., what Grotowski demands from the theater is “not 
lying”. It’s about the absolute truth, absolute sincerity, which, restoring the 
meaning of existence, gives man hope. For what? That it overcomes “the 
problem of human loneliness, the inevitable human evanescence”.

Calling the theater an encounter and dialogue between the actors and 
the audience, Grotowski did not go beyond mainstream ideas on the art of 
theater yet. What was still lacking is some purificatory conceptual work and 
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drawing consequences of utmost importance. In his programmatic writing 
Towards a Poor Theater (1965) and in many interviews given at the same 
time Grotowski was trying to arrive at the idea of   the theater by excluding 
what is not theater (via negativa). The richness of theater, however, lies not 
in the technical means of creating illusion on the stage, the illusion being 
supposed to faithfully mimic reality, but – paradoxically – lies in its poverty, 
i.e. in discarding everything what is outside. To get to the gist of theatricality 
takes two groups of people meeting in the empty space: the actors and the 
spectators. That is all.

The acceptance of poverty in theater, stripped of all that is not essential 
to it, revealed to us not only the backbone of the medium, but also the 
deep riches which lie in the very nature of the art-form.

(English p. 21; Polish p. 251)

This is it – the meeting of actors and spectators does not happen spon-
taneously, but must be prepared in the smallest detail earlier (the theater 
is not a happening). Grotowski relies on craftsmanship, appreciates work 
ethic, in which profession is combined with one’s calling. To reach the es-
sence of theater, and for the theater to become what it is, you need genuine 
craftsmanship, the principles of which – according to Grotowski – are yet to 
be developed.6 “The actor is a creator who shapes the work of art in his own 
body” (p. 287). Grotowski develops complex techniques and exercises on 
body, bodily movements and voice, which are aimed at causing the theater 
to emerge. The physical training does not therefore amount to learning, but 
to unlearning (pp. 282, 315) – unlearning some clichés, habits (mental and 
physical) that hinder the disclosure of the spiritual process. The technique 
should serve to disarm and not to arm. Hence, there is no method or system 
by Grotowski, which could be used as a recipe for a “good performance”. 
“Each technique leads to metaphysics” (p. 248) – repeats Grotowski. What 
is the result of this training? When the actor – after many months, and even 
years of work, centered around his person (body and soul), in contact with 
a partner – achieves in the presence of and vis-a-vis (but not: for) spectators, 

6 In this respect, Grotowski highly appreciates the works of his predecessors, especially 
the ones by K. Stanislavsky; at the same time, Grotowski maintains that the achieve-
ments of the grand reform of theater at the turn of the previous century were not fully 
developed or refined. 
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the so-called total act. Then spectators become witnesses. According to 
Grotowski, by participating in this act all people experience the metaphysi-
cal unity. In this way, the theater comes back to its ancient roots, in which 
there was no division between art, philosophy and religion. It is a kind of 
secular ritual, secular liturgy through which man’s inherent metaphysical 
need is temporarily satisfied.

The total act is the most important concept in Grotowski’s early phi-
losophy of theater. About this, what this act consists in, says Grotowski 
repeatedly using the religious parlance:

Here everything is concentrated on the “ripening” of the actor which 
is expressed by a tension towards the extreme, by a complete stripping 
down, by the laying bare of one’s own intimity – all this without the 
least trace of egotism or self-enjoyment. The actor makes a total gift 
of himself. This is a technique of »trance« and of the integration of all 
the actor’s psychic and bodily powers which emerge from the most 
intimate layers of his being and his instinct, springing forth in a sort of 
“translumination”.

[…] The education of an actor in our theater is not a matter of teaching 
him something; we attempt to eliminate his organism’s resistance to this 
psychic process. The result is freedom from the time-lapse between inner 
impulse and outer reaction in such a way that the impulse is already an 
outer reaction. Impulse and action are concurrent: the body vanishes, 
burns, and the spectator sees only a series of visible impulses. 

[…] The requisite state of mind is a passive readiness to realize an active 
role, a state in which one does not “want to do that” but rather “resigns 
from not doing it”.

(English pp. 16–17; Polish p. 246)

One must afford extreme honesty with oneself and with the audience-
witnesses, the maximum sincerity. The actor must train his body so that it 
does not hamper the possibility of disclosing deep inner spiritual experiences 
which come mostly from the past and are associated with important events 
in human life (boundary situations). The art of the actor is retrieving the ac-
cess to the intimate memories and associations (not: emotions), or rather to 
access anew what has then happened (in the physical sense) – it is because 
the “memories are always physical reactions” (p. 268) and “the body is the 
memory” (p. 388) – and by dint of bodily signs constructed on the basis 
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thereof (not: invented) and ordered in the smallest details – revealing it to 
others. So, this is an act of confession, redemption, self-sacrificing, love. It is 
like a journey to your own life to which others are invited. The theater is 
a vehicle (p. 350). It is a true theater of cruelty (p. 360), “a sacred theater” 
(Brook, 2007, pp. 12–13).7

Creating works of art consists then in preparing the conditions of 
the possibility of disclosing the truth, so that man realizes his struggle for 
fulfillment, for living authentically, and for wholeness. Through total act 
man departs from the logic of everyday life, from its incompleteness and 
devotes himself to the paradoxical and dialectical logic of life. The mate-
rial of creation is his own life, which contains the truth about “his/her man” 
(Theophilus of Antioch). The theater reveals “that there is man”, “fact of 
life” (pp. 431–432). 

This fact of life is an objective one. By reaching the most intimate 
experiences in his life, by unblocking the body and finding signs that 
comprehensibly reveal the truth of life, an actor transcends his own “self” 
towards what is common to him, society and nature:

In moments of fullness what is animalistic in us, is not only animalistic, 
but rather it embraces the whole nature. Not human nature, but – the 
whole nature in man. What is then simultaneously actualized is a legacy 
of social man, man as homo sapiens. But this is not a duality. It is the 
unity of man. And then it is not “I” that does the act, “my man” real-
izes act. At the same time me and genus humanus. The whole human 
context: and social development, and everyone else – inscribed in me, 
in my memory, in my thoughts, in my experience, in my breeding, in 
my form, in my potential.

(only in Polish publication, p. 475)

In the body-memory there are certain archetypes that “bind us to the 
past”.8 Archetype “is the symbolic form of knowledge of man about himself 
or – if you prefer – of ignorance” (p. 212). In the archaic theater “viewers 

7 The idea of the restauration of theater as a ritual and “sacred” phenomenon, 
which, while demanding maximal honesty, unites the actor with spectator and both 
of them with cosmos. Grotowski owes as much to Nietzsche as to Antonin Ar-
taud. On the relations between festivity and glee derived from the infliction of pain, see:  
Nietzsche (1905–1906, p. 69). 

8 On this occasion, Grotowski recalls Jung; however, he admits that he uses the word 
‘archetype’ “without Jung’s philosophical connotations” (p. 212).
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saw the new personal truth in the truth of the myth, and through the ele-
ment of horror the viewer ultimately reached the climax, that is catharsis” 
(p. 252). The total act is also a historical one. “Of course, our life is individual 
and personal; we live in the present, but we are the result of something big-
ger – the history more extensive than our personal one […]” (p. 376). “We 
are like a big book in which what is inscribed is the presence of other human 
beings” (p. 503). The total act fuses a deep history of human being with 
actor’s history. Expression leads to objectification. It takes place by clear 
signs-gestures: “a spiritual process, not accompanied by a formal articula-
tion, discipline, or the structuralization of a role collides with formlessness” 
(p. 247). The difficulty lies in the combination of spontaneity and discipline.

One of the most important signs is a voice. It is “an extension of our 
body” (p. 416). “The act of total self-revelation is complete at the time of 
the extreme sincerity. When this happens, there is a place for words. At this 
point, words are inevitable; what then arises is a translanguage, whose base 
is derived from the biological and the physical” (p. 377). Spoken and sung 
words correspond to the content of the text which was chosen as the basis 
for the play. Grotowski chose texts recognized as classical (Kain by Byron, 
Faust by Goethe, Dziady by Mickiewicz, The Tragical History of the Life 
and Death of Doctor Faustus by Marlowe, texts in Sanskrit, Kordian by 
Słowacki, Akropolis by Wyspiański, Biblical texts and others) (Osiński, 
1972, pp. 347–351; Degler, Ziółkowski, 2006). They allowed “to go out 
to encounter our own sources” and to look for something that would be 
“like a crystal of challenge, something elementary, like the experience of 
our ancestors, like the experience of others, like the voice of the abyss” 
(p. 365), and even “the voice of the dead”. Each of the texts presents in 
a literary form some archetype, which in the space of the theater should be 
reconstructed and revealed at the level of the body. The basic principle of 
hermeneutics which applies here posits that a universal truth about man’s 
destiny is revealed and has a chance to become alive in the contemporary 
consciousness even as it gets immersed in “the human body, breath and 
internal impulses”. It is an “incarnation of the myth”. Because today, “col-
lectivity is no longer defined by religion and traditional forms of myth are 
in a state of »grinding«” (p. 252), because there is “no one faith” and con-
temporary culture and the individual self is like the tower of Babel (Ludwik 
Flaszen, p. 362); so, instead of the identification with the myth what remains 
is a confrontation – “between beliefs and life experience of past generations 
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and our own experiences and prejudices” (p. 326). Theater as a gathering 
of people in the context of the tradition is possible today only through col-
lision, struggle and testing different meanings. The central battleground is 
even the human body:

[…] even with the loss of a »common sky« of belief and the loss 
of impregnable boundaries, the perceptivity of the human organism 
remains. Only myth – incarnated in the fact of the actor, in his living 
organism – can function as a taboo. The violation of the living organ-
ism, the exposure carried to outrageous excess, returns us to a concrete 
mythical situation, an experience of common human truth.

(English p. 23; Polish p. 252)

Therefore, the content of the performance is always a myth, which is 
desecrated, but due to that, one affirms the past. Tadeusz Kudliński referred 
to this phenomenon by the formula, oftentimes repeated by Grotowski, 
“dialectic of ridicule and apotheosis” (p. 213 et seq.) (Degler, Ziółkowski, 
2006, pp. 139–140). This very formula reflects the profound irony contained 
in the performances of Grotowski. From the early performances Grotowski 
realized this approach to theater, which, not resigning from demonstrating 
the tragic truth concerning the whole of existence, introduces an element 
of fun, humor and playing with a convention. This is a true “theater of 
Dionysus”, which takes place “between the two extremes of reality: the 
tragic and grotesque” (p. 160). In remarks to an early performance that he 
made on the basis of Siakuntala by Kalidas (1960) Grotowski spoke about 
modern theater as a realization of the myth of the dancing Shiva. Theater is 
“playing Shiva”, the dance of the whole being.

The implementation and inevitable modification of the above-described 
artistic assumptions, lasting for the next decade, placed Grotowski outside 
the theater. “We should abandon the concept of ritual theater, because it is 
not possible nowadays, and this is due to the lack of commonly held beliefs” 
(p. 362). Other Grotowski’s statements from the end of the sixties do not 
leave any doubt as to his assessment of the possibilities of theater: “I doubt 
the possibility of direct participation in today’s theater, in an era where there 
is neither common faith nor a liturgy rooted in the collective psyche as the 
axis for the ritual” (p. 447). “I think you have to treat theater as an already 
abandoned house, something unnecessary, which is not really indispensable” 
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(pp. 469–470). “I do not feel that for me the theater was the target. There is 
only Act” (p. 478). “I do not love theater” (p. 523). 

Towards a Poor Phenomenology

At first glance, it seems that Grotowski’s philosophy of theater has little in 
common with phenomenology. In the second part of this article we will try 
to show that it is quite the opposite. We want to show that in fact there are 
a lot of similarities between Grotowski’s philosophy of theater and pheno-
menology. Maybe this analogy contains a more deeply rooted common basis 
for our benchmark, the benchmark constituting a source element, an origin 
and a root of all high spiritual activities.

The interest in the phenomenon of theater in the context of early phe-
nomenology research has already have a certain tradition. It is enough to 
recall Edmund Husserl’s analyses. Published in 1980 volume XXIII of Hus-
serliana entitled Phantasie, Bildbewusstsein, Erinnerung includes Husserl’s 
description, probably from 1918, which he devoted to the perception of the 
theatrical performance. The analysis requires a distinction between several 
types of imagination (Husserl, 1980, p. 514). We only mention it in passing 
here. One could, of course, try to apply Husserl’s analyses to the theater, as 
conceived of by Grotowski. It would yield – I think – a lot of useful discover-
ies. It is a fact that Husserl’s analyses are conducted from the perspective of 
the viewer and relate to the theater in its traditional nineteenth-century form. 
One can ask how much the revolution in theater entails inevitably a change 
in the way it is received. New thinking about the theater takes into account 
not only what is happening in the space of the “stage”, but also what hap-
pens to the viewers. Our task, however, is not to correct Husserl’s “theater 
philosophy” in the context of Grotowski’s activity. Instead, we shall compare 
the above-stated Grotowski’s philosophy of theater with some of the main 
ideas of phenomenology which form the common assumptions and thinking 
of the phenomenological movement.

1. Der Gott ist tot

In his succinct programmatic work Philosophie als strenge Wissenschaft, 
Husserl mentions the misery of the time and life that results from the 
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overturning of all previous values, which have been so far of utmost 
importance to humanity. Despite this fact, the metaphysical need for the 
infinite and absolute is still alive in man. But how to satisfy this need? 
How to continue to be a man in miserable times? Nietzsche meant the situ-
ation of life in the era of the “death of God”. The motto Gott ist tot does 
not only mean – as you know – the collapse of traditional religious beliefs, 
but it penetrates much deeper. It is about the decline of the belief in such 
a metaphysical interpretation of reality which claims that at the core of all 
reality there is an ever-lasting Substance, be it the eternal Being, God, etc. 
(Heidegger, 1997, pp. 171–216). This supposition turned out to be a mere 
appearance. The reality is a phenomenon at the basis of which there is noth-
ing; or, strictly speaking, there is Nothingness. The reality is therefore only 
a game of appearances and shadows, a space of aesthetic experience and 
artistic creativity. As Marx said, “everything solid melts into air”. The turn 
of the century was the era of fin de siècle. Human life became an issue.

Those cultural circumstances bred phenomenology. If the latter is 
to provide a remedy to the crisis, phenomenology must have maximal-
ist goals. It is an exact science that discovers absolute truth. How can 
this be done, however, if the reality is just a make-believe and a pheno-
menon? As Nie tzsche says, if there is no truth beyond a phenomenon, the 
phenomenon itself is truth. The answer to the crisis of culture cannot rely 
on insisting on ascertaining some truth lying beyond the phenomenon. 
Transcendence is a fiction. What remains then is the domain of immanence. 
How can then something which is apparently absolutely true be identified 
with what is merely phenomenal?

The metaphysical principle underlying phenomenology seems to 
coincide with Nietzsche’s diagnosis of the exhaustion of resources of 
transcendent truth. The principle says: there is Being only insofar as there 
is a Phenomenon. Husserl expressed the same truth saying: “In the mental 
sphere there is no difference between phenomenon and being” (Husserl, 
1910–1911, p. 312; Henry, 2007, p. 112). This does not mean that when we 
narrow down our analysis to sheer phenomena, what remains is only a frag-
mentary description of ever-changing reality. In the phenomenon Husserl 
perceives a possibility of reaching the essence thereof, the essence being 
possibly cognizable apodictically. The essence is not the same as reality. It is 
only the internal possibility of things. The domain of phenomenology is 
a possibility (Heidegger, 1987, p. 63), and its “vital element” is a fantasy 
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(Husserl, 1976, §70). One could therefore say that the way to truth runs 
through appearance. However – in Husserl’s opinion – only in this way you 
can establish objective and solid values   and eo ipso save European man.

Grotowski perceives the issue very much alike. But his remedy for 
crisis is not science understood as a description of the essence of the phe-
nomenon, but rather art and theater. In this respect, he definitely remains 
closer to Nietzsche than to Husserl. However, the reasoning of three of them 
is very similar indeed.

In the world of phenomena everything becomes a game and theater. It is 
the reason why the metaphor of the world as a theater made a career in the 
twentieth century. It is the reason why in the twentieth century the concept 
of game became so popular, even in serious philosophy (L. Wittgenstein, 
H.-G. Gadamer, E. Fink). Theater is the domain of delusion, lying, decep-
tion and simulation. Grotowski points out that in ancient times the art 
of acting was not highly esteemed, and those who occupied themselves 
therewith lived on the margins of society. As Husserl said in his analyses, 
on stage everything happens “as if”. This is the domain of imagination and 
unreality. So how is it possible in this world of appearance to reach such 
a thing as truth? The possibility of the access thereto sparks – according 
to Grotowski – the reflection on the essence – the essence of theater. He 
asks: what is theater in its deepest essence? And by virtue of this question, 
combined with theatrical practice, Grotowski opens up a new perspective 
of the search for truth in the phenomenon.

2. Zu den Sachen selbst!

The less reality, the greater the longing for things. One cannot just talk about 
the truth. Actually, one must do it even if it is only an act of reflection. In his 
phenomenological manifesto Husserl says: “Away with empty word analy-
ses! We must question the things themselves. Back to experience, to seeing, 
which alone can give our words sense and rational justification!” (Husserl, 
1910–1911, p. 305). This commonly known slogan of phenomenology is its 
hallmark: the extreme objectivist attitude. At the beginning of the twentieth 
century it lured to phenomenology so many young and talented people. 
For example, Wilhelm Schapp talked about devotion of things: “Die erste 
Voraussetzung ist eine unbedingt Hingabe, Vertiefen ein in die Sachen selbst; 
nicht ein Reflektieren über die »Sachen«, sondern ein aufnehmen, Auskosten 
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der »Sachen«; Sache hier im Sinne weitesten genommen” (Schapp, 1976, 
p. 13). Conrad-Martius spoke about himself that she is “obsessed with 
things” (Sachbessesen). Let things themselves speak, and only them – this 
is the longing of every phenomenologist.

This imperative, which is at the basis of phenomenology, can be also 
easily found at the root of Grotowski’s philosophy. You can read Husserl’s 
motto in the context of Grotowski’s philosophy almost literally. So, away 
with empty words! And that means: away with the theater as a field of empty 
words! Hamlet’s “words, words, words” – isn’t it the way that theater has 
defined itself for centuries? The art of words and theater were always inex-
tricably intertwined. The actor is the one who primarily speaks on stage to 
the audience. Auditorium – a place where you listen. It is the phenomenon of 
the rich theater: to enchant the audience with words, to express “the world” 
and to express grand ideas that humanity bred with a variety of gestures. Far 
from it, when we sit in a theater and open our eyes, we see that the original 
theatrical phenomenon is reducible to a particular living man appearing 
on the scene. Here is a primary phenomenon and material of theater. No 
words are yet pronounced when an actor appears. The theater is not a play 
and neither is it a literary genre. Grotowski refrained from calling himself 
a “philosopher”. He thought that he does not create any philosophy or 
a theory (“words, words, words”). He was a practitioner. Everything he said 
related to practice, it was a description of the practice – always imperfect 
and secondary. What matters is a living concrete, physical person who acts 
on stage. A man is alpha and omega of theatrical reality. No unnecessary 
words, big ideas and pompous gestures. Hence the name of Grotowski’s 
theater: the laboratory. It was supposed to serve as a reminder that it is all 
about a tedious work with things, a “scientific” devotion to things. And not 
speculation or invention.

3. Gemeinschaft

Although Husserl himself was doing his phenomenology along the lines of 
lonely ego – and monological reflection, which reminds us of Descartes’s 
investigations, he thought the gradual immersion in the abyss of transcen-
dental subjectivity is the work supposed to be continued by future gen-
erations. He perceived in it a genuine community fighting for a cause and 
taking responsibility for the fate of humanity. What constitutes the essence 
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of phenomenology is the fact that it allows for the pluralism of approaches 
and perspectives. And this is not just a possibility. Historically speaking, 
the phenomenology owes its success to dozens of young students who phi-
losophized together, thus creating one of the most remarkable sociological 
phenomena as far as scientific communities in the twentieth-century go 
(Sobota, 2017, part I). The history of the phenomenological movement 
shows that this co-philosophizing far exceeded what was (and still is) meant 
by university life. Phenomenological movement was regarded almost as 
a kind of “sect”, in which there occurred many an ecstasy, mystical experi-
ences and conversions. On the basis of this community-related nature of 
phenomenology, Herbert Spiegelberg tried in the seventies, as in the heyday 
of Grotowski’s theater, “doing phenomenology” in small communities of 
students (Spiegelberg, 1975). 

And so it is with the theatrical activities by Grotowski. It is known that 
the theater is a collective space and action. Nevertheless, Grotowski’s theater 
far exceeded what was back then considered as theater. It was commonly 
believed that theater is a place of work (for actors) and place of entertain-
ment (for the audience). By contrast – as Peter Brook says – Grotowski made 
theater a sacred place. Also Grotowski’s theater – as before in the case of 
the Polish inter-war “Reduta” (Osterwa, 1991; Osiński, 2004) – was labeled 
as a sort of sect. Grotowski compared his theater with community and fam-
ily. The adopted discipline and organization of work during rehearsals and 
performances are already legendary. The understanding of theater as commu-
nity certainly corresponded with the atmosphere of socialist Poland, in which 
the emphasis was put on the social impact of any activity, including the art.

4. Via negativa

Truth is located in the phenomenon. This does not mean that it is enough to 
reach for it in order to have it. It takes long and tedious preparations. Often-
times, when the question is posed on what exactly phenomenology is, the 
answer is that it is a method (Heidegger, 1987, p. 50). Methodical nature of 
phenomenology is undoubtedly linked with its social character. Methodi-
cal procedure ensures the reproducibility and efficiency – no matter who 
uses it. The method is supposed to pinpoint the truth in the phenomenon. 
You have to separate the wheat from the chaff. What lies hidden in the dark 
should be brought into the light. In the already mentioned phenomenological 
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manifesto of 1911 (Philosophie als strenge Wissenschaft), Husserl defined the 
method of the new philosophical science as the one independent of any other 
methods or techniques. To see things as such without any prior assumptions 
you need to remove all the screens which had blurred the essence of things 
in the course of the history. Being free of assumptions is a way towards the 
truth. In Ideas I the free choice to reach the things as such is supported by 
the method of reduction and the principle of all principles (Husserl, 1976, 
§§ 31–32, 24). Consecutive reductions lead to an unimpaired insight into 
the pure essence. What counts is only the diligent work on the phenomena. 
Bitte Sie Kleingeld – Husserl used to say to anyone who began to preach 
some great but not sanctioned ideas. This ethic of work focused on details 
brought phenomenology both a lot of supporters and opponents.

A similar methodical procedure can be found in Grotowski’s theat-
er. The answer to the question “What is the theater?” was pursued by Gro-
towski by the method of elimination and reduction (via negativa). The es-
sence of theater manifests itself in the pure action of the actor towards the 
audience. The reduction should be conducted by one’s entire self. It is not 
about the implementation of any previous theoretical assumptions into the 
theater, but the point is that the theatrical action should reveal the truth about 
itself. As in Husserl’s philosophy, the path to this truth unfolds gradually. It is 
not enough to put a man in the middle of the stage, to deal with the truth. 
Grotowski discovered a whole bunch of the most diverse schemes of action, 
all sorts of clichés that man assumes while growing up and living within 
a given culture. It is all about the various activities related to the practice of 
everyday life. In addition to the various pragmatic schemes, human activity 
is formed by a great number of instructions and worldviews. We do not act 
as free beings, but our actions are shrouded in a dark mist of patterns and 
habits. So, to get to the truth of action, which is an essence of the theatrical 
phenomenon, one needs to employ a negative method of identifying and 
eliminating all sorts of psychological, physical and spiritual barriers. This 
purpose is served by an actor’s training. However, one must not fetishize it. 
Unveiling the truth does not take place by virtue of arming oneself with all 
sorts of techniques or tricks bur rather of disarming. It’s about purity, nudity, 
honesty and openness of contact. The richness of the theater is its poverty.
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5. Ecce homo!

There is as much Being as there are Phenomena. And that in turn means at 
the same time: there is a Phenomena as long as there is appearing. The latter 
is just another label for intentionality. Just as appearing is always appearing 
of something to somebody, so is consciousness somebody’s consciousness of 
something. A phenomenon appears from a certain perspective. Therefore, to 
reveal the truth in the phenomenon, you must realize its perspectivity: that 
it is always for someone. Thus, phenomenological investigations, focusing 
on the appearance of a phenomenon, opens up the domain of pure subjectiv-
ity as residuum which resisted the process of phenomenological reduction. 
Phenomenology begins from the moment of shifting one’s attention from the 
world into consciousness. After all, it took a lot of studies and the work of 
many researchers to realize that the consciousness is by no means the whole, 
but only a part of a wider horizon of transcendental grounding. Under the 
cover of consciousness, what manifested itself was the inexhaustible world 
of life, of being-in-the-world, intersubjectivity and bodily experiences. It is 
in these areas that the sought-for essence of the phenomena seems to lie. 
Especially bodiliness is this aspect of human experience of the world that 
is of particular interest to phenomenologists.

The poor theater begins with the reduction of everything that is not 
a theater. To get to the core of theater, one needs to reject – or rather, tempo-
rarily forget – everything over and above what is “theatrical”. In the empty 
space there is a man called the actor who is in front of another person, 
called a spectator. In the course of the performance the spectator becomes 
a witness. The theater is a meeting of a man with another man face to face. 
“It’s me” – says the actor – “for you, instead of you, to you”. Suspension 
of everything that is not a theater, reveals a man in his bodily being right 
here. In the course of the actor’s working on his role – as Konstantin Stani-
slavsky said – “actor’s work on himself” (Stanislavski, 1988), it transpires, 
however, that this carnal concrete man can reveal himself in his whole truth 
only if what got opened in him are the paths pointing at what is over and 
above not only his particular physical embodiment but also what is beyond 
here and now, and even beyond that distinct man. The point is to get through 
the body to humanity, divinity and nature. The actor, like an icon, becomes 
a window of eternity. It is on its horizon that he experiences self-revelation.
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6. Work on Yourself

The unveiling of the domain of the pure, deep consciousness begins phe-
nomenological work of reflection (Besinnung). It is closely related to acts of 
memory and imagination. The phenomenological work involves describing, 
analyzing, distinguishing and illuminating phenomena, etc. The investiga-
tion reveals the layer of constitution of sense, combinations of motivations, 
and a stack of syntheses. Consciousness appears as an inexhaustible field of 
the transcendental activity which has its own history. Husserl speaks of the 
phenomenological knowledge as a repetition of this history in the new acts 
of phenomenological knowledge (Husserl, 1997, Introduction). But in order 
to enter and stay on this path of phenomenological research it is not enough 
to meet specific instructions such as “I ask you now to carry out reduction 
and suspend the thesis about the existence of the world” or “make now 
eidetic variation”. Of course, this kind of technical instructions constitute 
the methodicalness of phenomenology and protect it against a temptation 
of “sudden revelations” and “exultation of spirit”. The phenomenological 
reduction is alien to the natural setting and therefore it requires an explicit 
instruction how to carry it out. However, the phenomenological investiga-
tion is not a mere application of a particular technique while working on the 
phenomena, but it grows out of the adoption of the specific attitude that is out 
of the turn and the transformation of a philosophizing person. Especially in 
Scheler’s thought, there appears the call to assume a proper ethical attitude, 
to asceticism, to awaken in oneself sources of love, because only love and 
true passion can guide cognition. Scheler writes about the act of the whole 
personality as a moral condition of philosophical cognition (Scheler, 1987, 
p. 250). It is always the whole man that philosophizes. Scheler, and then 
Fink, compares philosophical knowledge with Plato’s allegory of exiting the 
cave. They accept this allegory, but – which will be equally important for 
Grotowski – they reject Plato’s metaphysical and theological conviction that 
philosophizing is a fight with the body and an “exercise in dying”. From the 
phenomenological perspective Plato’s deprecating of sensuality and body is 
a big mistake. Therefore – according to Scheler – what should be retained 
from Platonic definition of philosophy are only two things: philosophy needs 
a “comprehensive act of the essence of a person” and that this act is founded 
on love, which allows man to participate in the essence of all possible things 
(Scheler, 1987, p. 250). Scheler speaks of “participation of a finite core of 
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the human person in what is essential”. In the case of philosophy the last 
one is the noesis, but in the case of the other spiritual activities it may be 
something else. He also mentions the distinction, which is also present in 
Nietzsche and which became the point of departure for the comparison of 
Grotowski’s philosophy and phenomenology, namely the difference between 
what is Apollonian and Dionysian. In any case, philosophy can thrive only 
on properly prepared personal ground. What is necessary is love, humility 
and self-control (Scheler, 1987, p. 286). Only on the prepared ground there 
may take place the participation in what is essential, and consequently the 
full responsibility, about which Husserl wrote.

It is not difficult to find the same ethical motives in Grotowski’s 
thought. The compliance with the quasi-monastic ethic of work and ethics 
were the starting point of Grotowski’s theatrical work. Grotowski uses 
similar terms to Scheler’s: humility, devotion, solidarity, understanding. 
The poor theater focuses on a man in his bodily concreteness. The primary 
phenomenon is therefore the human body and its performative manifesta-
tions. The truth about man and his world, and his gods, lies in his corporeality. 
Just as phenomenology, a human body is what goes beyond the distinction 
into biology and culture. The theatrical body also transcends the distinction 
between body which is seen from the inside (Leib) and body which is given 
from the outside (Körper). It is rather a body situated between interiority of 
experience and exteriority of expression.

In it exactly in this chasm that the actor’s work on himself takes 
place. The starting point of Grotowski’s cooperation with the actor is an 
indication of his “natural” everyday attitude. Its specificity stems from the 
cultural assimilation of Platonic-Cartesian division of man into the hu-
man body and soul. In this model, the body is a dark material corpus, and 
consciousness is lightness and openness. The corpus is principally unavail-
able to the said light. The consciousness illuminates it only partially and 
superficially. Hence the conflict and sharp internal division of man. Man of 
European civilization lives in a split personality. It creates a schizophrenic 
culture too. When the actor begins to work on himself and his body, his 
primary task is the destruction of this division. It consists of re-integration 
by rejecting the blockades and restrictions, opening the channels of flow of 
energy between body and soul, their fusion. The work on the body, practiced 
as the hard physical training, has to attain such a depressurization of the body, 
or such a “ventilation” thereof that the light of consciousness could reach 
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as far as possible and brighten up its initially closed and dark regions. This 
successful act of “scanning” the body, in which the body becomes a reflector 
of soul, Grotowski called the total act. Only now the body becomes a pure 
phenomenon, a living manifestation of the truth, a luminous body-spirit. 
Before this happens, however, it takes a long-term physical and mental train-
ing. The work of an actor on himself is associated with reconstructing some 
rudimentary experience from the past in which he immerses his role. The aim 
is not to re-awaken some old feelings or emotions, but to recapture those 
impulses that lay at the basis of a particular action as materializing in a given 
situation. Thus, by looking backwards an actor transcends his individual 
existence, he becomes a mirror that reflects the history of man, nature and 
the gods. And thus he encounters others and the Other.

7. The Total Act

Scheler mentions the climax of the phenomenological cognition, the total 
act of participation of the human person in the essence. To know the essence 
– says Scheler – one must become similar to it, one must become oneself 
an essential and eternal being. If a correlate of infinite world of essences is 
an idea of infinite personality, i.e.   God, then a phenomenologizing subject, 
aspiring to participate in this infinite world of essences, must transcend his 
human nature and enter the path of self-divination (Scheler, 1987, p. 281). 
This is, of course, nothing permanent. This rise of cognition is only tempo-
rary and very rare indeed. Plato talked about jumping out of the sea in the 
same manner as the flying fish does.

In the history of the twentieth century, the phenomenology of body has 
come a long way from the understanding of the body as corpus (Körper) 
through corporeality given in inner experience (Leib) right into the notion 
of the body defined as intelligible, spiritual glorious and sort of extraterres-
trial (Henry, 2012). One could claim that in Grotowski’s theater all of these 
dimensions of corporeality matter although the most important one of them 
is this form of body which is manifested in the total act.

In Grotowski’s theater the total act is the culmination of the theatrical 
action. It is an act of confession, redemption, self-giving and love. Gro-
towski compares this act with Plato’s allegory of the cave, or with figures 
depicted by El Greco, with self-immolation and finally with the sacrifice of 
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Christ. In professional literature, one encounters the claim that in Grotowski’s 
performances there is always one hero: Christ. In the total act, the subject is 
not so much the one who reveals the phenomena, but the one who becomes 
a phenomenon itself. One could, following Emmanuel Levinas, define this 
phenomenon as the face, or – as Jean Luc-Marion did – as a “saturated 
phenomenon”.

8. Flesh was made word

When Husserl recommends doing away with empty words and turning at-
tention back to things, he does not demand, of course, the rejection of any 
talk whatsoever, but only of this kind thereof that is not anchored in things as 
seen. The possibility of speaking and expressing one’s thoughts in a language 
is the main subject of Logic Investigation and also one of the main problems 
of phenomenology. Husserl’s effort to find the right word to describe things 
as seen constitutes a poignant testimony to and a symbol of a fundamental 
“aporia”, which lies at the very basis of this philosophy. It looks as if the 
word by its very nature was sort of irreconcilable with seeing, as if the gap 
between word and insight was unbridgeable. Therefore, from the very be-
ginning of the phenomenological movement, Husserl and his students were 
looking for such a kind of philosophical language that can minimize this 
discrepancy. It was about the utterances which do not objectivize. Hence 
what seemed to be of great interest to them were also other experiences 
and their respective expressions than those strictly connected with logic or 
epistemology (Sobota, 2018, p. 710).

In traditional theater the most important thing was a word. The theater 
was subordinated to a play. The function of the actor involved finding the 
most convincing way of presenting the script and following a director’s 
commands. The actor spoke his part standing in front of the scene and illus-
trating it additionally with “theatrical” gestures. The actor was struggling to 
fill words with emotions. Hence, the word had a chance to grab the attention 
of a spectator and thus to engage him in a spectacle.

In Grotowski’s theater the word is only one of the elements of action, 
but a very important one. What Grotowski decided to stage were various 
texts, usually classic dramatic works. They normally depicted some arche-
typal situation of the human race. But the word as such is empty. Hence the 
most important thing was that the actor once again immerses the meaning 
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of words in the sources of his own corporeality. The point was to find such 
personal experience that would correspond to the meaning of a given ut-
terance. However, not in order to – as in traditional theater – fill the words 
with emotions. For emotions – according to Grotowski’s psychology – are 
beyond our control and appear when they want to do so and not when we want 
them to appear. What we have a control over are physical actions. And it is 
the said physical actions that the actor should fill the words of a staged text 
with. The word as a sign and expression of something inside should appear 
as the last stage of a physical activity. As in Levinas, what has been Said (le 
dit) is preceded by Saying (le dire) (Levinas, 2000, pp. 14–19). The physical 
action constitutes such Speaking, which allows the word to be spread in the 
world. The embodied word crowns the process of self-revelation.

9. Other

In the history of the phenomenological movement, the issues related to 
bodiliness were considered in parallel with the problems of intersubjectiv-
ity. The possibility and necessity of this combination was presented by 
Husserl in his Cartesian Meditations. In other phenomenologists, such as 
Sartre or Levinas, the encounter of man with his corporeality takes a more 
dramatic course. And Grotowski’s theater is very much alike.

Theater has always been a place for people meeting. In Grotowski’s 
theater, this moment is elevated to the rank of one of the most important 
moments of an entire performance. In the rich theater, there dominates this 
type of encounter with the Other which Sartre described. The spectator 
objectifies the actor, the former reduces the latter to the former’s object 
of cognition. As opposed to the rich theater, in the poor theater the inter-
bodily relation is quite different and is similar to the way it is represented by 
Levinas rather than by Sartre (Levinas, 1998, part III; Sartre, 2007, part III, 
chapt. IV). In the poor theater, interbodily relations extend in many differ-
ent directions. These encompass the following relationships: actor-actor, 
actor-safe partner, actor-witness, actor-director, actor-world of things. At the 
end of the sixties Grotowski postulates leaving the theater. He believed that 
the theater is too limited a space for interbodily relations to be instantiated 
there. The point was that the total act should be exemplified in the daily life: 
in the relation of brotherhood with others and with the Nature. What matters 
is an encounter, a Holiday (Grotowski, 2012, p. 510). 
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Conclusions
In Quest of Unity

The comparison of Grotowski’s philosophy of theater and main ideas of 
phenomenology leads to a few conclusions.

Firstly, due to the comparison of phenomenology with Grotowski’s 
philosophy of theater, each party can be considered from a new angle and 
thus becomes illuminated and more profoundly understood. Thanks to the 
shift of some discoveries in the realm of phenomenology into the field of 
theater, the latter gains the necessary tools by virtue of which it may express 
its otherwise dark intuitions. At the same time the discoveries of pheno-
menology are verified and subjected to concretization. So, each of them is 
sort of investigated and elucidated.

Secondly, the comparison reveals also, however, that Grotowski’s work 
is not only a phenomenon parallel to phenomenology, but it is a successful 
suggestion of transferring certain discoveries in the field of phenomeno-
logy into daily practice. Thus it constitutes a specific historical answer to 
fundamental needs and yearnings that were harbored by the representatives 
of the phenomenological movement from the time of its inception. The call 
by Natalie Depraz and other representatives of the movement to “do phe-
nomenology” and the confrontation of phenomenology with other areas of 
experience assume quite a real shape here. In fact, Grotowski anticipated 
many solutions that have emerged in recent phenomenology. Grotowski 
himself – not counting the work of Sartre – did not know phenomenology. 
He subsumed his philosophy under a tradition which was quite alien to 
phenomenology. 

Thirdly, this juxtaposition of phenomenology with Grotowski’s work 
suggests that the analogous structures of both of them reflect some under-
lying pre-structure of incarnated-spiritual life as such. It occurs as a base 
structure not only in phenomenology or Grotowski’s theater, but wherever 
we encounter the workings of incarnated spirit. This observation can be 
a point of departure for further research: treating phenomenology and Gro-
towski’s theater as our paradigm, we can describe elementary constituents 
and internal relations of any incarnated-spiritual life.
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Abstract

In his phenomenological manifesto (1911), Edmund Husserl presents the famous 
motto, which should be realized by the new philosophy: “Weg mit den hohlen 
Wortanalysen. Die Sachen selbst wir müssen befragen. […] Ganz trefflich! Aber 
was sind denn die Sachen […]?” Consequently, the history of phenomenology is 
presented as the sum of the efforts to reach the deeper level and more fundamental 
areas of the original “Sachen”. Husserl’s discovery of the domain of pure conscious-
ness was only the beginning of a long way leading to more original areas, such as 
life, existence, body, intersubjectivity, historicity, humanity, etc. With this journey 
towards deeper fields of sense-constitution, the meaning of the phenomenological 
method was changed. Phenomenology cannot be a simple work of a lonely soul 
looking for self-transparency in the field of its own consciousness, but it must be 
a kind of action, a deed, an existential transformation, and an increase of experience. 

In my paper I would like to explore structural similarities between pheno-
menology and the theatrical practice of Polish theater reformer Jerzy Grotowski 
(1933–1999). Although he was neither a phenomenologist, nor a philosopher, in his 
notes on the human performance, collected and entitled Toward a Poor Theater, he 
presents a method of creating and conceiving of theatrical action which is marked 
with motivations, structure and process similar to what representatives of the phe-
nomenological movement actually realize. In other words, between the works by 
Grotowski and representatives of the phenomenological movement, there are many 
analogies that the present paper purports to uncover and systematically illuminate.
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and respiratory systems. They have competence to examine, assess, carry 
out functional diagnosis, provide prognosis, plan treatment and re-assess 
patients for the needs of the conducted therapeutic process. Ethics of the 
physiotherapist profession is a relatively new field of bioethical consid-
erations. National and international codes of physiotherapists’ professional 
ethics formulate ethical standards of professional conduct by referring to 
patients’ rights and basic bioethical principles and values common to all 
medical professions. The increasing number of bioethical works concerning 
philosophical and ethical aspects of human corporality in medicine hardly 
ever mention moral, emotional or psychological problems connected with 
physiotherapists’ use of touch as a diagnostic and therapeutic tool. There is 
also lack of discussion on ethical values particularly relevant in the context 
of physiotherapeutic intervention and work with the body.

Ethics in physiotherapy

The profession of a physiotherapist became recognized in many countries 
as an autonomous vocation in the second half of the twentieth century (in 
Poland only in 2015). This led to a discussion among therapists regarding 
ethical principles of the profession and creation of appropriate ethical regula-
tions at both national and international levels (American Physical Therapy 
Association [APTA], 2004, 2009; World Confederation for Physical Therapy 
[WCPT], 2011; Chartered Society of Physiotherapy [CSP], 2011, 2012). 
These documents are quite general in nature since they take into account 
five areas of physiotherapists’ work: practice in patient management, con-
sultation, education, research and administration. Some domestic codes of 
ethics, for instance the Code of Professional Ethics approved by the National 
Chamber of Physiotherapists in Poland (Krajowa Izba Fizjoterapeutów, 
2016), refer to the values relevant to various health professions without 
paying sufficient attention to the moral specificity of physiotherapist’s work 
and the moral problems of rehabilitation and physiotherapy.

The need for research on physiotherapy unique moral aspects was no-
ticed quite early (Purtilo, 1974). The literature on physiotherapist – patient 
relationship draws special attention to the interpretation of fundamental 
bioethical values such as autonomy, dignity, beneficence, non-maleficence, 
justice, confidentiality and truthfulness. The issues discussed include the 
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principles of obtaining informed consent, respect for individuals and their 
privacy, the impact of therapy on patient’s quality of life, prioritization and 
selection of therapy within limited financial resources, lack of justification 
for continuing therapy only for mental support, importance of patient’s mo-
tivation and cooperation, resolving patient-family conflicts related to setting 
rehabilitation, cooperation and division of responsibilities in a therapeutic 
team, research on ethical principles in physiotherapy, relationship between 
physiotherapist’s autonomy and responsibility towards the patient, a therapist 
and a researcher – conflict roles solving (Guccione, 1980; Triezenberg, 1996; 
Swisher, 2002; Finch, Geddes, Larin, 2005; Sandstrom, 2006). 

There is limited literature (Gabard, Martin, 2011, pp. 163–178; Do-
herty, Purtilo, 2016, pp. 71–100) that would comprehensively consider 
ethical problems of physiotherapy and refer to various theoretical models 
of bioethics and moral values which are relevant to physiotherapeutic 
intervention. The current state of knowledge in the field of ethics in physi-
otherapy is rightly expressed by the following statement: “We need the help 
of bioethicists who address issues in physiotherapy and of physiotherapists 
who understand better ethical problems of clinical practice” (Poulis, 2007, 
p. 436). Research works analyzing the process of ethical decision making by 
health professionals and providing practical examples of ethical principles 
implementation in clinical practice are highly regarded (Benjamin, Sohnen-
Moe, 2014, pp. 19–23; Doherty, Purtilo, 2016, pp. 105–120). It proves the 
importance of ethical issues in physiotherapist’s practice and shows the need 
for establishing better standards of ethics education.

Are there any justified moral grounds for distinguishing physiothera-
pist-patient relation from other therapeutic relationships in medicine? It is 
worth stressing some characteristics of the physiotherapist-patient contact 
which give rise to specific moral problems in physiotherapy. They include:

 – lack of a specific final point in the rehabilitation process, 
 – need to stimulate patient’s activity,
 – cooperation with the patient’s family to determine rehabilitation 

objectives and methods, 
 – subjective evaluation of the quality of life,
 – long-term and close personal contact with the patient which helps 

to achieve the set objectives, 
 – psychosocial meaning of touch,
 – non-verbal ways of communication with a patient. 
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The last three aspects of physiotherapist-patient relationship are the ba-
sis for creating the axiological model of therapeutic relation in physiotherapy.

The importance of touch in physiotherapist’s work

One of the important ethical aspects concerns physiotherapist’s intimate 
relationship with their patient based on trust, touch, communication and 
patient’s dependency (Poulis, 2007; Delany, Edwards, Jensen, Skinner, 
2010). Physiotherapist’s work with patient’s body requires entering an-
other person’s intimate space. Touch has both therapeutic and psychosocial 
significance. What is important for the therapeutic relationship is patient’s 
attitude to their body, the significance of physical contact in their particular 
culture as well as their positive or traumatic experiences. “Body memory” 
registers not only tactile information, but also emotional states which can 
occur during treatment. Through touch physiotherapist can give support 
and acceptance by building proper and effective therapeutic relationship. 
Touch may play the role of informal communication (Benjamin, Sohnen-
Moe, 2014, pp. 115–119, 308–312; Dadura, Wójcik, Gajewski, 2013; Rusin, 
2013, pp. 164–165). 

Doctors or nurses are, indeed, entitled to have access to personal space 
and body of other people, however, it is the notion of “work with body” 
that is crucial for physiotherapists. Touching, communicating, establishing 
and staying in contact are particularly important. It is all connected with 
carnality, empathy and feeling in the bodies (not only in hands) of a patient 
and therapist. Both sides of the established contact and relationship being 
created are important in this process. From the patient’s perspective we 
differentiate the following aspects of this process:

1. What other parts of physiotherapist’s body touch me (for instance, 
when learning to walk a patient with hemiplegia sometimes needs 
to be supported on the affected side with physiotherapist’s whole 
body; physiotherapist somehow initiates individual parts of the 
movement with their body or leads the whole movement).

2. Which parts of my body are being touched (examination of inferior 
body parts includes examination of pelvis, buttocks or intimate 
areas like pubic symphysis or pelvic floor muscles, for example 
in pregnant women).
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3. How long touch lasts (how sensitive physiotherapist is and if they 
are able to read non-verbal body signals sent by patient who does 
not report discomfort or suffering).

4. What pressure was applied (some treatments, especially in sports 
medicine, are very painful and aggressive).

5. Is there movement after establishing contact (if the undertaken 
activity includes exceptional suffering, does patient stand a chance 
to succeed and obtain movement they are “fighting for”).

6. Is there anybody else present and, if yes, who it is (working in 
a common room where everybody is dressed may be not a big chal-
lenge, but undergoing physiotherapy in a ward where everybody is 
being respectively exposed and might be undressed, for example in 
the intensive care ward, is an extremely difficult situation). In other 
words, do I get undressed for examination or treatment in the pres-
ence of other patients or medicals.

7. Relationship that takes place between me and the person who 
touches me (do I feel comfortable with a person who constantly 
violates my boundaries, also intimate; do I like them or simply 
depend on them).

8. Circumstances in which touch takes place (is the treatment place 
screened; can patient’s intimacy be preserved) (Benjamin, Sohnen-
Moe, 2014).

This particular dialog requires not only listening and communication 
abilities, but also development of a specific form of listening which is ac-
tive listening through touch. What is exceptional in this profession is the 
fact that physiotherapist listens not only with hands, but frequently with 
their whole body, utilizing this ability in direct work with patient’s body 
(diagnosis, treatment, safeguarding, and sometimes even support). In certain 
clinical situations (in acute neurology wards) it may happen that the bodies 
of patient and physiotherapist are almost in constant contact for some period 
of time. Work with a reliant and fully-dependent patient is usually based 
on constant physical contact. Despite being different in the sense of its aim 
and way of application, it is still physical contact. If needed, for instance 
a lonely person in their home, and patient requires pre-therapy prepara-
tion, physiotherapist changes them or dresses and subsequently transfers to 
a wheelchair and takes to the treatment place. Even when patient does not 
cooperate, physiotherapist carries it all out with the use of their body and 
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appropriate technique. The bigger the paresis or lack of cooperation, the 
bigger the support based on physical contact with physiotherapist’s body 
is. Only then, the therapy (medical intervention) time commences which also 
takes place through manual activity focused ‘only’ on hands. Subsequent 
stages connected with return to bed happen similarly to the initial phase. One 
should not forget about special situations like the need of support through 
touch/pat/hug or change of nappy pants. 

Touch is an integral and indispensable part of physiotherapist profes-
sion. Thus, it seems to play a key role and the ability to apply proper touch 
is one of the main competences differentiating this profession from other 
medical occupations. Few studies underline that mastering this ability is 
related to practical experience rather than formal training (Roger et al., 2002; 
Bjorbækmo, Mengshoel, 2016). Therefore, it is claimed that at the beginner 
stage of this profession, work with the body is often ambivalent and may 
violate the norms of bodywork, especially with respect to touch. Young 
professionals who want to examine, diagnose and cure in the first place, 
focus mainly on the part of the body which is directly under their activity. 
Patients themselves constitute as if background which is quite difficult for 
them to notice. They pay little attention to how patient receives and interprets 
touch. Unfortunately, similar threat exists in case of long-term internships 
or workplace where physiotherapist does not realize their full professional 
potential (Roger et al., 2002).

A limited number of studies emphasize the fact that how touch is 
applied in the process of physiotherapy depends in individual skills of 
a therapist (Bjorbækmo, Mengshoel, 2016; Hiller, 2017). They include both 
technical skills as well as conscious understanding of what is happening 
between them and patients at different stages of examination or treatment 
and during further direct physical contact. Since physiotherapy is becoming 
more and more complex, there is also a growing need for deeper understand-
ing of how physiotherapists behave in real situations and what kind of touch 
they use in their daily routine activities (Bjorbækmo, Mengshoel, 2016).

The existing studies on touch in physiotherapy have attempted to 
describe and categorize types and goals of touch and have identified it as 
a crucial element of professional practice. Very few researchers decide to 
categorize types of touch and its intentions in detail. Therefore, in healthcare 
services one can encounter such terms as instrumental, expressive, caring 
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or diagnostic touch. The broadest approach is offered by the following 
classification:

THERAPEUTIC TOUCH 
 – Diagnostic – touch used to examine patient’s body and collect key 

medical information from patient’s body to enable diagnosis.
 – Interventional – healing (therapeutic intervention has been classified 

as task-oriented touch used to provide direct, manual treatment such 
as massage or joint mobilization).

 – Assisting – supporting selected movement fragments (touch used 
to provide physical assistance to patient. Examples of this type of 
touch include managing specific movement such as range of motion 
active assistant or helping patient in transfer).

 – Informative – touch used to obtain information, supporting diagnos-
tic activities or informing about symptoms occurring during therapy.

 NON-THERAPEUTIC TOUCH
 – Caring – contact aiming to provide consolation, encouragement, 

empathy or support to patient.
 – Relationship building – shaking hands to say hello and goodbye. 

Security building / providing – form of touch to give patient a sense 
of security or confidence, independent of the fact if it was physi-
cally necessary.

 – Preparatory – non-therapeutic form of touch, preparing patient for 
therapy (for example, dressing patient or putting their shoes on) 
(Roger et al., 2002).

Personal experiences of people with disabilities as well as bioethical 
reflection on cognitive, emotional, psychological, existential and axiologi-
cal problems a disabled person has to face are very important for physi-
otherapeutic practice and therapeutic relationship (Przyłuska-Fiszer, 2003; 
Kowalik, 2007, pp. 72–87). A special role should be assigned to the reflection 
on the moral consequences of violating emotional, intellectual, sexual and 
energy boundaries in physiotherapist practice. Ben Benjamin and Cherie 
Sohnen-Moe say that “When a practitioner chooses to follow through with 
an unethical intension or behavior, they are not truly violating an abstract 
boundary, they are violating a human being” (2014, p. 41).
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Taking into account the psychosocial role of touch, importance of 
attitude towards human body in physiotherapy practice, discussions on the 
definition of disability, and a widely adopted holistic model of a human being, 
it is difficult to comprehend why so little interest in specialist literature is 
devoted to psychological and philosophical analyses of human body and why 
it is still treated merely as a biomechanical object of manipulation (ten Have, 
1998; Nicholls, Gibson, 2010; World Health Organization, 2011; Przyłuska-
Fiszer, 2013, pp. 138–141). Physiotherapist-patient relations should be the 
subject of ethical analysis, independently of the doctor-patient relationship.

Axiological model of therapeutic relation in physiotherapy

The optimal model of physiotherapist-patient relations should include the 
values that are recognized as fundamental in various theoretical models 
of bioethics and rehabilitation, meet patients’ needs and respect their 
rights. Also, it should take into account physiotherapists’ views on values 
relevant to their profession, as well as recognize and prevent the emer-
gence of emotional, psychological and moral problems connected with 
therapy. Particular attention in physiotherapeutic practice should be paid 
to the analysis of the role of body, touch, feeling of abashment and com-
munication (Dadura, Wójcik, Gajewski, 2013; Długołęcka, Lew-Starowicz, 
2015). The experience of somatic practitioners and the ethics of touch should 
also be given more importance in the ethics of physiotherapy. Benjamin and 
Sohnen-Moe rightly state that “The process of healing body, mind and soul 
can be a delicate, emotional journey that puts the client into places of great 
vulnerability. Respecting this process, or even the potential for this process, 
is a core reason why ethical intentions and conduct are vital for protecting 
clients” (2014, p. 11).

On the basis of the analysis of bioethical literature concerning the 
ethics of touch and physiotherapist’s ethics and experience of professional 
physiotherapists who were members of the research team, it was assumed 
by us that the axiological model of therapeutic relation should take into 
account care, trust, sensitivity, honesty and moral integrity. According to 
Paul Ramsey (1977, p. 123) the relation between medical professional 
and patient is the case of a covenant agreement established by an absolute 
requirement of care for the patient. It is a relationship of ethical nature and 
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care constitutes the establishing value of bioethics. This view stems from 
the fact that medicine is in its essence a moral undertaking (and not realiza-
tion of an agreement between the parties). Its main objective is to act for 
the sake of the patient. In his concept known as the ethics of care limited by 
fairness, Kazimierz Szewczyk (2009, pp. 70–72) gives a great importance 
to a fair division of care between current and future patients. On this basis, 
all the other aims of medical care will achieve the status of value provided 
they demonstrate care for the patient limited by fairness. The common as-
sumption behind different theoretical attitudes to medical ethics of care is 
perception of care as a moral value, focus on the wellbeing of the subject 
of action, emphasis on the relational character of human relationships and 
critical standing towards abstract ethical principles (Dobrowolska, 2010, 
pp. 126–132).

Care as a medical ethics category can be characterized in various ways, 
for instance as an attitude expressing compassion, sensitivity, empathy and 
requiring from a medical professional loyalty towards the patient, appropriate 
knowledge and competence, understanding of patient’s needs, communica-
tion skills and respect for patient’s opinion. In case of physiotherapist-patient 
relation, one of the elements of effective communication is also the ability to 
interpret non-verbal signals, including those coming from the reaction of the 
patient to the type and strength of touch pressure applied by physiotherapist. 

It is worth emphasizing that according to the American Physical 
Therapy Association (APTA, 2004) compassion is one of the main ethical 
values in physiotherapist practice. The authors of this document describe 
the concept of care as an attempt to understand individual experiences, 
emotions, needs and values of another human being, as well as the need for 
expressing empathy and respect. In European bioethics, the notion of care is 
covered by the Barcelona Declaration which stresses the value of “vulner-
ability”. It states that “the vulnerable are those whose autonomy or dignity 
or integrity are capable of being threatened. As such, all beings who have 
dignity are protected by this principle” (Kemp, Rendtorff, 2008, p. 248). 
Also, the increase in the number of publications on disability written from 
the perspective of the moral ethics of care can be observed (Verkerk, 2001, 
p. 292; Kittay, 2011, p. 52). 

Considering the different ways of defining the notion of care as 
a moral category in bioethics, it should be underlined that care is the main 
value of therapeutic relation in physiotherapy and should be understood as 
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a professional activity for the good of the patient with respect to their au-
tonomy. Care ought to be regarded as the most important value comprising 
all the others on condition that the concepts of wellbeing and warrant of care 
should not be identified merely with an activity compatible with the opinion 
of a medical professional, but considerably broader i.e. taking into account 
other values crucial for the therapeutic relation such as autonomy, dignity, 
patient’s hierarchy of values and their subjective opinion. It is particularly 
important since a therapeutic relation is usually unequal. Care might not be 
associated with total acceptance of paternalistic activities (like in the case 
of a parent caring for a child), tending to realize the good of the patient 
against their will.

In order to build trust in human relationships, it is necessary for both 
parties to have a positive attitude to other people, be sensitive to their needs, 
possess appropriate competences in a given area of activity and assume that 
the other party shows good will and benevolent intentions. Some authors 
question the role of the motive of action claiming that one can also trust 
a person who does not care about them. What seems important is a risk as-
sessment rather than evaluation of the reason for action. Theoretical concepts 
of bioethics, however, ascribe particular importance to the issue of care as 
the right motive for action (O’Neill, 2002; McLeod, 2015). Trust is vital 
in a therapeutic relation, especially in life or health threatening situations, 
where patient has neither adequate knowledge nor possibility to control 
therapist’s actions, thus loss might be even bigger in case of standards of 
conduct violation. 

The concept of trust in a therapeutic relationship is conceptualized 
as multidimensional (Hall, Camacho, Dugan, Balkrishnan, 2002; Hupcey, 
Miller, 2006). A two-dimensional model of trust relies on two criteria: 
1) compatibility of values and 2) compliance with standards and competence. 
Trust is based on the conviction that a medical professional will act in the 
best interests of the patient. The criterion of compatibility of values should be 
understood as a conviction that physiotherapist possesses and observes values 
which are the same as the values and interests of the patient. The criterion of 
professional competence, however, means that therapist is able to take proper 
action in order to improve the quality of life of a person requiring treatment.

The notions of vulnerable patients and vulnerable social groups/popu-
lations are sometimes understood in bioethical literature in a strict sense 
of individuals or groups deprived (for various reasons such as intellectual 
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disability, age or legal issues) of the opportunity to make autonomous deci-
sions and requiring particular protection and care. A wider interpretation of 
the concept applied in a philosophical context, however, refers to all people 
since vulnerability is regarded as a constitutive feature of a human being 
(illnesses, disability, death). A broader interpretation is used in bioethics to 
emphasize the role of sensitivity in a therapeutic relationship. Every patient is 
vulnerable which is connected with the experience of an illness or disability 
and the disproportion between knowledge and power on the one hand and 
the fear for own health and wellness on the other (Kemp, Rendtorff, 2008; 
ten Have, 2016, pp. 214–216). Due to the above presented specifications 
of work with patient’s body, sensitivity to physical, mental and emotional 
reactions of patient, considering vulnerability is particularly important in 
physiotherapist’s profession. 

Sensitivity may be defined as the ability to consider all the factors 
which can have meaning in a therapeutic relationship and are connected 
with illness, suffering, the history of patient’s life and disease as well as 
their psyche and hierarchy of values which, in turn, may have impact on 
the therapeutic relationship. Thus, it comprises: privacy protection, respect 
for patient’s intimacy and privacy borders, keeping the distance, secrecy of 
information, appropriate verbal and non-verbal communication, ability to 
read feelings and signs given by patient, providing the sense of security and 
respect for patient’s values. 

Moral integrity or, in other words, honesty is fundamental for building 
the relations of trust and care. It is based on two elements: 1) integration of 
feelings, strivings, convictions, personal and professional values; 2) being 
faithful to own moral values in thinking and in practice or to basic norms 
expressing moral responsibilities and readiness to defend them in dangerous 
situations (Beauchamp, Childress, 1996, p. 490). Including this value in the 
model will enable to study what influence on the therapeutic relationship 
comes from the following factors: working conditions (consulting room, 
therapeutic room, surroundings, financial conditions, contract with National 
Health Fund, duration of the visit, form of payment, room equipment, 
availability of services), the patient (disease, disability, character, ability to 
cooperate and communicate) and physiotherapist’s skills (courses completed, 
self-evaluation, education, communication skills, cooperation with the team).

The described model is presented in figure below.
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Own elaboration.

The presented axiological model of physiotherapist-patient relation 
will be verified through qualitative studies with patients and quantitative 
ones with physiotherapists, conducted by an interdisciplinary research 
team consisting of a psychologist, sociologist, educator, bioethicist and 
physiotherapists.2 The aim of the research will be identification of patients’ 
expectations towards realization of the above-suggested model of values in 
physiotherapist-patient relationship and their confrontation with the values 
expressed and implemented in this relation by physiotherapists. 
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Abstract

The aim of the paper is to present morally significant features of the physiotherapist-
patient relation (which distinguish it from other therapeutic relations in medicine), 
as well as to analyze the importance of body, intimacy and touch in the context of 
physiotherapist’s work (particularly the moral meaning of touch and the risk of 
patient’s physical, mental and emotional boundaries violation). The paper is also 
an outline of an initial axiological model of therapeutic relation in physiotherapy.




