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of this operation in a group of 20 
patients.! The authors claim that all 20 
were satisfied with the outcome and 
none had regrets. Long term follow up 
is available on only 10 patients (50%) 
and they report that the procedure 
provided a satisfactory outcome. This 
single article can hardly be convincing 
in an era of evidence-based medicine. 
There is the theoretical risk of infec
tion which might disrupt the repair, 
thus defeating the purpose of the 
operation, and there is the potential 
risk of bleeding with intercourse, 
which might be traumatic to the 
couple. Well controlled studies to 
assess success and safety are extremely 
difficult to perform since the proce
dure is illegal and religiously con
demned in most of the countries 
where hymenoplasty is performed, 
and neither the patients nor the physi
cians are willing to be involved in 
medicolegal or social conflicts. Most 
of the time, the medical records of 
such procedures are destroyed and 
follow up of these patients risks expos
ing the secret they are trying so 
desperately to hide. 

The procedure is financially reward
ing to the physicians and taxing for 
women. The cost of such a simple 
procedure might become very high, 
depending on the physicians' whims 
and their estimation of the financial 
resources of the patients. Physicians 
might attempt such an operation for 
the first time for financial gratification 
even if they have no notion about the 
operation, since it is not taught in 
medical schools and is not found in 
any textbook of gynaecological sur
gery. 

There are unperceived social and 
psychological risks attached to per
forming the operation on request. 
Awkward situations might arise and 
multiple questions should be ad
dressed before considering the proce
dure as acceptable ethically, morally, 
or legally. What is the limit on the 
number of hyme no pia sties women are 
justified in asking for? A few men are 
presenting to our clinics requesting a 
gynaecological examination of their 
prospective wives before marriage to 
ensure that such an operation has not 
been done. Such operations will make 
all women suspects in the eyes of their 
men even if they are conforming to 
cultural standards and moral values. 
The psychological and social implica
tions of a forced examination on the 
marriage as a whole are tremendous. 
By performing such procedures, physi
cians will be protecting a few women 
only through harming the majority. In 

addition, the physician checking for 
virginity is usually in a predicament 
when a repair is discovered. Even if the 
doctor thinks that he or she has a duty 
towards the patient alone, the respon
sibility for the morality of the patient's 
relationship with her husband cannot 
be denied since the proposed opera
tion is intimately concerned with that 
relationship. Although the operation is 
done for women, yet the sole purpose 
is to deceive men. Respect for wom
en's autonomy directly clashes with 
men's autonomy. 

Finally, surgical repair of the hymen 
reflects social injustice and hypocrisy 
since it confirms social inequality. It 
might deter sexual abuse victims from 
disclosing sexual violence and ques
tioning the offender. 

In conclusion, hymenoplasty is a 
simple gynaecological procedure that 
creates a multitude of moral, ethical, 
social and religious controversies. 
Practising gynaecologists should be 
aware and familiar with these implica
tions before taking the decision for or 
against performing it. 
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On an alleged probletn 
for voluntary 
euthanasia 

SIR 

Dr Campbell presents proponents of 
euthanasia with a dilemma.! Only vol
untary euthanasia is permissible; in
voluntary euthanasia is always imper
missible. The question of allowing 
euthanasia arises most frequently 
when patients are terminally ill and 
experiencing great pain. But in these 
cases, he argues, if patients request 
euthanasia, their decision "is not freely 
chosen but is compelled by the pain". 2 

It is easy to exaggerate the problem 
here; patients may have periods when 
they are pain-free and affirm repeat
edly their desire that death be has
tened. Putting this aside, however, 
what should we conclude if euthanasia 
performed on patients who are suffer
ing greatly is not voluntary? 

Dr Campbell concludes: "If the 
request to end one's life is not made 
freely, then it is doubtful that such 
requests ought to be followed".' An 
advance directive will not help, we are 
told, because the individual may have 
changed his or her mind. Dr Flew 
sensibly replies that the best we can do 
in these cases is to have detailed 
advance directives, an example of 
which he provides.' Society could even 
add a safeguard to this: require 
individuals to "renew" these docu
ments periodically-say, every two 
years. 

This practical reply, however, leaves 
unexposed two questionable aspects 
of Dr Campbell's argument. The first 
is that his position presents us with a 
false dilemma. Dr Campbell says that in 
cases where patients are suffering 
"euthanasia turns out to be involun
tary" and therefore impermissible. 
And involuntary euthanasia is charac
terised as taking the life of another 
human being "against his or her will". 
Most will agree that involuntary eu
thanasia, so characterised, should not 
be allowed. But it does not follow from 
the fact that euthanasia is not volun
tary that it is involuntary. There is 
another category, nonvoluntary eutha
nasia; it involves taking the life of 
another human being without his or 
her consent or request. Involuntary 
euthanasia is a special case of nonvol
untary; but nonvoluntary also includes 
cases in which patients are unable or 
unwilling either to protest or to give 
free and informed consent. This is 
pertinent because while most people 
will readily agree that involuntary 
euthanasia is wrong, there is less con
sensus about those cases of nonvolun
tary euthanasia that are not against the 
patient's wishes. And these are pre
cisely the cases with which Dr Camp
bell is concerned. 

The second problematic aspect of 
Dr Campbell's argument concerns the 
specific recommendation that he be
lieves follows from the fact that a 
request for euthanasia is not known to 
be voluntary. He maintains that in 
such cases the request should not be 
followed. Apparently it is permissible 
to act on the request only if it is known 
to be voluntary. But this is a very 
demanding standard, and one that is 
not at all reasonable in most areas of 
medicine. If a patient in great pain 
presents in the emergency room of a 
hospital and consents to recom
mended surgery, we do not hesitate to 
perform the procedure because the 
pain renders the consent not volun
tary. It is question-begging to retort 
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that this case is different from eutha
nasia because the surgery is obviously 
rational and in the patient's best inter
ests. For as Dr Campbell rightly 
concedes, if a patient's pain is irreme
diable and can be ended only by 
hastening death, then it may well be 
rational for that patient to choose to 
end his or her life. 

In many contexts of medicine, 
doubts can be raised about whether a 
patient's consent is informed or fully 
voluntary. The best that fallible 
humans can do is to look for addi
tional evidence of what the patient 
wants. That we do this demonstrates 
our commitment to the precepts 

dubbed "the advance directive 
principle" and "the substituted judg
ment standard".' We even appeal to 
these precepts when patients clearly 
lack decision making capacity. Evi
dence does not always produce 
certainty, but we do not demand cer
tainty even when the results will be 
life-altering or irreversible. Were we to 
demand certainty, in many cases we 
would not be authorised to act. In the 
cases discussed by Dr Campbell, 
refusal to act in the absence of 
certainty makes it more likely that we 
will fail to honour these patients' 
wishes; in addition, we will deny them 
relief from their agony. 
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