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This second, combined 2019 issue 
of Dignitas presents three articles. 
The first, co-authored by Megan 

Olejarczyk, Stephanie Tubb, and Dennis 
Sullivan, provides an update on a new type 
of birth control, immunocontraceptive 
vaccines, by delineating the method 
of action of its various types as well as 
some of the ethical implications of such 
vaccines. The authors mention three 
less developed immunocontraceptive 
vaccines that target gamete production, 
gamete function, and gamete outcome, 
respectively. According to the authors, 
the most promising of such vaccines is 
a fourth type that immunizes women 
against human chorionic gonadotropin 
(hCG). However, the hCG vaccine is 
far from becoming a commonplace 
contraceptive option, thus there is a need 
for continued research.

While the hCG vaccine is promising, 
the authors highlight two major 
ethical considerations regarding it. 
The first concerns the hCG vaccine’s 
mechanism of action, which seems to be 
abortifacient; it functions by treating the 
pregnancy as a disease, thus working to 
end the pregnancy instead of preventing 
conception. In other words, as the authors 
put it: “Its mechanism does not actually 
decrease the number of abortions; it is 
simply a different method.” The second 
ethical consideration it is more subtle. 

It may produce undesirable moral and/
or social effects on women who have a 
limited amount of freedom and agency 
regarding their family size. The authors 
cite examples in countries like India and 
China where governmental population 
control through various methods seem 
to go against the principles of justice 
and freedom. This fails to empower 
and improve the lives of women, which 
advocates of increased access to birth 
control claim to desire.

In the second article, Lisa Anderson-
Shaw discusses the basics of healthcare 
ethics consultation and the critical 
role of the healthcare ethics consultant 
(HEC) in resolving conflicts that may 
occur between the patient/family and 
the healthcare team. As outlined in 
the article, there are situations “when 
the standard of care has the goal of 
comfort at end of life, but the patient/
family (legal decision maker) wants 
full aggressive treatment including 
attempted resuscitation.” Anderson-
Shaw first outlines the religious, moral, 
and psychological perspectives that 
may influence a patient/family to make 
decisions regarding fitting treatment for 
the patient’s situation and that may give 
rise to disagreement with the healthcare 
team. As such conflicts can quickly 
cause misunderstanding, tension, and 
even loss of trust between the patient/

family and the healthcare team, an 
HEC “might be helpful in restoring 
positive communication and assisting 
with important healthcare treatment 
decisions.”

Anderson-Shaw enriches her presentation 
with a concrete case study, along with 
a guided, step-by-step example of how 
an HEC would prove helpful in such a 
difficult situation—without insisting 
that her detailed guidelines exhaust 
all possible ways of undertaking a 
consultation. In the end, Anderson-Shaw 
reminds readers that the most important 
role an HEC can play is to provide an 
example of how to be truly human and to 
attend to patients’ needs holistically.

The final article was written by Russell 
DiSilvestro, who argues that “we can 
responsibly support some gene editing of 
human persons, whether it occurs before 
or after conception, without changing 
our very essence.” To demonstrate 
this, he analyzes three issues regarding 
gene editing: (1) its moral status, (2) its 
metaphysical status, and (3) its relation 
to the notion of a “potential person.” 
DiSilvestro asserts that getting (2) and (3) 
clear helps us to understand (1) better. 

First of all, DiSilvestro sees gene editing 
in general as neither sacred nor profane, 
like any tool or technology. However, 
not all kinds of gene editing are created 
equal: some may be perceived as 
“morally good, right, and virtuous” or 
“morally bad, wrong, and vicious,” and 
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yet possibly neither, since “much gene 
editing may fall within the range between 
these extremes.” Next, with analytic 
precision, DiSilvestro uses illustrations 
to demonstrate the three possible 
results of gene editing: it will sometimes 
merely alter an existing individual, it 
will sometimes bring a completely new 
individual into existence, and it will 
sometimes do something that we do not 
yet know how to classify. The salient take 
away is this: “the metaphysical status of 
gene editing, like the metaphysical status 
of any tool that makes changes to things 

in the world, is a function of both the 
nature of the things changed and the 
nature of the envisioned changes.” 

DiSilvestro continues unpacking the 
concept behind “potential person” by 
investigating first what we might mean 
by both “person” and “potential.” In so 
doing, he shows that, contrary to some 
who see a human embryo as merely a 
“potential person” that thus does not 
have the right to life, “human infants, 
fetuses, and embryos are ‘persons with 
potential.’” He then turns to interact 
with an article by Callum MacKellar, 

published in the Spring 2018 issue 
of Dignitas, and demonstrates that 
MacKellar’s discussion, as commendable 
as it is, can be augmented and clarified 
using the distinctions that DiSilvestro 
has just set forth. DiSilvestro concludes 
with a modest yet encouraging appeal: 
“Today’s task of clarifying a faithful 
Christian approach to emerging gene 
editing opportunities is one that 
requires celebration, responsibility, hard 
thinking—and collaboration.”

THE 
BIOETHICS 
PODCAST

LISTEN ON ANY MAJOR PODCAST PLATFORM
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The desire for safe and effective 
birth control has been a subject of 
intense interest since the earliest 

days of recorded history. In ancient 
Egypt, women mixed honey, dates, and 
acacia as a suppository they believed had 
spermicidal effects.1 The Bible mentions 
coitus interruptus, perhaps the earliest 
form of contraception, in Genesis 38 
when Onan refused Judah’s command to 
impregnate his deceased brother’s wife, 
but had a sexual relationship with her. 
Condoms were made from fish bladders 
and other materials that date back to as 
early as 3000 B.C.2 

In 1960, the Food and Drug 
Administration approved the first oral 
contraceptive, not only for menstrual 
regulation but also to prevent pregnancy. 
The research, originally funded by 
Margret Sanger, was based on clinical 
trials with women in Puerto Rico, which, 

unlike in parts of the United States, did 
not prohibit birth control at that time.3 
Since that era, the use of contraceptives 
has become commonplace. The Centers 
for Disease Control and Prevention 
reported in 2019 that 12.6% of women of 
reproductive age used the pill, 10.3% used 
an intrauterine device or contraceptive 
implant, 18.6% underwent surgical 
sterilization, and in 5.9% of cases their 
partners underwent male sterilization.4 
Although contraception in the United 
States is widespread, it is much less 
available in developing countries, and 
women in the U.S. and abroad continue 
to look for more effective contraception 
with fewer side effects. According to a 
recent United Nations report:

In 2015, 64 percent of married or 
in-union women of reproductive 
age worldwide were using some 
form of contraception. However, 

contraceptive use was much lower 
in the least developed countries (40 
percent) and was particularly low 
in Africa (33 percent).5

A review from the Guttmacher Institute 
in 2016 claimed that 225 million women 
in developing countries have an “unmet 
need” for contraception, defining 
that phrase as follows: “Women are 
considered to have an unmet need if they 
are sexually active and want to avoid 
becoming pregnant but are not using 
contraception.”6

This strong continued drive for access to 
safe and effective birth control is more 
muted in richer countries given the 
general availability and affordability of 
contraceptives. However, less developed 
countries have expressed concerns 
over their growing populations and 
the effect this may have on economic 
vitality, access to resources, and quality 
of life. One striking example of this 
trend is the government of India, which 
has long encouraged its population to 
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reduce family size. These pressures led 
to coercive government policies that 
particularly targeted the poor, and, 
according to one review, have become 
“emblematic of everything that can 
go wrong in a program premised on 
‘population control’ rather than on 
reproductive rights and health.”7

A complete discussion of population 
pressures as an incentive for government 
birth control measures is beyond the 
scope of this paper. However, these 
forces, primarily in India, paved the 
way for a new type of birth control: 
immunocontraception, which has the 
potential to be effective, yet inexpensive 
and reversible. The most promising 
among such vaccines immunizes women 
against human chorionic gonadotropin 
(hCG). This paper will address its method 
of action and its ethical implications.

Clinical Background

In the normal reproductive process, 
at about six days after fertilization, a 
developing human embryo implants into 
the endometrial lining (innermost layer 
of the uterus). Back in the ovaries, the 
cellular “shell” left over after ovulation, 
called the corpus luteum, releases two 
major hormones: progesterone and 
estrogen, which help maintain a rich 
blood supply to the endometrium for 
successful implantation. Normally, 
if pregnancy had not occurred, the 
corpus luteum would degenerate after 
12–14 days. Loss of the corpus luteum 
would deprive the endometrium of 
progesterone, and the inner layer of the 
endometrium would be destroyed and 
would slough away. These events would 
create the menstrual flow, and a new 
cycle would begin. 

However, if implantation is successful, the 
developing embryo produces a hormone 
called human chorionic gonadotropin 
(hCG). This hormone stimulates the 
corpus luteum to continue its secretion of 
estrogen and progesterone. This so-called 
“rescue” of the corpus luteum maintains 
the endometrium, and the pregnancy 
can continue.8

The hormone hCG is attractive as a target 

for contraceptive strategies because it 
is unique to the developing embryo. It 
is not present before fertilization, and 
only appears in the bloodstream after 
implantation. Inducing a woman’s 
immune system to produce antibodies 
to hCG would destroy the hormone 
immediately after its production. 
Without hCG, the corpus luteum loses its 
hormonal support and 
degenerates. Lacking 
a corpus luteum to 
release progesterone 
would, in turn, cause a 
loss of blood supply to 
the endometrium, and 
a normal menstrual 
period would 
ensue, eliminating 
a pregnancy that 
has just begun. A 
vaccinated woman 
would be unaware of 
her early pregnancy 
since hCG in the urine 
is what yields a positive pregnancy test.9 
This creates an ethical dilemma for those 
who identify the human embryo as a 
unique person, since, on that view, this 
mechanism of action is equivalent to that 
of an early medical abortion.

Other Possible Vaccine Targets

While the most promising type of 
contraceptive vaccine targets hCG, it is 
not the only possibility. Vaccine research 
has considered three target mechanisms: 
gamete production, gamete function, 
and gamete outcome.10 Vaccines that 
target gamete production, such as 
those against luteinizing hormone 
(LH), gonadotropin-releasing hormone 
(GnRH), or follicle-stimulating hormone 
(FSH), inhibit these hormones and ova 
do not develop within their ovarian 
follicles. These efforts have not been 
restricted to women only. A pilot study 
of FSH vaccines in men took place in 
Bangalore, India. The study results were 
inconclusive: “No significant changes in 
the levels of LH, FSH, and testosterone 
were observed in the immunized men.”11

Various experiments in other mammals 
have led to disappointing results. Studies 

that targeted gamete production by 
inhibiting the hypothalamus delayed 
sexual maturity in both male and female 
adolescent animals and caused gonadal 
atrophy in adult animals.12 Vaccines 
that target specific gamete components, 
such as sperm antigens or the zona 
pellucida (outer shell) of the oocyte, are 
not unique to gametes and are shared 

with somatic cells. 
This outcome means, 
for example, that zona 
pellucida vaccines are 
highly effective, but 
may cause ovarian 
inflammation. In spite 
of these other studies, 
hCG remains the most 
promising target for 
vaccine research, and 
has undergone Phase 
I and Phase II clinical 
trials in human 
subjects.13

Current Research on hCG Vaccines

Although the hCG vaccine has shown the 
most promise, it is far from becoming a 
commonplace contraceptive option. In a 
2005 study, only one pregnancy occurred 
in 1,224 cycles and the induced infertility 
was reversible.14 In a Phase II trial, 
women of proven fertility with regular 
ovulation cycles and who were sexually 
active consented to three intramuscular 
injections of the vaccine each month. 
Laboratory testing was done throughout 
the month, and if antibody titers were 
less than 50 ng/ml, the women received 
a booster injection. When antibody 
titers remained above 50 ng/ml, the 
vaccine was effective in blocking fertility. 
However, effective titers were present in 
only 60–80% of women, and one woman 
with a high titer became pregnant.15 If 
this were a vaccine against an infectious 
disease, such a degree of efficacy would 
be considered very successful. However, 
a truly acceptable birth control vaccine 
would have to be effective in 90–95% 
of recipients.16 Contrast this with oral 
contraceptives, which are at least that 
effective when used properly.17 Therefore, 
targeting hCG with vaccines will require 
much more research to become a realistic 

hCG vaccines 
have the potential 
to actually limit 
the freedom and 
agency of women 
rather than to 
empower them.

Immunocontraceptive Vaccines... (Continued)
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alternative to established birth control 
methods.

Ethical Considerations

Even though the hCG vaccine is not yet 
fully effective, this era of widespread 
interest in cheap and effective birth 
control, coupled with a concern for 
overpopulation, may well drive further 
research initiatives. These pressures 
may cloud ethical concerns that should 
receive more scrutiny.

Concerns about overpopulation 
are related to its effects on poverty, 
lawlessness, a lack of jobs, and a lack 
of resources. Proponents of an hCG 
vaccine claim that it would increase the 
overall availability of birth control, thus 
empowering women and increasing their 
economic freedom.18 As a utilitarian side 
benefit, an hCG vaccine might reduce the 
need for elective abortion as a component 
of family planning. Furthermore, the 
vaccine does not have the same hormonal 
side effects of many contraceptive pills, 
making it theoretically a more favorable 
option.

There are, however, legitimate ethical 
concerns over hCG vaccines as a form 
of contraception. For those who hold 
that protectable human life begins 
at conception, it is not a vaccine that 
prevents pregnancy, but one that ends 
it. The vaccine works to attack the 

hormone that sustains a pregnancy 
after conception has already occurred. 
Therefore, many who approach ethics 
from a religious perspective, especially 
conservative Roman Catholics and 
Protestant evangelicals, would declare 
this method of contraception an 
abortifacient, making it immoral.19

Furthermore, hCG vaccines are unlike 
any other vaccine. In the usual scheme 
of things, a vaccine creates antibodies 
against an infectious pathogen to 
protect the body from disease. An hCG 
vaccine essentially treats pregnancy as a 
pathogen to be eradicated, i.e., a disease 
the body must be trained to attack. 
Ethical conservatives will not agree 
with the characterization of pregnancy 
as a disease, and its mechanism does 
not actually decrease the number of 
abortions; it is simply a different method.

Though harder to predict from a 
utilitarian perspective, there may be 
subtle and undesirable effects on the 
fabric of society if an hCG vaccine 
becomes commonplace. While advocates 
of this method promise sexual freedom 
and economic opportunity, there is a risk 
that the mechanism of action may not 
be fully explained or understood by its 
users, which may therefore conflict with 
their personal moral values. Thus, hCG 
vaccines have the potential to actually 
limit the freedom and agency of women 

rather than to empower them.

Wider Social Policy Concerns

Widespread government-run programs 
to limit population have a questionable 
history of delivering the economic 
prosperity they promise. Unnatural 
policies that limit individual choice for 
family size have always yielded negative 
results and often open the door for 
terrible abuses. There are many examples 
of this.

In the 1970s in India, the prime minister’s 
son Sanjay Gandhi led a campaign to 
sterilize poor men. In just one year, 6.2 
million men underwent the procedure.20 
Mass sterilizations are still taking place 
in India. During the two-year period 
of 2013–2014, there were almost four 
million sterilizations, most of them in 
women. This happened even though over 
700 had died of complications from 2009 
to 2012.21

In China, since the institution of the 
One-Child policy in 1980, over a million 
“orphan parent” families have been 
created, where the loss of the one child 
has impoverished the parents, leaving 
them without any means of support. 
Even though this policy has now been 
officially rescinded, China’s economic 
prosperity has been seriously affected. 
GDP will “likely decline from 7.2 percent 
in 2013 to around 6.1 percent by 2020.”22
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Also in China, the nation’s preference for 
male children has skewed the sex-ratio 
so much that many single men are not 
able to find a wife. As a result, in 2016 
there were 33.59 million more men than 
women.23

In the United States, a 1976 study by 
the U.S. General Accounting Office 
(GAO) revealed that four of the twelve 
Indian Health Service regions in the U.S. 
sterilized 3,406 American Indian women 
without their consent in the preceding 
three years.24

Surprisingly, few Americans today are 
aware of the dark history of eugenics 
in the U.S., based on outdated and 
scientifically discredited ideas of creating 
a better society by controlling human 
reproduction. During that era, which 
formally ended in 1939 with the closure of 
the Eugenics Record Office, over 60,000 
Americans underwent sterilization 
against their will.25

In summary, broad government 
programs to promote population control 
have a disturbing history, and there is 
no evidence that such efforts have fared 
any better today. It is therefore not 
unreasonable to have grave concerns 
about how the government of India or 
that of any other society may employ 
an experimental vaccine to limit 
pregnancies in women.

Conclusion

Safe, effective, and affordable birth 
control is readily available in the United 
States and other developed countries. 
In India, however, concerns over a 
growing population and its possible 
related economic consequences has 
fueled initiatives for newer contraceptive 
methodologies. This paper has focused 
on the mechanism and ethics of 
immunocontraception using a vaccine 
against human chorionic gonadotropin 
(hCG).

Current research on hCG vaccines raises 
significant ethical concerns, primarily 
because the mechanism of action is 
abortifacient. It is likely that many 
Indian women will not receive adequate 
information to fully understand this 
mechanism, which they might not 
agree to if they were better informed. 
Furthermore, there are wider concerns 
over government programs to promote 
population control, which historically 
have led to disturbing abuses.

Advocates for increased access to 
birth control claim that contraceptives 
empower women, increase their 
economic and personal opportunities, 
and improve their lives. There is little 
evidence that current research initiatives 
into immunocontraceptive vaccines will 
help to accomplish these goals.
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Most of us interact with a 
healthcare institution from 
time to time for many different 

reasons. Healthcare providers deliver 
healthcare in the United States in various 
ways, locations, systems, and payment 
sources. Over the past century, healthcare 
has changed dramatically from the 
country doctors of the past to the current 
multi-system, ever-expanding healthcare 
networks. Technology, such as mobile 
devices, phones, internet resources, 
tele-medicine, and health-tracking 
devices give healthcare consumers 
more options to access and receive 
healthcare services than ever before. 
Medical research has given rise to new 
medications, testing capabilities, surgical 
techniques, monitoring devices, and 
scientific understanding of disease and 
disability. As a result, inter-professional 
medical education has evolved to keep 

up with science and medical technology. 
However, even with all these technical 
and educational advancements, one thing 
in healthcare has remained constant 
over the centuries—human interaction 
between the sick and their healers.

Religion has always been an important 
part of life and death. We often 
celebrate birth and death with religious 
ceremonies that include God’s love for 
us as well as our belief in the sanctity of 
human life. Along life’s trajectory, we 
often have to make decisions regarding 
our health and the health of our loved 
ones, and these decisions may include 
our own spirituality through prayer and 
consultation with clergy. Multiple studies 
have shown that religion and spirituality 
are “important factors that influence 
medical decision making in the event 
of terminal illness.”1 As Christians, we 
believe in the sanctity of life and that 

medical care must show compassion. 
Compassion is a professional obligation 
of care providers. “It is this professional 
obligation to compassion that is why 
excellent pain management, indeed 
management of all symptoms, is so 
important to medical professionals who 
provide care to patients as they approach 
the end of their lives.”2 Adequate pain 
management is always important and 
takes on a greater obligation when people 
are in the terminal phase of life.

The intention for adequate pain 
management at the end of life is motivated 
by compassion with the intention that 
the pain medication palliate the pain, 
not to cause or hasten a person’s death. 
The principle of double effect, then, is 
performing an action with the intention 
of good (increasing pain medication to 
decrease suffering) but knowing that 
the good action may have unintended 
consequences (the medication may result 
in the death of the person due to their 
underlying disease).3

Healthcare Ethics Consultation and Conflict 
Resolution: Faith, Love, Feelings 
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With human interactions of any kind, 
conflict may occur. The more stressful the 
human interaction is, the more critical 
the conflicts can be. Nowhere is such 
conflict more painful than within the 
context of illness. Critical life decisions 
of any kind can lead to stress, frustration, 
and anxiety. As a result, people often 
appeal to their faith in God, their love for 
each other, and their feelings about the 
situation, which may result in fear, anger, 
sadness, and confusion. When a person 
or their loved one(s) experience illness, 
especially a serious or life-threatening 
illness, a sense of helplessness is common 
and can often escalate quickly if there is 
a real or perceived conflict between the 
patient and the family and the healthcare 
team. This conflict can quickly lead to a 
lack of trust (patient/family vs. healthcare 
team), poor communication, and strain 
within the patient-provider relationship. 
It is at this time that a healthcare ethics 
consultation might be helpful in restoring 
positive communication and assisting 
with important healthcare treatment 
decisions. 

A healthcare ethics consultation “is a 
set of services provided by an individual 
or group in response to questions from 
patients, families, surrogates, healthcare 
professionals, or other involved parties 
who seek to resolve uncertainty or 
conflict regarding value-laden concerns 
that emerge in health care.”4 Ethics refers 
to a branch of philosophy that “focuses on 
the reasons why an action is considered 
right or wrong” and asks us to justify 
a particular position in an argument 
through reason.5 The current “standard 
of care” for a specific illness guides 
medical treatment recommendations 
for that illness. For example, if a person 
has pneumonia caused by a specific 
bacteria, there is a standard of care for 
what antibiotic should be given that is 
based upon research that has proven a 
particular antibiotic is the cure for that 
particular bacteria. Not to provide this 
cure or standard of care, therefore, would 
be considered ethically and professionally 
wrong. Alternately, there are clinical 
situations in which the standard of care 
is to palliate—to keep comfortable—as 

there are no treatments available that 
will cure what is ailing the person. This 
can lead to conflict between the patient/
family and the healthcare team when 
the standard of care has the goal of 
comfort at end of life, but the patient/
family (legal decision maker) wants full 
aggressive treatment including attempted 
resuscitation (CPR and other treatments 
used in resuscitative situations).

It has become very common in 
healthcare institutions, especially in the 
hospital setting, that ethics consultation 
“play a facilitative role in the resolution 
of ethics or other values-based conflict 
in patient care.”6 Each of us has our 
own faith, values, norms, and morality 
that we believe in and that often guide 
our everyday actions 
as well as our actions 
when involved with 
stressful life situations. 
When faced with end-
of-life care decisions 
for a loved one, our life 
values may question 
our personal identity 
(Who am I in this 
situation I have not 
experienced before?), 
self-image (I want to 
do the right thing, but I 
don’t want my loved on 
to die), self-esteem (Am 
I competent to make 
this decision when I 
am very distraught?) 
and sense of morality 
(Am I a good person If I don’t want 
treatment for my loved one that may 
prolong life but cause pain?).7 A clinical 
ethics consultation is meant to explore 
personal values within the context of the 
clinical situation and to further discuss 
value differences among those involved 
(patient, family, and healthcare team) 
openly and truthfully in order to see 
resolution and/or reconciliation.8 Those 
who provide clinical ethics consultations 
must also be aware that there are 
limitations to what a consultation may 
provide and that “good solutions to ethical 
problems depend not on ethical analysis 
alone but also on a variety of things, 

including accurate factual information, 
effective communication skills, and the 
insights and contributions of a wide 
variety of professionals.”9 In addition, 
the consultant must acknowledge that 
there may not simply be one solution to 
the issue or conflict, but rather a range 
of acceptable moral options from which 
the legal decision makers may choose.10 
The ethics consultant works with many 
healthcare professionals within the 
consult context including the treating 
team of physicians, nurses, therapists, 
social workers, as well as chaplains and 
patient advocates.

An ethics consultation also allows the 
patient/family members to have a moral 
space that allows for ethical reflection. 

“Patients and families 
need space to reflect on 
their lived values and 
to discover whatever 
is good for the patient 
from the perspective 
of the patient.”11 The 
treatment team enters 
this moral space with 
the family and patient 
when speaking about 
their lived values, 
which include lived 
faith, love, and 
feelings. There may 
be situations where 
the patient (if able to 
participate) and the 
family disagree with 
the treatment plan for 

the patient that the treating team thinks is 
the clinically appropriate course of action 
based upon the patient’s physical exam, 
disease process, and overall prognosis. 
This can be stressful for everyone and 
can lead to mistrust and conflict. The 
following is a case example where there 
is conflict between the surrogate decision 
maker and the medical team.

Case Example: 

84-year-old Helen was admitted to the 
hospital from a nursing home. She was 
brought to the emergency room because 
she was having trouble breathing. She 
was admitted to the same hospital 3 

Healthcare Ethics Consultation... (Continued)

Patients and 
families need 
space to reflect 
on their lived 
values and to 
discover whatever 
is good for the 
patient from the 
perspective of the 
patient.
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weeks ago for low blood pressure and 
discharged back to the nursing home a few 
days later when her blood pressure was 
under control. Her recent health history 
report from the nursing home includes 
advanced dementia, poor appetite, and 
high risk for falls (she fell six months ago 
and was admitted to the same hospital for 
assessment but did not have any broken 
bones).

She is not able to make her own medical 
decisions and has two adult children (Sue 
and Barb) who both live in different states 
than Helen. Helen does not have any form 
of advance care plan for medical decisions 
so both her adult children are making 
medical decisions for her via the state 
surrogate law for medical decisions.

Because Helen has been hospitalized 
three times in the past six months, her 
care team wants to have a care conference 
with both adult children to discuss future 
healthcare plans for a patient who is very 
frail, debilitated, and is at risk for ongoing 
health issues such as pneumonia and 
falls. Neither Sue nor Barb could meet in 
person, however, they were available to 
meet via conference call.

Prior to the phone conference call, Helen’s 
doctor, physical therapist, social worker, 
and geriatric nurse specialist met to discuss 
medical goals of care. All team members 
agreed that the overall medical goal for 
Helen would be to keep her comfortable 
in her nursing home environment and 
that burdensome treatments should be 

avoided. They also wanted to speak with 
her children regarding end-of-life care and 
hospice services for Helen. 

During the conference call, both Sue and 
Barb voiced concern for their mother and 
that they were aware how frail she is. They 
voiced regret that they do not get to visit 
her often due to travel distance and their 
job situations. The team members each 
gave an update regarding Helen related 
to their particular assessments and asked 
if either daughter had any questions. Sue 
voiced her sadness that Helen was so frail. 
Barb also voiced concern, but quickly 
stated that she expected that the nursing 
home and hospital would “do everything” 
to keep Helen alive because she has been 
praying that God will heal Helen. Sue did 
not say anything to this but when asked by 
the team what she thought about Helen’s 
condition and what her mother would 
want if she could make her own decisions, 
Sue deferred to Barb. The meeting ended 
and the patient remained in the hospital 
with orders that should she have a 
cardiac or respiratory arrest, staff would 
engage with full aggressive attempts at 
resuscitation.

The team all agreed that an ethics 
consultation would be helpful as the team 
feels moral distress over the outcome of the 
team meeting. 

In the case above, there is conflict 
between what the providers assess to 
be the standard of care for Helen and 
what level of care the daughters, as her 

decision makers, want. The conflict has 
to do with making Helen comfortable 
and enhancing her overall quality of life 
versus aggressive ongoing treatment that 
carries a heavy physical burden to Helen 
and which would not improve her poor 
health condition or enhance the quality 
of her life. Aggressive care treatments at 
the end of life often prolong the dying 
process rather than provide comfort to 
the patient.12

For the patient who lacks decisional 
capacity like Helen, health care decisions 
should be driven by the answers to these 
three questions:

1. Who is the legal decision maker?

Is there any kind of Advance Care 
Planning (ACP) documentation—power 
of attorney for healthcare, POLST form, 
or other accepted form of advance 
directive for healthcare? If there is no 
ACP document, most states have a 
“Surrogate Decision Maker” statute 
for healthcare decisions, which goes by 
priority status of family members. 

2. What are the wishes of the patient 
related to health care or end-of-life care? 

Were there any conversations between 
and patient and her family, friends, or 
healthcare providers? Did the patient 
ever speak about death, and if so, what 
did she say?

3. What treatments are medically 
indicated for this patient? 
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 Medical treatment options should 
be related to the standard of care for 
the specific illness13 as well as what 
treatments are medically indicated for 
a specific medical problem or disease 
process. Treatment decisions should also 
be related to the overall goal(s) of care 
based on patient health condition as well 
as personal/social cues from the patient 
or loved ones. For example, some people 
may have verbalized to their family that 
they would not want to live in a nursing 
home, but the time has come that they 
can no longer live alone and need more 
assistance than the family can provide.

Treatment option discussions can be 
difficult for the patient/family and 
providers because there may no longer 
be treatment options that can reverse 
the course of illness. During these 
conversations we want to affirm the 
life of the sick person, acknowledge the 
feelings of family and friends who love 
this person, and discuss the current plan 
of care options that honor the sick as well 
as care for the dying.

Helen’s attending physician places a 
request for the healthcare ethics consultant 
(HEC) to meet with Helen’s daughters to 
discuss possible end of life treatment/care 
decisions. The HEC receives the consult 
request from the team and begins to 
prepare for a follow-up meeting with the 
team and daughters.

After reviewing Helen’s medical record 
and speaking with team members about 
Helen’s hospital course and present 
condition, meeting dates and times were 
agreed upon and the patient’s daughters 
were contacted and a date and time were 
agreed upon for the follow-up meeting 
(daughters via phone). Team members 
want to acknowledge Barb’s faith as well 
as to honor their responsibility to refrain 
from treatments that would be of no 
medical benefit and may even cause more 
suffering to Helen. 

When an HEC is called upon to lead a 
family/team meeting due to any type 
of care-related conflict or to assist with 
difficult conversations between team, 
patient, and/or family, the preparation 

usually consists of the following steps: 
clarifying the main concern(s), deciding 
who should be at the meeting, discussing 
all possible appropriate care options, 
and identifying the overall goal for the 
meeting. In general, the ethics consultant 
is contacted by a member of the family or 
a member of the clinical team to request 
a consultation to help clarify goals of care 
for the patient and to discuss the current 
medical treatment plan. This meeting 
also provides family members with 
the opportunity to ask questions about 
current care as well as what the clinical 
plan is for treatment and discharge. 

Once the ethicist receives a request for 
a family meeting, they must assess who 
should attend the meeting, and this 
usually is facilitated with the help of a 
chaplain and/or social worker who may 
have had interactions with the patient 
and family already. In general, it is very 
helpful to have one of the physicians on 
the patient’s team begin the meeting to 
explain the medical information related 
to what is currently going on with the 
patient and to answer questions the family 
may have. Other clinical staff who may 
be involved are nurses, social workers, 
therapists, chaplains, care coordinators, 
and discharge planners. The staff invited 
to the meeting really is dependent 
on what the goals of the meeting are 
and what provider information is of 
importance related to the goals. Once 
the clinical staff have been identified, 
any family/friends of the patient who 
should be at the meeting are contacted. If 
the patient is not able to make their own 
healthcare decisions, the legal decision 
maker should be identified and be part of 
the ethics/team meeting. In addition to 
organizing family and staff, the ethicist 
may also assist in arranging for a private 
room for the meeting as well as making 
sure interpretive services or electronic 
equipment are provided if needed. 

There are a few other points to keep in 
mind while preparing for and running a 
family/team meeting. At the beginning, 
the ethicist introduces himself or 
herself, states the reason the meeting is 
being held, and asks others to introduce 
themselves. After introductions, clinical 

staff should review the healthcare status 
of the patient with family and answer 
any questions they may have regarding 
the clinical course thus far. At this point, 
the ethics consultant is able to restate the 
reason for the meeting as well as what, if 
any, decisions are being asked of the legal 
decision-maker. A few important points 
to keep in mind while running a family/
team meeting include:

1. Set up the meeting room (be sure 
room is clean; provide water bottles 
and tissue; make sure equipment is 
available, in working condition, and 
that it accommodates privacy)

2. Stay patient-focused (review clinical 
goals of care the team has for the 
patient; recommended treatment 
options as well as alternatives)

3. Review what is known regarding 
family/patient wishes, values, and 
goals for the patient (may be known 
or unknown, or perhaps are goals 
that are not specific such as “we want 
mom to get better”)

4. Review all possible meeting 
outcomes (ongoing treatment/care 
options) and prepare for each

5. Prepare an outline for the meeting 
and review this at the beginning of 
the meeting

The following is an example of an ethics 
consult meeting outline:

1. Introductions

2. Verbal expectations of participants 
(respect for other comments, refrain 
from abusive verbal/body language, 
etc.)

3. Time (have a timekeeper if needed)

4. Paper or whiteboard to make notes 
of questions or follow-up needs that 
cannot be accommodated at the 
time of the meeting

5. Plan for safety (have security 
available as needed)

During the meeting, the HEC should 
thank all participants for attendance, 
acknowledge those attending the 

Healthcare Ethics Consultation... (Continued)
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conference via call/video platform, 
document names and relationships 
of all in attendance, identify any 
meeting limitations (time, practitioner 
availability, family availability in person/
by phone, etc.), establish meeting 
boundaries for re-direction should the 
conversation move too far from topic, 
and let participants know questions 
that need to be followed up on after the 
meeting will be communicated to them 
after the meeting.

A common way to begin a family/team 
meeting is to ask a few ice-breaker 
questions, for example, Tell us a bit 
about your loved one—did they have any 
hobbies, interests, or activities that they 
enjoyed? What kind of things were/are 
most important to your loved one? What 
are your biggest concerns right now 
about your loved one? What are you most 
fearful of at this time? As you move into a 
review of the current medical conditions 
of the patient, allow for questions that 
the clinical staff may answer as they 
come up. If other clinical staff are at the 
meeting, such as physical or occupational 
therapists, allow them to provide their 
updates and interact with family. Once 
the clinical staff is done talking with 
family, they often will leave the meeting 
but are available for follow-up questions. 

At this point, it is time for the HEC to map 
out realistic care outcome options for the 
patient (this can be done on a flip chart or 
whiteboard). The care outcome options 
should have been explored during the 
clinical staff discussion and the HEC 

can further discuss the options given by 
the clinical staff. Family members often 
display a wide variance of emotions 
that may include anger, disbelief, relief, 
understanding, and even acceptance if 
they have been told that there is nothing 
more that can be done medically to cure 
what the patient has. The final step in the 
family/team meeting is to ask the legal 
decision maker (often with discussion 
from other family/friends at the meeting) 
to deliberate about the clinical options 
given by the clinical team, and to make 
the decision being asked of them on the 
patient’s behalf. It is common for the 
decision maker to ask for more time to 
make the decision, as they may need to 
discuss with other family/friends who 
were not at the team meeting. If this is 
the case, it is helpful to have a date/time 
agreed upon for the HEC or clinical staff 
to follow up with as need. 

The final step in the overall ethics consult 
is to comfort, console, and conclude. This 
step responds to emotional reactions 
with empathic language and behavior 
or with silence as the situation calls for. 
Assure family that the medical team will 
not abandon the patient or the family no 
matter what treatment course is chosen. 
Acknowledge the strength of the patient 
and loved ones during this difficult time 
and thank all participants for sharing in 
the meeting. Affirm any family members’ 
reflection of their faith, their love and 
their feelings about their loved one and 
this stressful situation. Restate the plan 
decided upon, or that is being decided 
upon if more time is needed to make 

decisions and reflect on next steps in the 
process. Offer supportive care services, 
such as clergy/chaplains, social workers, 
or other services available to the patient/
family. This is also the time to identify 
follow-up steps as a result of any decisions 
made in the meeting as well as to share 
contact information for follow-up needs. 

In the case example given earlier about 
Helen and her daughters Sue and Barb, I 
leave it to the reader to explore what an 
ethics consultation meeting might have 
looked and sounded like as well as to 
reflect on any personal experiences with 
a clinical ethics consultant.

In conclusion, a healthcare ethics 
consultation is a service provided in many 
healthcare institutions that assist with 
medical decisions by organizing a multi-
team meeting with patients and family 
members to gather information and 
answer questions that assist with difficult 
medical decisions. These meetings allow 
a moral space for questions, answers, 
reflection, and confirmation of faith, 
love, and feelings. Medical technology 
will continue to improve and enhance 
human life in ways that we can only 
imagine today. Along with all the 
advanced healthcare technology, current 
and future, comes the mounting burden 
of healthcare decisions we all may be 
asked to make regarding the use of this 
technology either for ourselves or for 
a loved one. Either way, the constant 
tension is not about time or space, but 
about being human and taking care of 
those in need. 
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Taking Care: A Recap of The Center’s 
26th Annual Summer Conference
Bryan Just, MA | CBHD Research and Administrative Assistant 

As finite, mortal human beings, 
we must all face the fact that, 
like every person that has come 

before us, one day our life on this earth 
will come to an end. With that recogni-
tion—that death is a question of “when,” 
not “if”—comes certain questions and 
responsibilities. What does it mean to die 
well? How should we prepare for our own 
death? What are the rights and responsi-
bilities of the dying person, and what are 
those of the caretaker? If we are all going 
to die eventually anyway, are there any 
problems with accepting or even hasten-
ing our own death? These are just some 
of the many questions addressed by the 
speakers at The Center for Bioethics & 
Human Dignity’s (CBHD) 26th annu-
al summer conference, Taking Care: 
Perspectives for the End of Life.

Lydia Dugdale opened the conference 
with an address entitled “Reclaiming 
the Lost Art of Dying” in which she 

examined the history of dying within 
the Christian church. In the 13th and 14th 
centuries, Europe was in crisis. Plague 
was decimating the population and 
the church was in turmoil. People were 
scared and desperate; death was a con-
stant, immanent threat, and they had no 
good way of approaching it. Out of these 
conditions arose the ars moriendi, Latin 
for “the art of dying.” The ars moriendi 
was a “dummy’s guide” to dying well. 
Often taking the form of picture books 
(in order to be accessible to a mostly illit-
erate population), it demonstrated the 
kinds of temptations faced by those near-
ing the end of life as well as the biblical 
answers to them, encouraging people to 
approach death “willfully and gladly.”1

The ars moriendi traditional became 
hugely influential, and knowledge of it 
was expected of every good Christian, 
Catholic or Protestant, for the next sev-
eral centuries. However, by the end of 

the 19th century, the popularity of the ars 
moriendi began to fade. Today, Dugdale 
argued, we no longer die well, while those 
who came before us did. And, though our 
society is different than those of years 
gone by, the example of the ars moriendi 
as a systematic, culture-wide prepara-
tion for death remains relevant for today. 
She hopes that through bioethics, we 
can learn to combat medicalized dying, 
recognize and accept our finitude (both 
individually and as a society), and build 
better senses of community around those 
who are dying. Bioethics, then, could 
become a vehicle for an ars moriendi for 
today and the future.

D. A. Carson then took a step back to 
reflect on the wildly conflicting views on 
death that have arisen in our diverse soci-
ety. He posited that Christians are often 
more influenced by their surrounding 
culture than they might think, and that 
this twists and distorts the biblical view 

Taking Care: 
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on death that Christians should hold in 
common. Instead, American Christians 
often consider a good death to mean 
“painless” rather than one which brings 
glory to God. After one particularly egre-
gious example of a couple struggling with 
these issues, Carson stated that “the social 
pressure of well-meaning Christians was 
robbing [them] of Gospel comforts.”2

Carson went on to discuss eight theolog-
ical “givens” that Christians must keep 
in mind when speaking about death: (1) 
humanity is made in the image of God, 
(2) the reality of sin and the fallen nature 
of the world, (3) the tension between 
death as both natural and deeply unnat-
ural, (4) Jesus’ incarnation as both God 
and human man, (5) Jesus’ own death 
as the God-man, (6) the promise of eter-
nal life for the believer, (7) the overarch-
ing flow of salvation history, and (8) the 
unfolding storyline of history, which 
allows us to establish the things of the 
kingdom of heaven as more important 
than worldly concerns. These interrelat-
ed, interacting “givens” must undergird 
any considerations of death and the end 
of life in order for the approach to be 
truly Christian. Only with this robust 
Christian understanding can we hope for 
our own reflections to transcend our own 
cultural influences.

To open the second day of the conference, 
Tracy Balboni offered an empirical per-
spective on end-of-life care. She began 
by tracing the relationship between 
the practice of medicine and spiritual-
ity, demonstrating that while the two 
have long been intertwined, the rise of 
empiricism during the Renaissance and 
Enlightenment, followed by the material-
ism and reductionism of the modern era, 
has led to their divorce, with the practice 
of medicine now firmly concerned with 
the physical alone. This disconnect is 
well represented by a study of lung cancer 
patients, their caretakers, and their doc-
tors. When asked to rank seven factors 
based on importance, patients and care-
givers ranked spirituality second (after 
the ability of a treatment to cure their 
disease); doctors ranked it last. Sadly, this 
separation has led to a medical practice 
that often feels sterile and dehumanizing; 
in the words of one dying women, she felt 
as if her doctors saw her as nothing more 

than “a body full of tumors that are kill-
ing me.”3 

According to Balboni, “there is a huge 
need for spiritual care as a core com-
ponent of end-of-life care.”4 One way to 
reintegrate the two is through using the 
language of empirical medicine to show 
just how important spiritual care is at the 
end of life. A survey of cancer patients 
showed that 90% ranked religion as at 
least moderately important to them. 
Another demonstrated that religious 
belief assisted with coping with their ill-
ness, as did prayer and being part of a reli-
gious community. Spirituality also plays 
a key role in patient’s quality of life, espe-
cially at the end of life, with those receiv-
ing spiritual support from their medical 
team (not just their religious community) 
experiencing more hospice, less aggres-
sive (and usually futile) intervention, and 
fewer ICU deaths. Thus, Balboni hopes 
that by utilizing a language (empirical 
research) that doctors understand, they 
will be more willing to add spiritual care 
to their arsenal of treating patients, espe-
cially those at the end of life.

No discussion of modern end-of-life care 
would be complete without consideration 
of euthanasia and physician-assisted sui-
cide, addressed at this conference by Theo 
Boer. Focusing on his home country of 
The Netherlands, Boer recounted its his-
tory of euthanasia and some of its require-
ments. These requirements include a 
request from the patient, unbearable 
suffering with a hopeless prognosis and 
no viable alternatives, a consultation 
with a second physician, and regional 
review committees to evaluate each case. 
Despite these safeguards, however, Boer 
expressed great concern about what isn’t 
said. “Unbearable suffering” and “hope-
lessness” are not defined, and there are 
no restrictions based on life expectancy 
or foreseeable death. Relatives are not 
required to be notified. Patients do not 
have to be conscious when the euthana-
sia takes place. And, despite the supposed 
focus on “autonomy,” the responsibility 
is put on the physician to kill the patient, 
rather than the patient being required to 
perform the act themselves.

Boer shared several more things that 
alarm him regarding euthanasia in 
The Netherlands, including (1) that the 

number of people seeking it has been 
increasing; (2) that the number of rea-
sons for which it is sought has increased; 
(3) that the Dutch public has begun to see 
euthanasia as a right, and that doctors 
thus have a responsibility to participate 
without regard for their own convictions; 
and (4) that criticism of euthanasia is 
largely silenced—not only is 90% of the 
population in favor, but there is now a 
taboo regarding speaking out against it. 
He also spoke about the fact that suicide 
rates have risen in tandem with increas-
es in euthanasia, leading to a poignant 
question: “Can one and the same state 
facilitate suicide and prevent suicide?”5

As opposed to speaking directly to end-
of-life issues, John Tilburt played off of 
the conference theme of “taking care” to 
talk about “caretaking” in the context of 
secular bioethics. He described the gen-
eral attitude of Christians towards secu-
lar bioethics as an “ideological swamp in 
need of some holy draining,” and while 
he is sympathetic to the concerns leading 
to that assessment, he prefers to think of 
it as “a bewitched world with decaying 
intellectual structures, methods, and ide-
ologies.”6 What does caretaking look like 
in this environment? 

According to Tilburt, it is not a full-fron-
tal assault on secular beliefs and assump-
tions with Christian beliefs. Rather, it 
involves gentle engagement, planting 
seeds and concepts, and engaging colle-
gially in the social practice of bioethics. A 
caretaker Christian sustains a Kingdom 
presence by engaging in various modes of 
discourse: ethical, policy, narrative, and 
even prophetic. These do not generally 
advance the kingdom rapidly, but incre-
mentally. As Christians, we should live 
lives that reflect our Christian walk. This 
forms an implicit argument as convinc-
ing as anything explicit we might say. It is 
not up to any one of us to do everything, 
but through these discourses we partic-
ipate in the important work of culture 
care.

Returning to the theme of end-of-life 
care, Patrick Smith turned his gaze to 
those who are often overlooked in our 
society—the poor, the marginalized, 
and the oppressed. In these communi-
ties “on the margins,” poverty and race 
often combine to result in worse health 
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outcomes and stark disparities—these 
people are dying poorly. Exacerbating 
this is these communities’ historic dis-
trust of medical systems, which results in 
lower utilization of hospice and palliative 
care. Smith asserted that we must come 
to grips with the social dimensions of 
sin—it is ingrained in our social, politi-
cal, and institutional practices. The stark 
disparities across time and generations 
cannot be reduced to personal respon-
sibility. Behind the impersonal statistics 
are real people to whom we have respon-
sibilities; when the focus is on personal 
responsibility, we risk losing sight of the 
people who are image-bearers of God.

To value life at the end of life means 
fighting against racial and economic 
health disparities throughout the life-
time. This should be a particular concern 
of Christian bioethicists and pastors. 
Disparities violate shalom, the pres-
ence of physical, material, spiritual, and 
relational well-being between people, 
animals, and God. Just as God through 
Christ is reconciling the world to him-
self, Christians have a ministry of rec-
onciliation that may include evangelism, 
but also requires a commitment to justice 
and social relationships. For Smith, “rec-
onciliation is an invitation to bear witness 
in a deeply embodied way to a new vision 
of seeing the world and reevaluating its 
multidimensional relationships. Hence 

there is a deep connection between the 
biblical vision of reconciliation and the 
pursuit of community and justice in the 
here and now.”7 He did not offer any 
easy solutions or series of steps to follow. 
Rather, Smith reminded us that to value 
life at the end of life, we need to value life 
before the end of life through the minis-
try of reconciliation, attending to Jesus 
and the grace found in the Gospel which 
informs and empowers our work. 

In the closing address of the conference, 
John Kilner, who is retiring due to health 
issues, gave a moving, personal lecture 
on issues at the end of life through the 
lens of human dignity. In order for a 
dignified death to be realized, we must 
avoid two extremes. On the one end, we 
must not under-treat those at the end of 
life. It is not our job to determine when 
a life should end (such as through physi-
cian-assisted suicide); this demonstrates 
a disregard for the value of life and the 
hope that is always there when life is still 
present. At the other extreme, we must 
avoid over-treatment, which often vio-
lates human dignity. There is nothing 
more spiritual about artificially extend-
ing the dying process; doing so reflects 
our idolatry of technology and a self-cen-
tered focus on autonomy and control. 

In contrast to these extremes, a 
Christian’s final days should be marked 
by prayer and care. For the one dying, 
prayer could result in healing (even if this 
healing is only temporary or reflects an 
easing of the dying process rather than a 
full recovery). Prayer reminds us of the 
peace Christians can experience in the 
face of death by drawing us closer to our 
savior. And prayer can orient us to giv-
ing, even at the end of life. Despite the 
weakness that accompanies the end of 
life, it is a time when we can give glory 
to God and a testimony of our reliance 
on him to those around us. For those of 
us not yet at the end of life, care for the 
dying should be a hallmark of the church. 
Taking care of those whose time on earth 
is at a close is an opportunity to show the 
love of Christ and present to the world 
one of the things that we as Christians 
are for, rather than simply what we are 
against.8

The conversation around end-of-life 
issues did not end with these sessions. 
Through paper presentations, work-
shops, networking, and even informal 
conversations, participants were able to 
dig ever deeper into crucial questions and 
Christian responses. We are so grateful 
to all those participants, from speakers 
to students to attendees, who made this 
event possible. We hope to see them all 
again next year!
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If any one age really attains, by eugenics and scientific education, the power to make its descendants what it pleases, all men who live 
after it are the patients of that power. They are weaker, not stronger: for though we may have put wonderful machines in their hands 
we have pre-ordained how they are to use them. —C. S. Lewis, The Abolition of Man1

Dr. Francis Collins, director of the 
National Institutes of Health, 
used this quote from Lewis on 

June 18, 2018 at the end of his remarks to 
the National Press Club in Washington, 
D.C.2 I watched and listened to Collins 
give his remarks online on June 22, 
2018—the day a BioLogos email with his 
talk link hit my inbox—just a few minutes 
after attending the 25th anniversary 
celebration dinner for the Center for 
Bioethics & Human Dignity, just a few 
hours after delivering a version of this 
paper.3 Collins introduced the quote 
from Lewis this way: 

As I was preparing this lecture, I 
took out a book I haven’t read in a 
little while, by C. S. Lewis—it was 

The Abolition of Man—and it’s a 
little chilling. He wrote this book 
in the context of the Nazi eugenics 
horror, and points out sort of what 
it means to really to change our 
very essence.4

When he quoted Lewis’ phrase “the 
power to make its descendants what it 
pleases,” Collins inserted a question to 
his audience—“does that sound like gene 
editing of embryos?”—and after finishing 
the remainder of the quote, Collins 
concluded:

So, with that, I hope all of us in 
this conversation this evening, and 
in other opportunities, can both 
celebrate the advances which are 

breathtaking and have so much 
promise to give hope to families 
who are desperate for those 
answers, but also figure out how 
it is that we, as children of God, 
need to take that responsibility 
with the greatest seriousness and 
respect that we are fearfully and 
wonderfully made, and we might 
want to think very hard about 
remaking ourselves in that way.

I agree with Collins. We should celebrate 
breathtaking advances. We should take 
our responsibilities seriously. We should 
think very hard about all this. And part 
of that means asking when gene editing 
can “change our very essence.”

In what follows I shall tackle the following 
questions before connecting them to 
eugenics:
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1. What is the moral status of gene 
editing?

2.  What is the metaphysical status of 
gene editing? 

3. How do potential persons relate to 
gene editing?

The first question asks if what gene 
editing accomplishes is morally good or 
bad, right or wrong, virtuous or vicious—
or at least more morally good than bad, 
more right than wrong, more virtuous 
than vicious. The second question asks 
an even more basic question: precisely 
what does gene editing accomplish—
does it merely (merely!) bring about a life-
altering change in an existing individual, 
or does it instead bring a completely 
new individual into existence? The third 
question asks how the complex concept 
of a “potential person” connects up with 
the first two questions about gene editing.

My thesis below shall be that once we 
think hard about these three questions, 
we can responsibly support some gene 
editing of human persons, whether 
it occurs before or after conception, 
without changing our very essence. 

Question 1: The Moral Status of Gene 
Editing

Thinkers rightly spend much effort 
answering the first question, but 
sometimes without recognizing how 
much it may depend on the remaining 
two. So I will invert that priority here, 

spending only a moment on the first 
question and then more time on the 
others. Here is my answer to the first 
question, followed by short teasers of the 
answers I shall develop to the others: 

1. The moral status of gene editing, like 
the moral status of any tool which 
amplifies elements of our heart 
with consequences in the world, is a 
function of those elements and those 
consequences—and thus some types 
of gene editing can be morally good, 
right, and virtuous, while others can 
be morally bad, wrong, and vicious.5

2. The metaphysical status of gene 
editing, like the metaphysical status 
of any tool that makes changes to 
things in the world, is a function of 
both the nature of the things changed 
and the nature of the envisioned 
changes—and thus gene editing will 
sometimes merely (merely!) alter an 
existing individual, will sometimes 
bring a completely new individual 
into existence, and (perhaps most 
important) will sometimes do 
something that we honestly do not 
know how to classify. 

3. The concept of “potential persons” 
is multiply ambiguous and prone 
to mislead, but when we come to 
gene editing, we can clarify, and 
avoid being misled, as long as we 
remember the motto “potential 
persons are different than persons 
with potential.”

I should note that in addressing these 
questions I seek to bring together several 
lines of previous research that includes 
more developed arguments for the 
following claims: 

• All human persons have the sort of 
serious moral status that you and 
I each have from the moment of 
our biological beginning until the 
moment of our biological end.6

• Christian bioethics corrects a 
distorted secular individualism 
with a Christian affirmation of 
individuals grounded in faith, hope, 
and love.7 

• Three of the best Christian 
arguments against germline 
genetic engineering in humans are 
ultimately unpersuasive.8

• Genetic origin essentialism—
roughly, the view that your original 
genetic code is essential to who you 
are—although widely assumed to be 
true, may actually be false.9

• Genetic technology may complicate 
the distinctions between human 
and nonhuman organisms,10 but 
applying “theological realism” can 
help us navigate such issues.11 

Finally, a few clarifying/summarizing 
remarks on my answer to the first question 
will set the stage for what follows. When I 
say that the moral status of gene editing is 
a function of “the elements of our heart” 
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and their “consequences in the world,” I 
aim to draw on both those approaches 
that accent the character of agents and 
those approaches that accent the outcome 
of our choices. Choices, characters, and 
consequences all count. When I include 
the phrase “like any tools,” I aim to 
help us see gene editing as similar to, 
and continuous with, more familiar 
technologies—like tents, toothbrushes, 
toilets, and tablets (whether made with 
stone or silicon).  Gene editing is neither 
sacred nor profane; it should be judged 
soberly like other techniques in biology 
or medicine or everyday activities—
like sheltering, eating, sanitizing, and 
communicating. And when I contrast 
some gene editing as “morally good, 
right, and virtuous” with others that 
are “morally bad, wrong, and vicious,” I 
mean that some gene editing may occupy 
the apex of these overlapping categories 
(e.g. where a morally virtuous person 
does a morally right thing and it leads to 
a morally good state of affairs), other gene 
editing may occupy the nadir of such 
categories (e.g. where a morally vicious 
person does a morally wrong thing and it 
leads to a morally bad state of affairs), and 
yet much gene editing may fall within the 
range between these extremes (e.g. where 
a morally “mixed” person does a morally 
right thing but it sadly leads to a morally 
bad state of affairs in a given case). This 
range will be important to keep in mind 
when we look at eugenic concerns, since 
our tendency is sometimes to see a 
given gene editing procedure occupying 
or leading towards the best or worst 
historical or hypothetical extremes.

Question 2: The Metaphysical Status of 
Gene Editing

What is gene editing? I follow 
conventional definitions of this phrase. 
Merriam-Webster defines gene editing as 
“the use of biotechnological techniques to 
make changes to specific DNA sequences 
in the genome of a living organism.”12 
The NIH “Genetics Home Reference” 
page defines it similarly:

Genome editing (also called gene 
editing) is a group of technologies 

that give scientists the ability to 
change an organism’s DNA. These 
technologies allow genetic material 
to be added, removed, or altered 
at particular locations in the 
genome.13

I shall not expand these conventional 
definitions—centered on what scientists 
do—by including other human activities 
by non-scientists that might change an 
organism’s DNA, even if such activities 
might also be said to “edit” a “gene” 
(for example, a recent study asks “can a 
father’s cannabis use alter the epigenome 
inherited by his offspring?”14). Still, as 
these conventional definitions illustrate, 
gene editing actually includes many 
different types of “techniques” (Merriam-
Webster) or “technologies” (NIH) that 
allow genetic material to be “added, 
removed, or altered.” Indeed, at the end 
of the NIH piece, we find a concise, 
helpful summary of how various types 
of gene editing in humans raise various 
types of ethical issues:

Ethical concerns arise when 
genome editing, using technologies 
such as CRISPR-Cas9, is used to 
alter human genomes. Most of the 
changes introduced with genome 
editing are limited to somatic cells, 
which are cells other than egg and 
sperm cells. These changes affect 
only certain tissues and are not 
passed from one generation to 
the next. However, changes made 
to genes in egg or sperm cells 
(germline cells) or in the genes 
of an embryo could be passed to 
future generations. Germline cell 
and embryo genome editing bring 
up a number of ethical challenges, 
including whether it would be 
permissible to use this technology 
to enhance normal human traits 
(such as height or intelligence). 
Based on concerns about ethics and 
safety, germline cell and embryo 
genome editing are currently 
illegal in many countries.15

I recognize one might quibble about the 
words in this passage and the boundaries 

of its distinctions. (For example, are not 
germline cells and embryos technically 
“somatic” cells too, inasmuch as they 
are parts of the body of the organism? 
Is not enhancement of normal human 
traits also a possibility with gene edits 
that do not occur in the embryo or the 
germline cells?) However, as long as 
we keep an eye on the reality of what is 
being discussed, and are not misled by 
an innocent decision in how we label that 
reality, we can do well in discussing the 
metaphysical status of gene editing.

I said above that the metaphysical status 
of gene editing, like the metaphysical 
status of any tool that makes changes to 
things in the world, is a function of both 
the nature of the things changed and the 
nature of the envisioned changes. Let 
me illustrate this by starting with two 
familiar non-genetic examples before 
moving on to gene editing.

First, some of us have been on either the 
receiving or giving end of the following 
sort of statement from a parent to her 
teenage son: “who are you and what 
have you done with my son Billy?” The 
statement is not meant literally, since 
the parent does not really think that 
a brand new individual has somehow 
replaced Billy; rather, the point is that the 
behavior Billy is now displaying—often 
behavior the parent finds frustrating—is 
so different than his previous behavior 
that the parent is trying to accent this 
difference by echoing lines that come 
from science fiction movies like Invasion 
of the Body Snatchers. What explains 
Billy’s behavior is not actually an alien 
body swap, but some combination of 
nature (like hormones), nurture (like 
friends), and decisions (like choosing to 
stay awake the past 48 hours). Human 
nature, whatever else it is, allows for 
a human boy to change into a human 
teenager without ceasing to lose his 
humanity (the protests of Billy’s parents 
notwithstanding). Likewise, if all goes 
well, Billy will emerge from adolescence 
into adulthood. Adolescence is a phase of 
human life that an individual can both 
enter and exit.

Gene Editing, Potential Persons, and Eugenic Concerns... (Continued)
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Second, contrast this with the way many 
people speak to their children at an 
open-casket funeral: “Grandma Susy 
is not here, but she is in a better place 
now.” Most who speak this way mean it 
fairly straightforwardly. Of course, the 
gloss they give may be more or less like 
the apostle Paul when anticipating his 
own death (“I desire to depart and be 
with Christ, which is better by far; but it 
is more necessary for you that I remain 
in the body,” Philippians 1:23–24, NIV) 
or the death of his Christian audience 
(“we . . . would prefer to be away from 
the body and at home with the Lord,” 2 
Corinthians 5:8). Still, most people who 
speak about grandma Susy this way 
would say, if the question was put to 
them, that the corpse in the casket is not 
strictly the same individual as grandma 
Susy, even though it was continuous with 
Grandma Susy. Human nature, whatever 
else it is, allows for a human woman to die 
without losing her humanity and without 
becoming her corpse. Although some 
religions might treat such embodied life 
almost parallel to the way we treated 
adolescence above (namely, as a phase of 
the soul that an individual can both enter 
at the beginning and exit at the end), the 
traditional Christian understanding has 
treated “before life” asymmetrically to 
“after life,” since the traditional Christian 
view has excluded the idea that the 
human soul pre-exists apart from the 
body, even though it has included the 
idea that the human soul continues to 
exist apart from the body after death.

Adolescence and death are fundamentally 
different kinds of changes, at least 
when you cash them out in terms of 
the individuals we can perceive with 
our senses before and after the relevant 
change. Adolescence is a change in which 
an earlier individual (a boy) persists 
continuously through space and time 
as a later individual (a teenager), while 
death is a change in which an earlier 
individual (a woman) does not persist 
continuously through space and time 
as a later individual (a corpse). Since 
adolescence and death are such different 
kinds of changes, if there was a tool that 
caused adolescence,16 it would have a 

different metaphysical status than a tool 
that causes death.

The same point is true of gene editing. 
Some types of gene editing—for example, 
altering a minor bit of DNA in a somatic 
cell edit of a grown 
woman—seem to 
be like (causing) 
adolescence, because 
they involve a 
change in which an 
earlier individual (a 
human organism) 
persists continuously 
through space 
and time as a later 
individual (the same 
human organism after the edit). In the 
last few days of finishing up this article, 
I read about the first US patient to get 
gene editing for sickle cell disease—
things are looking very promising so 
far, one year after she began the process, 
and she certainly seems like the same 
individual, though one who has been 
through significant and positive changes 
in her biology.17 However, other types 
of gene editing—for example, radically 
reprogramming the DNA in a one-celled 
human zygote so that it now has a genome 
that is as close as biologically possible to 
the genome of my dog Simba—seem to be 
like (causing) death, because they involve 
a change in which an earlier individual 
(a human zygote) does not persist 
continuously through space and time 
as a later individual (a canine zygote). (I 
crafted this example with the hopes it 
would be purely imaginary by the time 
this piece goes to press, but I realize that 
as legal and cultural opposition to such 
things change, today’s science fiction 
may become tomorrow’s science fact).

Importantly, it will often be unclear 
how to classify what a genetic change 
accomplishes. For example, would a 
genetic edit of a canine zygote having 
the genome of (say) a pit bull, in such a 
way that it eventually has the genome of 
a poodle, have the effect of ending one 
individual while bringing into existence 
another individual (in other words, more 
like death than adolescence)? Would a 

genetic edit of a human zygote having 
the genome of (say) Barack Obama, in 
such a way that it eventually has the 
genome of Hilary Clinton, have the 
effect of transforming an individual 
without replacing it with something else 

(in other words, more 
like adolescence than 
death)?

In short, gene editing 
will sometimes merely 
(merely!) alter an 
existing individual, 
will sometimes 
bring a completely 
new individual into 
existence, and (perhaps 

most important) will sometimes do 
something that we honestly do not know 
how to classify.

But gene editing is not the only sort 
of process that can do something we 
honestly do not know how to classify. 
To illustrate, consider the differences 
between the following four cases:

1. the surgical separation of two 
conjoined twins who were born 
joined at the head

2. the surgical removal of a human 
head from the remaining parts of a 
living human body 

3. the surgical severing of the corpus 
collosum (the bundle of fibers 
connecting the left and right 
hemisphere of the human brain) as 
a treatment for epilepsy

4. the surgical amputation of a leg 

Whether or not the procedures in 
question would be medically or ethically 
justified in a given case, most of us 
would quickly agree that (1) involves 
separating two individuals who are 
merely connected to each other, and 
(4) involves separating a part of an 
individual from the whole. (3) is slightly 
more complicated as many thinkers have 
recognized, yet we lean towards viewing 
it as beginning and ending with the same 

it will often be 
unclear how to 
classify what a 
genetic change 
accomplishes.
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individual. But (2) is perhaps the most 
interesting of the group, since we are 
pulled between five competing intuitions. 
Since the individual we start with, which 
we might name Starter, seems to “split” 
or “divide” or undergo “fission” into two 
individuals, which we might name Head 
and Remainder, the five intuitions are: 

(a) Starter survives as Head, not as 
Remainder.

(b) Starter survives as Remainder, 
not as Head.

(c) Starter survives as both 
Remainder and Head.

(d) Starter survives as neither 
Remainder nor Head.

(e) Starter does not survive.

Choosing among these options inevitably 
raises the question: what sort of thing is 
Starter? If Starter is simply the sum of 
his physical parts, then (a) is out (since 
Head is only one of those physical parts), 
and (b) is out (for the same reason), and 
(c) looks good (since Remainder and 
Head, taken together, add up to be the 
sum of the parts), and (d) and (e) are 
out. If Starter is whatever part contains 
the brain, then (a) is correct. If Starter is 
whatever part is the human organism, 
then (b) is (arguably) correct. If you want 
to know where Starter’s soul went in this 
procedure, “since once I know that, I 
can know where Starter goes,” then you 
remember the lesson from grandma Susy 
a few paragraphs ago.

My point here is not to identify which of 
(a) through (e) is the correct approach. My 
point is just to illustrate 
how the metaphysical 
status of any tool that 
makes changes to 
things in the world is 
a function of both the 
nature of the things 
changed and the nature 
of the envisioned 
changes. In case (2), 
the nature of the thing 
changed—Starter—
is a key element for 
determining what 
happens—does Starter 
survive, and if so, 
as what? But this is 
also true in cases (4), 
(3), and (1)—indeed, 
Starter could have been 
the initial individual 
in (4) and (3), or one of the resultant 
individuals in (1).

To summarize and connect this back 
with gene editing: I began this section 
by affirming current definitions of gene 
editing, and rehearsing how careful 
thinking about adolescence and death 
help us see that the metaphysical status of 
a given case of gene editing depends on 
both the nature of the changes it aims for 
and the nature of the thing those changes 
are made on. A range of cases where we 
do not know what to say about a given 
change are present both inside and 
outside of discussions of gene editing. 
As the pit bull/poodle and Obama/
Clinton examples illustrated above, and 

as the next two sections of this paper will 
illustrate below, there are cases of gene 

editing that provide 
rough parallels with 
some of the issues in 
cases (1) through (4) 
and with approaches 
(a) through (e) 
involving an adult 
human organism.  
Still, whether or not 
there are gene editing 
cases that provide 
rough parallels with 
cases (1) through (4), 
and with approaches 
(a) through (e), the 
point is that the 
metaphysical status of 
any gene editing tool 
that makes changes 
to things in the world 
like human organisms 

or their parts is a function of both the 
nature of the things changed and the 
nature of the envisioned changes. 

Question 3: Potential Persons and Gene 
Editing

Gene editing sometimes imagines 
changes that will affect not merely 
individuals who already exist, but 
individuals who do not already exist 
but will soon exist, and/or individuals 
who do not already exist but may, or 
may not, exist, depending on whether 
and how a particular gene editing goes. 
This is one place where the language of 
“potential persons” sometimes enters 
into discussions of gene editing. 

the metaphysical 
status of a given 
case of gene 
editing depends 
on both the 
nature of the 
changes it aims 
for and the nature 
of the thing those 
changes are 
made on.
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Yet to adequately talk about how potential 
persons relate to genetic editing, we must 
recognize that “persons” and “potential 
persons” are already phrases with a 
complicated range of usage within 
discussions about many beginning-of-
life issues.

You and I are persons. But agreeing to 
this still leaves much unclear. 

First, it leaves unclear whether “person” 
is being used in a normative sense 
(like “individual with dignity”) or in 
a descriptive sense (like “individual 
with reason”).18 For the record: I believe 
you and I are “persons” in each of the 
senses just mentioned. But there is 
nothing incoherent about saying that an 
individual is a person in some descriptive 
sense but not in some normative sense: 
for example, that you have reason but not 
dignity.

Second, it leaves unclear whether “person” 
is being used as what logic teachers call a 
substance sortal or a phase sortal. Sortals 
are nouns that serve as concepts for 
describing the world. A substance sortal 
applies to an individual at every moment 
of its existence (traditional examples are 
“human” or “dog”). A phase sortal applies 
to an individual at only some moments of 
its existence (like “teenager” or “puppy”). 
Those who say you began to exist some 
time before you became a “person” are 
using “person” as a phase sortal. For the 
record: while I believe the best and most 
consistent use of the term “person” is to 
use it as a substance sortal, it seems to 
me that the term “person” is sometimes 
used as a phase sortal, sometimes used as 
a substance sortal, and sometimes used 
with no clear commitment either way.

These two distinctions for using the word 
“person” intersect in the following table:

Again, for the record: I believe the best 
use of “person” combines 1 and 2, and 
my practice reflects this; but I also think 
it wise to be alert to whether others share 
this belief or not. 

There was a time when you and I were 
potential persons. But agreeing to this 
still leaves much unclear.

First, because of the distinction between 
phase and substance sortals, merely 
affirming that there was a time when 
you and I were potential “persons” leaves 
unclear whether that time was before 
you and I began to exist, or whether that 
time was after you and I began to exist 
but before we became persons. The latter 
option is only an option for those who are 
using “person” as a phase sortal. Those 
who use “person” as a substance sortal 
usually either avoid using the phrase 
“potential person” at all or else mean by 
“potential person” something like future 
person or possible person.

Second, whenever an account uses the 
term “person” in the descriptive sense 
as a phase sortal, it needs to be clear on 
whether being a potential descriptive 
person is sufficient for being a normative 
person. For example: if only individuals 
with reason are “persons,” is having the 
potential for reason (= being a potential 
reasonable individual = being a potential 
person) sufficient to have dignity?

Persons are individuals that possess 
certain kinds of properties—call them 
person-making properties. Different 
accounts of the person-making 
properties abound. I have argued 
elsewhere that whichever account of the 
person-making properties we choose 
to focus on, it is important to formulate 
those properties so that they include 
not merely immediate capacities (for 

example, the capacity 
to love God right 
now), but higher-
order capacities (for 
example, the capacity 
to develop the capacity 
to love God right 

now) as well.19 I believe that bringing in 
“potential” to the discussion at precisely 
this place helps remind us how (for 
example) human infants, fetuses, and 
embryos are “persons with potential” 
rather than “potential persons.” 

And yet, it is helpful to have something 
like the phrase “potential persons” (even 
if you do not like that particular phrase) 
because it is helpful to have ways of 
talking about the types of individuals I 
mentioned at the outset of this section: (1) 
persons who do exist now, and (2) persons 
who don’t exist now but will in the future, 
and (3) persons who don’t exist now but 
could in the future. So, while I am neither 
a dictionary nor a dictator when it comes 
to how to use words, here is a flowchart 
for how we might refer to such persons 
without using the phrase “potential 
persons”:

(Q1) Ask: Does Paul exist now? 

Note, an impossible person here is not 
to be confused with your relative who 
sometimes almost earns this title but 
(alas!) is an actual person.

Some types of genetic edits are thought 
to affect only current actual persons. 
Some types of genetic edits are thought 
to affect persons who are now merely 
future persons, but will one day be actual 
persons, but this can happen in at least 
two ways. Either the edit confers some 
benefit upon the merely future person, so 
that when they become an actual person, 
their life is better than it would have been 
without the edit (as we shall see, this way 
of framing it is a bit controversial). Or 
else the edit effectively downgrades their 
status to that of a merely possible person: 
the edit makes it true that the person will 
not be able to become an actual person 
in the future. Finally, in a reversal of this 

Descriptive sense
(ex: “individual with 

reason”)

Normative sense
(ex: “individual 
with dignity”)

Substance sortal
(like “dog”)

1 2

Phase sortal
(like “puppy”)

3 4

Yes > Paul is now an actual person.
No > (Q2) Ask: Will Paul exist in the future? 

Yes > Paul is now a merely future person.
No > (Q3) Ask: Could Paul exist in the future? 

Yes > Paul is now a merely possible person.
No > Paul is now an impossible person. 
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last scenario, some types of genetic edits 
are thought to affect those who are now 
merely possible persons, by effectively 
upgrading their status to that of a merely 
future person: the edit makes it true that 
the person will become an actual person 
in the future.

To summarize before moving on: 
unfortunately, the phrase “potential 
person” has been used by some to advance 
inadequate views on various beginning-
of-life issues (e.g. the view that a human 
embryo is merely a “potential person” 
and thus does not have the right to life).  
But even those of us who reject such 
inadequate views might still think the 
phrase “potential person” has a coherent 
and useful role to play within discussions 
of gene editing, as long as we are careful 
and clear about what we mean to commit 
ourselves to by it. Still, for those who 
prefer not to use the phrase “potential 
person” at all, there are alternative ways 
of addressing all the relevant issues 
within gene editing using alternative 
formulations, as the next section will 
illustrate.

Question 4: Gene Editing and Eugenics

Calum MacKellar, in “Gene Editing 
and the New Eugenics,” discusses issues 
related to these three questions we 
have been unpacking above with both 
clarity and care.20 But I think he runs 
into a problem that can be fixed with a 
friendly amendment. The relevant part 
of his discussion starts with a distinction 
between “numerical” and “qualitative” 
identity changes and then uses this 
distinction to explore whether different 
types of gene editing (like “somatic” and 
“germline”) are “eugenic.” 

MacKellar distinguishes between two 
sorts of identity and related identity 
changes:

1. Numerical identity . . . examines the 
number of persons who exist and 
whether they are distinct.

2. Qualitative identity . . . examines 

similarities between the same 
individual in different settings or 
between distinct individuals.

3. If a procedure results in numerical 
identity changes, then a new 
individual is brought into existence 
who would not otherwise have 
existed.

4. If a procedure results in qualitative 
identity changes, then the original 
individual continues to exist.21

With somatic gene editing, which 
“takes place with the aim of addressing 
a genetic disorder on a mature embryo, 
foetus, child, or adult,” MacKellar claims 
“numerical identity would remain the 
same though the qualitative identity 
would be changed.”22 But with germline 
gene editing, which takes place “with the 
aim of . . . intentionally changing the genes 
of children and descendants,” MacKellar 
initially claims such modifications “are 
inherently eugenic in nature.”23 Yet he 
soon qualifies this, arguing that “there 
may be distinct categories dependent 
upon the stage of development at which 
the editing is being considered.”24 It is 
worth attending to his categories, while 
considering what he thinks may make 
some of them eugenic.

With gene editing of very early embryos, 
MacKellar favors a cautious agnosticism 
about where to draw the line among a 
spectrum of possible cases: 

If gene editing takes place on a 
very early post-conception human 
embryo . . . it would be difficult 
to know whether any significant 
genetic change would bring about 
a completely new individual or 
whether the original embryonic 
individual continues to exist and is 
simply modified.25

If the genetic modification does not 
give rise to any significant change 
in the already existing embryo, it 
would no doubt be seen as similar 
to somatic gene therapy in which 
the original individual remains.26

If the gene editing procedure 
substantially modifies the genome 
of a very early embryo . . . [it] may 
then be considered to end the life 
of the original embryo (a form 
of death) while creating another. 
Indeed, if this did happen, then a 
clear eugenic element would exist 
since it would mean preferring one 
new being over another based on 
the quality of his or her genome.27

In contrast, with gene editing of sperm, 
eggs, and during fertilization, MacKellar 
rejects any spectrum and hence any need 
for agnosticism about where to draw a 
line:

If a genetic modification takes 
place either on the sperm and 
egg cells before they are used for 
conception or during fertilization 
resulting in the formation of a one-
cell embryo, a new individual, who 
would not otherwise have existed, 
is being brought into being. This 
would happen because any change 
(no matter how small) of any of the 
variables in bringing an individual 
into existence would result in a 
very different individual existing 
in time. In other words, any 
individual brought into existence 
through these procedures would 
be a totally different person, from 
a numerical identity perspective, 
to the one who would, otherwise, 
have existed.

If such a conclusion is accepted 
then this again has a clear eugenic 
element since a new individual is 
being brought into existence in 
preference to another who may, 
for example, have qualities which 
were seen as less valuable than the 
‘new’ individual. What is being 
proposed, therefore, is not a form 
of therapy. No existing person 
is being treated for a disorder. 
Instead, it is making sure that only 
certain persons are brought into 
existence based on the quality of 
their genomes.28

Gene Editing, Potential Persons, and Eugenic Concerns... (Continued)
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These excerpts put us in a position to 
state a twofold problem with MacKellar’s 
otherwise commendable approach at this 
point. First, it is unclear why he views the 
effects of different sub-types of germline 
gene editing as differently as he does. 
Second, and relatedly, it is unclear why he 
views an ethically problematic eugenic 
element tracking the effects of certain 
procedures more closely than the intent 
of those procedures.

Regarding the first point, the difficulty of 
knowing where to draw the line between 
procedures causing numerical changes 
and procedures causing qualitative 
changes is a genuine difficulty—but 
this difficulty is exactly the same before 
conception as after. If a genetic procedure 
performed on my body at its two-celled 
stage does not result in a change of 
numerical identity but only a change of 
qualitative identity (for example, if I enter 
the procedure with a life-threatening 
genetic condition which I inherited 
from my mother but I exit the procedure 
without this condition), then a relevantly 
similar genetic procedure performed 
on my body’s two precursors would not 
result in a change of numerical identity 
either, but only a change of qualitative 
identity (for example, removing the 
gene from the ovum before fertilization, 
rather than removing the gene from 
the embryo after fertilization). This is 
because, whether the genetic procedure 
happened before or after conception, 
it eventually benefits me, because it 
leaves me better off than I would have 
been without it. The basic point is that 
the timing of a genetic change does not 
make the difference between qualitative 
and numerical identity. Put differently, if 
we roughly distinguish between the two 
stages, one before fertilization (where 
gametes exist, but not an embryo), one 
after fertilization (where the embryo 
exists, but not the gametes), then we can 
state the basic point by saying that an 
individual can be benefitted by a genetic 
modification whether that modification 
takes place at either stage. In terms of 
naming sequential events, it does not 
matter whether we have modification 
before fertilization, or fertilization before 

modification.

Despite his key claim that “any change 
(no matter how small) of any of the 
variables in bringing an individual into 
existence would result in a very different 
individual existing in time,”29 I remain 
optimistic that MacKellar may not mean 
to commit himself to the 
very strongest versions of the 
common assumption called 
“origin essentialism.” For he 
is evidently willing to admit 
that an individual’s original 
genetic code sometimes can 
be altered after conception 
without thereby eliminating 
the old individual and 
generating a new individual in its 
place. However, it may be that the sort 
of cases MacKellar is imagining with 
preconception genetic procedures are 
cases where these procedures involve 
using numerically different gametes 
rather than merely qualitatively different 
gametes—for example, if the procedure 
does not happen, then Russell will be 
conceived using one sperm and one 
ovum, but if the procedure does happen, 
then another sperm and/or another 
ovum will be utilized, and hence the 
resultant individual will not be Russell 
but someone else—and if this is what 
MacKellar is imagining, then he may 
be assuming a weaker version of origin 
essentialism.

So, then: MacKellar is correct to note 
the difference between numerical and 
qualitative identity, and also correct to 
note that some procedures will produce 
effects that are changes in numerical 
identity, other procedures will produce 
effects that are changes in qualitative 
identity, and we may sometimes not 
know where to draw the line here.

Regarding the second point, MacKellar 
seems to treat a process as having a 
eugenic element even when, at most, 
it has the effect of a numerical change 
rather than the intent of a numerical 
change. But there is a morally relevant 
difference between intending to create a 
new individual and effectively doing so, 

versus intending to create a qualitative 
improvement for an existing individual 
yet effectively (but accidentally) creating 
a numerically distinct individual instead.

To see this, compare how two intents and 
two effects might intersect:

1. The intent and effect are qualitative 
change.

2. The intent is qualitative change, but 
the effect is numerical change.

3. The intent is numerical change, but 
the effect is qualitative change. 

4. The intent and effect are numerical 
change.

So, then: it is important to notice the 
difference between 2 and 4. Each involve 
the effect of producing a numerically 
distinct person. But only 2 involves the 
intent to produce one. My proposal here is 
to re-consider whether a procedure really 
deserves to be treated as problematically 
“eugenic” if its intent is qualitative change 
rather than numerical change—even if it 
turns out that, as a matter of metaphysical 
fact, its effect is indeed numerical change 
rather than qualitative change.

Interestingly, MacKellar’s discussion 
of what makes a procedure eugenic 
sometimes does put weight on the intent 
of the parents:

If parents do decide to avoid having 
a child affected by a serious genetic 
disorder, based solely on genetics 
factors, there is a very real sense 
that such a decision is based on the 
perceived quality of life of people 
who already exist and not on the 

Effect = Qualitative 
change

Effect = Numerical 
change

Intent = Qualitative 
change

1 2

Intent = Numerical 
change

3 4
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worthiness and inherent dignity of 
their lives.30

It should be noted that a decision 
not to have a certain kind of child 
may also be based on other factors, 
such as a genuine psychological, 
financial and material inability by 
some parents to cope with a very 
seriously disabled child. Such a 
decision would not then be eugenic 
in nature.”31

And he is often willing to take a charitable 
approach to that intent:

Naturally, it is difficult not to have 
a lot of sympathy towards parents 
who have children affected by 
severe disability and suffering or 
to know the extent of the anguish 
they are going through. But, if 
one asks these parents, it is always 
the disorder and not the very 
existence of the child with the 
disorder that has been the cause 
of so much heartache. Most would 
never say that they wished their 
specific child had not existed. On 
no occasion, would they indicate 
that they would have preferred to 
exchange their child for another, 
healthier, one. They just want to 
find a treatment for their child.32

This charitable approach towards 
interpreting the intentions of the parents 
can and should be extended to those who 
might want genetic procedures done 
during fertilization or earlier, at least 
until there is reason not to do so. Perhaps 
advocates of such procedures are not 
committed to a philosophical position of 
genetic essentialism, and so they see the 
improvement of gametes as a form of pre-
conceptive microsurgery that improves 
the bodily structures of an individual 

human person before he or she gets his 
or her body.

Conclusion

An appeal to human dignity, by itself, 
does not resolve the necessary discussion 
about the changes wrought in the 
puzzling case of Starter discussed earlier 
in this paper.  You and I might agree 
that every human 
individual, including 
Starter, possesses 
an inherent and 
inviolable dignity 
for every moment 
of their biological 
life—and yet 
diverge on whether 
the envisioned 
procedure on Starter 
respects that dignity, 
because we disagree 
on whether the 
procedure effectively 
causes Starter’s death 
(as approaches (d) 
and (e) suggested) or 
continues Starter’s 
biological life (as 
approaches (a) and (b) and (c) suggested). 
And even if we agreed that the procedure 
continues Starter’s biological life, we 
might diverge on how to measure its 
benefits for Starter, because we disagree 
on whether Starter survives as Head (a) 
or Remainder (b) or both (c).

Similarly, an appeal to human dignity, 
by itself, does not resolve the necessary 
discussion about the changes wrought by 
a given case of gene editing.  You and I 
might agree that each human has dignity 
from conception until natural death, and 
yet diverge on whether a contemplated 
gene editing tool respects such dignity, 
because we disagree on whether the 

tool ends a human individual’s life, 
or we disagree on how to measure its 
benefits for the human individuals 
it claims to benefit.  Accounting for 
these alleged benefits requires special 
clarity and care in those cases where the 
envisioned changes from gene editing 
happen prior to the beginning of an 
individual’s existence—whether we call 
that individual a “potential person” at 

that precise moment or 
not. Such accounting 
also requires such care 
in such cases when the 
intent of the genetic 
change, and the effect of 
the genetic change, may 
vary independently of 
one another.

I began this paper with 
a 2018 talk by geneticist 
Francis Collins. Today 
I listened to Collins 
and theologian N. T. 
Wright, at the end of 
their joint BioLogos 
webcast discussing 
Christian approaches to 
the coronavirus, each 

pick up guitars and sing a song they had 
written.33 While I am no geneticist or 
theologian (and no singer or songwriter, 
either), my approach towards these 
topics in general, and to MacKellar’s 
paper in particular, is meant to be irenic 
and conciliatory. To echo both Collins 
and Wright, today’s task of clarifying a 
faithful Christian approach to emerging 
gene editing opportunities is one that 
requires celebration, responsibility, hard 
thinking—and collaboration.

an appeal to 
human dignity, 
by itself, does 
not resolve 
the necessary 
discussion about 
the changes 
wrought by a 
given case of gene 
editing
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“Ebola Cases Pass 2,000 as Crisis 
Escalates” by Amy Maxmen, Nature, 
June 4, 2019

The number of Ebola cases in the 
Democratic Republic of the Congo 
(DRC) has doubled in just over 
two months and has now passed 
2,000, according to the World 
Health Organization (WHO). 
An estimated 2,008 people have 
been infected with Ebola in the 
North Kivu and Ituri provinces 
since the start of the outbreak in 
late July 2018, and 1,346 of those 
individuals have died. (https://
tinyurl.com/y5ekf4mp)

The number of people infected by Ebola 
in the Democratic Republic of Congo 
escalated last spring due to mistrust 
and attacks on healthcare workers. Two 
reasons for the spread of the disease are 
(1) the belief that Ebola was invented by 
politicians as a way to oppress and control 
the citizens of DRC and (2) distrust of 
foreign healthcare workers.

“Russian Biologist Plans More CRISPR-
Edited Babies” by David Cyranoski, 
Nature, June 10, 2019

A Russian scientist says he is 
planning to produce gene-edited 
babies, an act that would make 
him only the second person 
known to have done this. It would 
also fly in the face of the scientific 
consensus that such experiments 
should be banned until an 
international ethical framework 
has agreed on the circumstances 
and safety measures that would 
justify them. Molecular biologist 
Denis Rebrikov has told Nature 
he is considering implanting 
gene-edited embryos into women, 

possibly before the end of the year 
if he can get approval by then. 
(https://tinyurl.com/y3ehg8ey)

“The World Health Organization 
Says No More Gene-Edited Babies” by 
Megan Molteni, Wired, July 30, 2019

The world’s largest public health 
authority has weighed in with the 
most authoritative statement yet on 
the use of Crispr to alter the DNA 
of human babies. Eight months 
after a rogue Chinese scientist 
revealed he had secretly created the 
world’s first gene-edited children, 
the World Health Organization is 
asking countries to put a stop to 
any experiments that would lead 
to the births of more gene-edited 
humans. (https://tinyurl.com/
yaaqtc54)

In November 2018, Chinese scientist He 
Jiankui made headlines for announcing 
the birth of two babies who were 
genetically altered at the embryonic 
stage. Many members of the scientific 
community called for a moratorium on 
this kind of research until scientists can 
determine the long-term, generational 
implications of genetically-editing an 
embryo. In July 2019, the WHO asked all 
countries to put a stop to this research, 
which came one month after Russian 
scientist Denis Rebrikov announced his 
plans to implant gene-edited embryos 
into two women.

“New Evidence Points to Possible 
Causes of Puzzling Paralysis in Kids” 
by Maggie Fox, STAT News, June 14, 2019

Researchers say they have strong 
new evidence that a virus is 
involved in a rare and puzzling 
polio-like condition that began 

affecting children in the U.S. about 
five years ago. The researchers 
hope their work will lead to a better 
test for the paralyzing condition, 
called acute flaccid myelitis (AFM), 
which has been diagnosed in more 
than 500 kids since 2014. (https://
tinyurl.com/y6j33gqx)

Scientists looked at the spinal fluid of 42 
children with AFM and found antibodies 
for enteroviruses, a general group of 
viruses that includes the polio virus 
and a new respiratory virus, EV-D68. 
AFM tends to affect young children on 
an every other year schedule and will 
sometimes result in neurological issues 
and paralysis. This study confirms that 
AFM is associated with one or more 
types of enteroviruses.

“China Is Harvesting Organs from 
Detainees, Tribunal Concludes” by 
Owen Bowcott, The Guardian, June 17, 
2019

An independent tribunal sitting 
in London has concluded that the 
killing of detainees in China for 
organ transplants is continuing, 
and victims include imprisoned 
followers of the Falun Gong 
movement. (https://tinyurl.com/
y6qxuk5z)

“15 Studies Retracted Due to Fears 
They Used Chinese Prisoners’ Organs” 
by Clare Wilson, New Scientist, August 
16, 2019

Fifteen studies about transplanted 
organs by researchers in China 
have been retracted this month due 
to concerns the work may have used 
organs from executed prisoners. 
Three other papers have been the 
subject of expressions of concern 
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for the same reason, according 
to the website Retraction Watch 
which monitors questions raised 
over published research. (https://
tinyurl.com/yablckmw)

A tribunal, initiated by the International 
Coalition to End Transplant Abuse 
in China, found in a unanimous 
determination that China continues 
to harvest organs from prisoners of 
conscious, namely those of the Falon 
Gong. Additional reports show that they 
may have also harvested organs from 
Uyghurs, Tibetans, and people who 
belong to Christian sects. Several research 
journals are now looking at whether 
studies have been published using organs 
from prisoners. Fifteen papers have, thus 
far, been retracted, and approximately 
400 papers are in question.

“Three Euthanasia Cases Face 
Investigation in Netherlands” by Senay 
Boztas, The Guardian, June 23, 2019

Three euthanasia cases involving 
women with psychiatric 
conditions and dementia are 
under investigation in the 
Netherlands, the Observer can 
reveal. Prosecutors confirmed that 
the deaths, in 2017 and 2018, were 
being investigated for potentially 
breaching strict conditions in the 
2002 law that allows people in the 
Netherlands to ask a doctor to help 
them die. (https://tinyurl.com/
yxbdafw8)

“Dutch Doctor Faces Trial in Landmark 
Euthanasia Case” BBC, August 27, 2019

A Dutch doctor has appeared in 
court after performing euthanasia 
on a patient suffering with severe 
dementia. Prosecutors say the 
doctor did not do enough to verify 
consent. It is the first such case 
since the Netherlands legalised 
euthanasia in 2002. The 74-year-
old patient was suffering from 
Alzheimer’s disease when she 
died in 2016. The doctor allegedly 
sedated the woman and asked 
her family to hold her down as 

she administered a lethal drug. 
(https://tinyurl.com/y9svxuff)

Euthanasia has been legal in the 
Netherlands since 2002, and during that 
time, there have been few legal cases 
questioning whether the law has been 
followed properly. In 2019, three cases 
were investigated to determine whether 
doctors breeched the law. One of those 
cases involving an elderly dementia 
patient went to trial. In this case, the 
doctor asked family members to hold 
the woman down as he administered the 
lethal drugs. The doctor was eventually 
acquitted.

“In a 1st, Doctors in U.S. Use CRISPR 
Tool to Treat Patient with Genetic 
Disorder” by Rob Stein, NPR, July 29, 
2019

For the first time, doctors in the 
U.S. have used the powerful gene-
editing technique CRISPR to try 
to treat a patient with a genetic 
disorder. “It is just amazing 
how far things have come,” says 
Victoria Gray, 34, of Forest, 
Miss. “It is wonderful,” she told 
NPR in an exclusive interview 
after undergoing the landmark 
treatment for sickle cell disease. 
Gray is the first patient ever to 
be publicly identified as being 
involved in a study testing the use 
of CRISPR for a genetic disease. 
(https://tinyurl.com/y3gxgxbb)

While genetically modifying embryos is 
ethically unsound, genetically-modified 
stem cells have fewer ethical issues. 
The U.S. conducted a trial involving 
genetically-modified bone marrow cells 
retrieved from a patient with sickle-cell 
disease. These modified bone marrow 
cells were then re-infused into the patient 
in hopes that her blood stem cells will 
make healthy red blood cells. A similar 
trial was conducted in Germany for beta-
thalassemia. It will take quite some time 
to see if the trial was successful.

“Scientists Are Making Human-
Monkey Hybrids in China” by Antonio 
Regalado, MIT Technology Review, 
August 2, 2019

In a controversial first, a team of 
researchers have been creating 
embryos that are part human and 
part monkey, reports the Spanish 
daily El País. . . . Their objective is to 
create “human-animal chimeras,” 
in this case monkey embryos to 
which human cells are added. 
(https://tinyurl.com/yxnzy2zr)

“Japan Approves First Human-Animal 
Embryo Experiments” by David 
Cyranoski, Nature, July 26, 2019

A Japanese stem-cell scientist is 
the first to receive government 
support to create animal embryos 
that contain human cells and 
transplant them into surrogate 
animals since a ban on the practice 
was overturned earlier this year. 
Hiromitsu Nakauchi, who leads 
teams at the University of Tokyo 
and Stanford University in 
California, plans to grow human 
cells in mouse and rat embryos and 
then transplant those embryos into 
surrogate animals. (https://tinyurl.
com/y2wbjt4o) 

Human-animal chimeras could be 
a promising alternative to obtaining 
organs from human donors; however, 
the ethics around this research is hazy. 
In both China and Japan, researchers 
are exploring the addition of human 
pluripotent stem cells to animal embryos. 
In China, the researchers are adding 
human embryonic stem cells to monkey 
embryos, a technique that is prohibited 
from receiving federal funding in the 
U.S. In Japan, the researchers are taking 
a more tempered approach and creating 
human induced pluripotent stem cells 
that are programmed to become a 
particular organ and then injecting them 
into mouse embryos. Aside from the stem 
cell source in the China case, another 
ethical concern is whether the animal 
brain will contain human neurological 
cells.
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“23andMe, Moving Beyond Consumer 
DNA Tests, Is Building a Clinical Trial 
Recruitment Business” by Rebecca 
Robbins, STAT News, September 26, 2019 

Consumer genetics giant 23andMe 
announced Thursday that it would 
move deeper into the business 
of clinical trial recruitment, 
partnering with a fast-growing 
startup to help match its customers 
with nearby study sites based on 
their diseases, demographics, and 
DNA. The Silicon Valley company 
has for months been quietly 
making inroads into clinical 
trial recruitment by emailing 
customers who’ve opted in with 
recommendations about studies 
that might be appropriate for them. 
(https://tinyurl.com/y6qtnnh9)

“‘There’s No Such Thing as Anonymity’: 
With Consumer DNA Tests, Sperm 
Banks Reconsider Long-Held Promises 
to Donors” by Meghana Keshavan, STAT 
News, September 11, 2019 

For generations, it was a basic 
tenet of donating sperm: Clinics 
could forever protect their clients’ 
identities. But, increasingly, donor 
anonymity is dead. The rise of 
consumer genetic tests—which 
allow people to connect with 
relatives they never knew they 
had, including some who never 
intended to be found in the first 
place—is forcing sperm donation 
clinics to confront the fact that 
it is now virtually impossible to 
guarantee anonymity to their 
clients. Instead, sites like 23andMe 
and Ancestry.com are giving 
customers the genetic clues they 
need to identify biological parents 
on their own. (https://tinyurl.com/
yywyoprn)

Consumer DNA testing continues to be 
a source of debate among bioethicists 
because of the privacy issues it poses. 
23andMe was in the news for entering 
the clinical trial recruitment business. 
Patients who opt-in will be offered clinical 
trials near them. Additionally, consumer 
DNA testing has posed problems for the 
assisted reproductive industry. Sperm 
donors, past and present, are no longer 
guaranteed anonymity now that DNA 
testing is inexpensive and widely used.

“U.N. Urged to Investigate Organ 
Harvesting in China” by Emma Batha, 
Reuters, September 24, 2019

A senior lawyer called on Tuesday 
for the top United Nations human 
rights body to investigate evidence 
that China is murdering members 
of the Falun Gong spiritual group 
and harvesting their organs for 
transplant. Hamid Sabi called for 
urgent action as he presented the 
findings of the China Tribunal, 
an independent panel set up 
to examine the issue, which 
concluded in June that China’s 
organ harvesting amounted to 
crimes against humanity. (https://
tinyurl.com/y47kxmgw)

“Chinese Government May Have 
Falsified Organ Donation Numbers, 
Study Says” by Ben Doherty, The 
Guardian, November 14, 2019

The Chinese government may have 
been systematically falsifying its 
organ donation numbers, raising 
renewed concerns over the use 
of executed prisoners and other 
forced donors for transplants, a 
new academic paper says. In 2015, 
China publicly promised it would 
no longer source organs from 

executed prisoners, previously 
almost its sole source. But a 
study led by Australian National 
University PhD student Matthew 
Robertson, published in the BMC 
Medical Ethics journal on Friday, 
says Chinese-government supplied 
datasets on organ donations show 
“highly compelling evidence they 
are being falsified”. (https://tinyurl.
com/vz4mjqu)

An international tribunal found China 
guilty of crimes against humanity for 
forced organ harvesting of prisoners, 
including prisoners of conscience 
and detainees. The tribunal’s counsel 
presented the findings at the United 
Nations Human Rights Council. The 
fallout has been the retraction of dozens 
of journal articles because the organs 
used may not have been obtained 
ethically.

‘The Worst Public Health Crisis in 
Decades’: First Federal Opioid Trial 
Slated to Begin Monday by Jorge L. 
Ortiz USA Today, October 20, 2019

The landmark opioid litigation 
pitting state and local governments 
against makers and distributors 
of the highly addictive painkillers 
is set to go to trial Monday after 
attempts at a settlement broke 
down last week. An offer of $48 
billion in cash, treatment drugs 
and services was rejected as 
lawyers for the 2,400 cities and 
counties involved clashed with 
states attorneys general over the 
distribution of the settlement. 
(https://tinyurl.com/y4xtbpma)

Cuyahoga and Summit Counties in Ohio 
have initiated the first of what will be 
several lawsuits against pharmaceutical 
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companies Teva Pharmaceuticals, 
Johnson & Johnson, and Purdue Pharma. 
The lawsuits are over false claims that 
opioids are not addictive and can be 
taken long-term for pain management. 
These lawsuits, brought by state and 
local authorities, will continue into 
2020. However, some patients believe 
new federal guidelines regulating the 
prescription of opioid pain meds are 
overkill, resulting in patients not getting 
the pain medicine they require.

“Google’s Secret ‘Project Nightingale’ 
Gathers Personal Health Data on 
Millions of Americans” by Rob 
Copeland, The Wall Street Journal, 
November 11, 2019 

Google is engaged in a secret 
project with one of the country’s 
largest health-care systems to 
collect and crunch the detailed 
personal health information of 
millions of Americans across 21 
states, according to people familiar 
with the matter and internal 
documents. The initiative, code-
named “Project Nightingale,” 
appears to be the largest in a series 
of efforts by Silicon Valley giants 
to gain access to personal health 
data and establish a toehold in 
the massive health-care industry. 
(https://tinyurl.com/wzkr768, by 
subscription)

Last fall Google made strides to enter 
the health data industry. The company 
partnered with the Mayo Clinic to store 
patient data in the cloud and use AI to 
analyze that data. Then Google partnered 
with Ascension Health Network, a 
network of Catholic Hospitals, to store 
and study patient data. Additionally, 
Google acquired Fitbit for $2.1 billion, 
which gives Google access to user data. A 
whistle-blower working with the Google/
Ascension project, called “Project 
Nightingale,” outed the companies 
for potentially violating privacy laws 
because Ascension did not acquire 
patient permission to give health data to 
a tech company. This has led to a federal 
investigation. 

“DR Congo Measles: Nearly 5,000 Dead 
in Major Outbreak,” BBC, November 21, 
2019 

Measles has killed nearly 5,000 
people in the Democratic Republic 
of Congo in 2019, authorities 
said, after the disease spread to 
all the provinces in the country. 
Close to a quarter of a million 
people have been infected this 
year alone. The World Health 
Organization (WHO) says this 
is the world’s largest and fastest-
moving epidemic. Measles in DR 
Congo has now killed more than 
twice the number who have died of 
Ebola there in the last 15 months. 
(https://tinyurl.com/rs275uj)

“Two Ebola Treatments Yield 
‘Substantial Decrease’ in Mortality, 
Landmark Trial Shows” by Helen 
Branswell, STAT News, November 27, 
2019 

Final data from a landmark 
clinical trial of four Ebola therapies 
conducted in the current outbreak 
in the Democratic Republic of 
the Congo show two of the drugs 
dramatically reduced the risk of 
dying from the disease, especially 
in people who started treatment 
quickly after onset of their illness. 
Findings of the PALM trial, 
published in the New England 
Journal of Medicine on Wednesday, 
show that two treatments based on 
Ebola antibodies led to a survival 
rate of about 65% in treated 
patients, compared to 33% in the 
outbreak overall. (https://tinyurl.
com/y4q493qx)

The Democratic Republic of Congo 
had an on-going Ebola epidemic. The 
extent of the outbreak was unclear and 
DRC’s health minister was arrested. 
Additionally, a measles epidemic spread 
throughout the country. By November, 
antibody drug therapies proved to 
decrease mortality in patients with Ebola.

“New CDC Report Offers a Possible 
Clue about Why Vaping Illness Sprang 
Up in 2019” by Megan Thielking, STAT 
News, November 26, 2019 

A new report adds to the evidence 
that vitamin E acetate might 
play a role in a spate of vaping-
related illnesses that have sickened 
thousands. It could also offer an 
early clue about why the illnesses 
appeared seemingly suddenly this 
year—though experts caution it’s 
too soon to rule out other potential 
culprits. The chemical—used as 
an additive or thickener in some 
vaping products—was found in 
vaping products used by 11 of 12 
patients sickened with vaping-
related illness in Minnesota, the 
Centers for Disease Control and 
Prevention reported Tuesday. 
(https://tinyurl.com/yxsrbnsj)

Numerous teens and young adults 
started to become sick with a vaping-
related illness, landing in the hospital 
for lung damage. Oddly, this outbreak 
of illnesses was unique to the U.S. Last 
fall, over two thousand people became 
severely ill and almost fifty people died, 
including a seventeen-year-old who was 
the youngest person to die. Another 
seventeen-year-old required a double 
lung transplant. Scientists believe the 
lung damage is related to an ingredient 
in marijuana products. Teen vaping fell 
appreciably in 2020.

Visit Bioethics.com, a public 
service provided by CBHD 
where you can follow stories 
like these as they happen.  

https://tinyurl.com/wzkr768
https://tinyurl.com/rs275uj
https://tinyurl.com/y4q493qx
https://tinyurl.com/y4q493qx
https://tinyurl.com/yxsrbnsj


30

B I O E N G A G E M E N T 

Bioethics at the Box Office:

Primetime Bioethics
Altered Carbon (2018-present, Netflix). Artificial 
Intelligence, Human Enhancement, Neuroethics, 
Radical Life Extension, Regenerative Medicine, 
Transhumanism/ Posthumanism, Virtual Reality.

Black Mirror Season 5  (2019, Netflix). Virtual 
reality, consciousness uploading, privacy, human 
enhancement, Robotics.

Hanna  (2019, Amazon). Genetic Engineering, 
Human Enhancement.

Osmosis (2019, Netflix). Research Ethics, Virtual 
Reality, Human Enhancement.

The Age of A.I. (2019, Youtube, Documentary). 
AI, Research Ethics, Human Enhancement.

The Handmaid’s Tale (2017- Present, Hulu). 
Human Dignity, Reproductive Ethics.

Alita: Battle Angel (2019, PG-13 for sequences of sci-fi 
violence and action, and for some language). Cyborg, Human 
Enhancement, Personhood, Transhumanism/Posthumanism.

Dark Waters (2019, PG-13 for thematic content, some disturb-
ing images and strong language). Public Health, Public Policy, 
Health Law.

Human Nature (2019, TV-PG, Documentary). CRISPR, 
Genetics, Human Enhancement.

I Am Mother  (2019, TV-14). Artificial Intelligence, Artificial 
Wombs, Ethical Theory. 

Machine  (2019, Not Rated, Documentary). Ethics of Artificial 
Intelligence, Posthumanism. 

The promise and perils of advances in 
technology, science, and medicine have 
long been fertile fodder for creative works 
in literature and cinema. Consequently, 
a variety of resources exist exploring the 
realm of medical humanities as well as 
those providing in-depth analysis of a 
given cultural medium or particular arti-
fact. This column seeks to offer a more 

expansive listing of contemporary expres-
sions of bioethical issues in the popular 
media (fiction, film, and television)—with 
minimal commentary—to encompass 
a wider spectrum of popular culture. It 
will be of value to educators and others 
for conversations in the classroom, over a 
cup of coffee, at a book club, or around the 
dinner table. Readers are cautioned that 

these resources represent a wide spec-
trum of genres and content, and may not 
be appropriate for all audiences. For more 
comprehensive databases of the various 
cultural media, please visit our website at 
cbhd.org/resources/reviews. If you have a 
suggestion for us to include in the future, 
send us a note at research@cbhd.org.

BioFiction:
Margaret Atwood, The Testaments   (Talese, 
2019). Surrogacy (forced), Dystopic Theocracy.

Jodi Picoult, A Spark of Light (Ballantine, 
2018). Abortion.
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Primetime Bioethics

At the conclusion of CBHD’s 2019 Annual Summer Conference, the Center recognized the 
retirement of John F. Kilner, PhD from his faculty role at Trinity International University 
and announced the creation of the John F. Kilner Student Mentorship Fund in recognition 
of his more than 25 years of work with students in Christian bioethics. The fund will provide 
opportunities for students to enrich their educational experience and more deeply engage in 
Christian bioethics through mentored internships, research assistantships, and awards for 
excellence in bioethics scholarship. To make a donation to the Kilner Student Mentorship 
Fund in honor of Dr. Kilner, please visit https://cbhd.org/give-online. 

PAIGE CUNNINGHAM, JD, PHD 
• Presented a session in May on “Bioethics and 

Human Dignity” at the Christian Legal Society Law 
School Fellows seminar in Washington, DC.  

• Interviewed in June about a doctor accused of 
intentionally overdosing 25 patients on “Brian and 
Kathleen” (Moody Radio Cleveland). 

• Delivered two presentations in June at the 2019 
EFCA One Conference in Naperville, IL.

• Hosted CBHD’s 26th Annual Summer Conference, 
Taking Care: Perspectives for the End of Life in June 
and taught the Intensive Bioethics Institute course.

MARIO TAFFERNER, MA 
• “For He is a Good King and a Just King Before the 

Holy Gods of Byblos,” Presentation of dissertation 
research during the first Young Scholars Workshop 
held on May 17, 2019 at Lanier Theological Library 
in Houston, TX

• “The Good Life in Biblical and Theological 
Perspective,“ Paper read at the annual conference of 
The Center for Bioethics & Human Dignity held on 
June 20-22 on the campus of Trinity International 
University in Deerfield, IL.

HEATHER ZEIGER, MS, MA 
• Interviewed by the Center for Parent Youth and 

Understanding’s podcast “Youth Culture Matters” on 
teen girls and technology. The interviewed aired as 
episode 82 on May 2, 2019.

• Published articles on genetically modified embryos 
in China, the sexual revolution, and vaccines in the 
Summer and Fall 2019 issues of Salvo.

• Became as a regular contributor to Mind Matter 
News (https://mindmatters.ai) in Fall 2019 and 
published an article on the ethics of technology.

Twitter | CBHD 
@bioethicscenter

U P D A T E S  &  A C T I V I T I E S

Paige C. Cunningham, JD, PhD, CBHD Executive Director. In late August, CBHD announced that Dr. Cunningham would be 
taking a special leave of absence from CBHD and Trinity International University while she assumes the role of Interim President at 
Taylor University (Upland, IN). 

F. Matthew Eppinette, MBA, PhD, CBHD Interim Director. Dr. Eppinette returned to the Center’s staff to provide leadership to 
CBHD’s work during Dr. Cunningham’s special leave of absence. After previously serving the Center from 2002-2007, he joined 
Americans United for Life as their Director of Communications, and then later served as the New Media Manager and eventually 
Executive Director for the Center for Bioethics and Culture (CBC) in California from 2009-2018. During his time at the CBC, he co-
wrote and co-produced six documentary films addressing bioethical issues, among a number of other activities, including completing 
his PhD in Theology with a concentration in Christian Ethics from the Center for Advanced Theological Studies at Fuller Theological 
Seminary.

Mario Tafferner, PhD (Cand.), Robert D. Orr Fellow and CBHD Research Analyst. Mr. Tafferner was appointed as Instructor of Old 
Testament Language and Literature at Tyndale Theological Seminary in the Netherlands. Having completed his doctoral coursework 
and comprehensive examinations, he will be leaving the Center in December 2019 to complete the final stages of research and writing 

Facebook | CBHD 
/bioethicscenter

Twitter | Bioethics 
@bioethicsdotcom

Youtube | CBHD
/bioethicscenter

Introducing the John F. Kilner Student Mentorship Fund

Staff Transitions

facebook.com/bioethicscenter
youtube.com/bioethicscenter
youtube.com/bioethicscenter
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2 8 T H  A N N U A L  C O N F E R E N C E

LEARN MORE  | CBHD.ORG/CONF2021

In Partnership with: 
American Association of Pro-Life OB|GYNS
American College of Pediatricians

Americans United for Life    
Charlotte Lozier Institute 
Christian Legal Society   

Christian Medical & Dental Associations
Nurses Christian Fellowship   

Preconference Institutes
June 21–24, 2021
CONFERENCE
JUNE 24–26, 2021
Postconference Seminar
June 28–30, 2021

Bioethics 
& the Body 

A T T E N D 
ONL I N E
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INTERESTED IN SUBMIT TING 
AN ARTICLE?

The editorial staff of Dignitas always welcomes the submission 

of articles for consideration. We are particularly interested in 

submissions for future issues in the following topical areas: 

Palliative & Terminal Sedation | Opioid Addiction & Chronic 

Pain Management | Organ Donation & Determination of Death 

| Genetic Testing & the Ethics of Reporting Incidental Findings | 

Disability Ethics | Research Ethics | Theological Bioethics.

We encourage you to contact us regarding your interest at 

research@cbhd.org
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The Center for Bioethics & Human 
Dignity (CBHD) is a Christian bioethics 
research center at Trinity International 
University that explores the nexus of 
biomedicine, biotechnology, and our 
common humanity.

Dignitas is the quarterly publication 
of the Center and is a vehicle for the 
scholarly discussion of bioethical issues 
from a Judeo-Christian Hippocratic 
worldview, updates in  the fields of 
bioethics, medicine, and technology, 
and information  regarding the Center’s 
ongoing activities. 

W W W . C B H D . O R G
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