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This combined issue of Dignitas 
features an expanded collection 
featuring three articles spanning 

a wide range of bioethical considerations. 
In the first article, Mario Tafferner looks 
to the book of Genesis for a “protological 
vision” of the “good life,” through which 
he engages selective reproduction and 
disability. Tafferner believes that by care-
fully examining the theological message 
from the Genesis account, we can see 
the clear practical relevance to address 
these bioethical issues. Tafferner’s essay 
thus argues that the Genesis account of 
the good life could maintain a balance 
between approaches which attempt “to 
diminish the grave nature of illness” as 
well as those which “devalue life with a 
disability.”

At the heart of Tafferner’s argument 
is that a biblical vision of the good life 
views disability (especially those dis-
abilities which cause suffering or other 
forms of illness) as hindrances to the 
good life in a protological sense—hap-
piness which comes out of fulfilling our 
God given mandate. As such, Tafferner 
seeks to embrace the reality of suffering 
and dis-ablement. However, such a vision 
also undermines the realities of suffering 
and pain which result from the sinful 
effects of the Fall in Genesis 3, because 
God can redeem a “not-good” to recreate 
the “good life” even in the midst of the 

suffering and pain. In so doing, Tafferner 
rejects Julian Savulescu’s view which 
not only treats any disability as a kind 
of “taboo” that must be eliminated at all 
costs, but also ultimately fails to suggest 
any hopeful way out beyond this materi-
al realm. On the other hand, the escha-
tological vision which takes root in the 
Genesis account of creation teaches us 
that disability and death do not have the 
final word. Rather than avoiding disabil-
ity at all costs, through selective repro-
duction or other means, for instance, we 
are called to remain hopeful that God, 
who has begun the work of redemption 
through Jesus Christ, will be faithful to 
his words in bringing the final resto-
ration or recreation of his good creation 
in the eschaton.

As a biblical scholar, Tafferner’s expo-
sition helpfully moves beyond what 
others in biblical studies have done that 
focus only on the exegetical matters in 
Genesis. While acknowledging the lim-
itations of his analysis due to the brevi-
ty of his account, as well as the need to 
extend such analysis throughout the rest 
of Scripture, nonetheless, his theological 
interpretation of Genesis shows us that 
a biblical vision of the good life remains 
relevant to address bioethical issues of 
our day, especially those that pertain to 
disability studies.

The second article, by James Heid, pro-
vides an update and ethical analysis of 
the use of hormonal and/or surgical 
treatment of transgender (trans-) youth. 
Heid initially surveys common terminol-
ogy and concepts, highlighting the lack 
of a clear medical consensus on how to 
identify the condition as “gender dyspho-
ria,” “gender incongruence,” or “gender 
identity disorder” (GID) and with them 
the goals and timing of treatment.

Heid then turns to show that those unre-
solved disagreements often lead to fur-
ther confusions about questions like gen-
der identity formation, incidence of GID, 
and persistence or desistence of GID, 
among other considerations. Moreover, 
these supposedly foundational questions 
tend to be overlooked by medical provid-
ers both in determining the diagnostic 
criteria as well as assigning the goals of 
treatment of the youth who experiences 
GID. Heid further examines ethical con-
siderations involving pediatric consent 
and comorbidities. Longtime readers of 
Dignitas will recall the Spring 2017 arti-
cle by Elizabeth Hensley that explored 
“Paradigms of Decision-Making with the 
Maturing Child or Adolescent,” and here 
Heid makes similar conclusions identi-
fying the difficulty with adolescent and 
teen consent. 

Lastly, Heid deploys a Principlist 
approach that utilizes beneficence, 
non-maleficence, autonomy, and justice 
as preliminary guidelines for making 
decisions regarding hormonal and/or 
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surgical interventions. Heid concludes 
from a Christian Hippocratic approach 
to medicine that “there is no adequate 
justification for [cross sex hormone 
treatment or sex reassignment surgery], 
especially in the child and adolescent age 
group.”

The third article, co-authored by Joshua 
Niforatos and Gregory Rutecki, engages 
the issue of intolerant, even racist atti-
tudes toward immigrants that unfor-
tunately still persists in the contempo-
rary American healthcare system. The 
authors begin with a brief history of 
physician misbehavior towards immi-
grants, which includes, for example, 
the exclusion of Chinese immigrants in 
the mid-nineteenth century by blaming 
them for bringing to the United States 
diseases like smallpox, syphilis, leprosy, 
and opium addiction. They identify the 
1882 Chinese Exclusion Act as a prime 
example of such misbehavior, wherein 
many physicians helped to justify the 
law using a pressure of illness metaphor, 
naïve science, and early eugenic theories. 
Similar attitudes were also seen toward 
European Jewish immigrants who were 
stigmatized as spreaders of trachoma (an 
eye disease) in the late nineteenth to early 
twentieth century. 

Shifting the focus of their inquiry to the 

present, they find that contemporary 
physicians’ attitudes toward immigrants 
continue to be found lacking in the nar-
ratives connecting immigrants with lep-
rosy and Ebola. The former, for instance, 
was reported in 2003 by one journalist as 
those who have leprosy “are immigrants 
from global leprosy hot spots,” referring 
to Brazil, India, and the Caribbean. The 
latter similarly was made into an illness 
metaphor for immigrants of African 
descent with dark skin color. 

Such occurrences, the authors argue, 
are clarion calls for physicians today 
to contemplate whether contemporary 
medical attitudes and practices reflect 
similar implicit biases, which ultimately 
run counter to a Christian Hippocratic 
approach to medicine that upholds the 
dignity of all humans regardless of their 
skin color, race, or ethnicity. As any 
physician is said to be “de facto a moral 
accomplice in whatever is done for good 
or ill to patients,” Niforatos and Rutecki 
challenge all Christian physicians to 
stand against such attitudes as faithful 
witnesses to the dignity of all patients.

Together these three articles, each in their 
own way, advance aspects of Christian 
bioethical analysis consistent with the 
values and truths of a biblically and theo-
logically informed worldview and guided 

by the professional virtues and ethical 
values contained in the Hippocratic Oath 
and the subsequent Hippocratic tradition 
in medicine. 

Finally, a personal note from Michael as 
this marks the final issue for which he 
will serve as editor of Dignitas. 

It has been an honor and great 
privilege to provide vision and 
editorial guidance for CBHD’s 
quarterly publication over the 
past 12 years. In that time, this 
publication has evolved from a 
newsletter-style communication 
to a peer-reviewed publication 
distributed in both print and 
digital formats, and that has 
become the leading edge of the 
Center’s academic engagement 
in Christian bioethics by offering 
original scholarship, updates on 
key developments in our MedTech 
age, and distinctly Christian 
commentary on the wide range 
of bioethical issues. Even as this 
transition marks the end of an era 
of my own personal involvement, 
I am excited for the future of this 
publication and eagerly anticipate 
Dr. Matthew Eppinette’s leadership 
as he and the entire CBHD research 
team take Dignitas into its next 
chapter, evolving the publication 
to meet the changing needs of 
engagement for tomorrow, while 
continuing to produce the high 
quality Christian bioethical 
reflection you have come to expect.
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The “good life” represents an 
important concept for bioethical 
thinking. In discussions of issues 

such as prenatal screening, selective 
reproduction, or the choosing (or not-
choosing) of children with diseases,1 
scholars often presuppose that the 
experience of disability or prolonged 
suffering hinders well-being and cannot 
be reconciled with the concept of the “good 
life.”2 Such reasoning not only degrades 
the lives of people with disabilities as 
unworthy to be lived but also puts women 
under pressure to undergo screening 
and possible termination processes 
in order to prevent the existence of a 
purportedly not-good life.3 Moreover, 
it raises the question of how Christians 
should understand and delimit this 
significant concept. In the present paper, 

I will examine the assumption that the 
absence of suffering constitutes a “good 
life” worthy to be lived by biblically and 
theologically investigating the properties 
and characteristics of such a life. 
Specifically, I will study selected Genesis 
narratives presenting a proto-logical 
vision of the good human life within 
a salvation-historical framework of 
creation and redemption. This will help 
us to a) resist a mere historical-exegetical 
approach and to b) add an eschato-logical 
viewpoint to our analysis. Furthermore, 
this theologico-ethical matter should 
not be investigated in theoretical 
isolation. As noted above, the issue 
plays an important role in discussions 
of selective reproduction. Hence, the 
paper will address different scholarly 
proposals concerning the relationship 

between disability, happiness, and 
abortion. Specifically, it will unfold the 
hypothesis that a theological reading of 
selected Genesis narratives enables us to 
formulate an anthropological account 
of the good life which resists attempts 
to diminish the grave nature of illness, 
on the one hand, and approaches which 
devalue life with a disability, on the other. 

Disabilities, Selective Reproduction, 
and the Good Life According to Recent 
Proposals

An important initial conversation 
partner in the present paper is Oxford 
ethicist Julian Savulescu, who argues 
that disabilities represent “opportunity 
altering states” which hinder wellbeing. 
Since parents should only select a child 
that is expected to have the best life 
(i.e., Savulescu’s principle of procreative 
beneficence), there is good reason to 
only give birth to children with the least 
disabilities.4 Thus, he favors a subjective 

Mario Tafferner, “The Good Life in Genesis and Beyond: A Christian Account of Disability, 
Selective Reproduction, and the Goodness of Life,” Dignitas 26, no. 1-2 (2019): 3–7. 
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context-relative definition of the good life 
consisting in the experience of as much 
unhindered opportunity as possible in a 
given time and place.5

While a number of ethicists have noted 
that Savulescu’s proposed correlation 
between well-being and disability 
does not do justice to the intricacies of 
the relationship in question,6 scholars 
opposing such a stark dichotomy 
between the good life and the experience 
of disability generally belong to one of 
two argumentative camps: a) those who 
emphasize that people with disabilities 
commonly claim to experience well-
being despite their impairments; and b) 
those who question that impairments 
hinder well-being in the first place. 

The former framework is characterized by 
a desire to accept the truth of well-being 
testimonies provided by people with 
disabilities. Hence, scholars employing 
such an approach attach greater 
importance to subjective satisfaction 
than to objective constructions of the 
good life.7 Ethicists operating within the 
latter framework commonly emphasize 
the need to overcome a medicalized 
paradigm according to which life with 
disabilities is understood to be defective. 
According to these scholars, disablement 
represents a societal construction 
based on a supposed deviation from 
an idealized abled body. Once this 
conceptual lens is deconstructed, 
it becomes clear that “people with 
disabilities are no different from anyone 
else living a life of circumstantial highs 
and lows.”8 It is not impairments which 
hinder people from well-being but unjust 
and excluding “physical and attitudinal 
barriers in society.”9 

However, both paradigms inadequately 
oppose the assumption of a close 
relationship between disabilities and the 
not-good life, especially in the context 
of a Christian worldview. While the 
latter framework is forced to ignore 
realities such as “pain, loss, disruption, 
and reduced life expectancy” to treat 
disabilities as neutral characteristics,10 
the former paradigm errs on the side of 
hedonism. Approaching the good life 

primarily as a subjective experience of 
satisfaction falls prey to Robert Nozick’s 
famous experience machine objection 
which convincingly demonstrates that 
felt pleasure cannot be equated with well-
being.11 Moreover, within a Christian 
worldview of creation and redemption, 
disabilities cannot be treated as neutral 
or mere societal constructs (which 
would suggest that 
such a perspective 
also contributes to 
our understanding 
of disabilities) but 
must be named as 
post-lapsarian ills in 
need of redemption. 
To deny the evil 
nature of disability, a 
concept which will be 
expounded in more 
detail below, means 
to deny the possibility 
of the redemption 
of the body and 
the anticipation its 
perfection. 

Nevertheless, Christian ethicists such 
as Hans Reinders have taken a similar 
route and argued that life is simply 
good “because it is what it is.”12 Reinders 
refuses to connect the goodness of life 
to any condition and instead maintains 
that its goodness is guaranteed by life’s 
status as a divine gift. Supposedly, what 
is needed is a change of perspective 
(perhaps a deconstruction) rather than 
the redemption of the body.13 Not only 
does such a view declare the realities of 
suffering and pain as unimportant, it also 
proclaims a somewhat gnostic dualistic 
framework according to which well-
being is a matter of the human thought 
world.

The Protological Vision of the Good 
Life

Is Savulescu then justified in assuming 
that disabilities hinder the good life by 
presenting opportunity altering states 
which should be eliminated by means of 
selective reproduction? As established in 
the previous section, Christians cannot 
ignore and should not belittle the realities 

of suffering. However, are disabilities 
truly incompatible with the good life? In 
order to provide answers to this question, 
it will be helpful to theologically read 
Genesis 1–2 as a protological discourse 
describing how things were intended to 
be in this world. 

Publications investigating the scriptural 
representation of complex realities of 

human life such as 
illness and disability 
have become 
numerous in recent 
years.14 However 
rather than employing 
theological readings, 
Biblical scholars 
usually explore 
disabilities as past 
social experiences by 
“examining ancient 
notions of disability” 
that are “encoded” in 
the text.15 Joel Estes, 
on the other hand, has 
offered a theological 
interpretation of 

Gen 2 through the lens of disability 
studies, arguing that the assumption of 
an original state of perfection presents 
itself as problematic. According to Estes, 
Adam’s embodiment implies necessary 
limitations, such as passibility, pain, 
and loss, which nevertheless exemplify 
good aspects of creation because they 
bring forth human virtuousness.16 Given 
the subject matter at hand, his account 
represents a feasible starting point for 
the present inquiry. By arguing that 
able-ness is an illusion in the first place, 
Estes appears to fall in line with those 
ethicists who maintain that “people with 
disabilities are no different from anyone 
else living a life of circumstantial highs 
and lows.” However, does his claim do 
justice to the character of the good life in 
this passage? 

While the recurring and refrain-like 
appearance of ṭōb  ̱ “good” in Gen 1–2 
presents itself as somewhat unspecific, 
the divine exclamation that something 
in paradise was lō ṭōb  ̱ “not good” (Gen 
2:18) promises to deliver interpretative 
satisfaction. Estes understands this 

It is not 
impairments 
which hinder 
people from well-
being but unjust 
and excluding 
“physical and 
attitudinal 
barriers in society.”

The Good Life... (Continued)
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phrase as implying a state of loneliness 
resulting in subsequent painful feelings 
(Gen 2:19f).17 However, his reading 
goes against the grain of the text which 
does not expound the first man’s inner 
thought world but paints a vivid picture of 
humanity’s assigned place in the cosmos. 
In Gen 2:18, the order of creation, as it 
pertains to Adam, hangs in the balance. 
The lō ṭōb  ̱  “not good” represents a last 
hiding place of the state of “formless 
and void” to be overcome in the process 
of speaking and ordering creation into 
existence. God had already formed ṭōb ̱ 
“good” things in Gen 1 by continuously 
crafting order out of disorder, light out 
of darkness, and life from the ground. 
However, Adam’s lonely state without 
a “suitable helper” (ʿ ēzer kəneg̱ dō ) 
esxposes a remaining space in which 
creation has not yet fallen into its place. 
Nevertheless, more is at stake than 
mere companionship. The creation of 
humanity as God’s image included both 
men and women (Gen 1:26f). Hence, a 
“suitable helper” (ʿ ēzer kəneg̱ dō ) was 
needed to ensure that Adam was able to 
realize his creational mandate. In other 
words, in order to overcome the lō ṭōb ̱   
“not good” of disorder and to establish 
the ṭōb  ̱ “good” state of order, the ʾīš 
(man) had to receive an ʾiššā (wo-man).18

This brief exegetical excursus 
demonstrates by way of example that 
the goodness of creation and, hence, the 
goodness of life according to creation, 
must be understood as relative to the 
divinely intended purpose of the cosmos 
and its constituent parts. That is “good” 
which aligns with God’s perspective 
of what things are made for. Similarly, 
with regard to raʿ  “evil” as the antonym 
of “good” Faro notes that “evil, then, 
from God’s perspective is presented 
predominantly as choices that conflict 
with God.”19 Given that Genesis 1 and 
2 present humans as created for the 
task of representing God’s rule as his 
image, the protological good life consists 
in fulfilling this creational mandate. 
Within this teleological account, 
everything supporting the human role in 
the cosmos should be classified as good 
and necessary (such as the presence of a 

“suitable helper”).

While it is not possible to enter a full 
discussion of the human role as the 
image of God, McDowell’s convincing 
explanation of the image as kinship, 
kingship, and cult will suffice in the 
present context. Based on exegetical 
observations in Gen 1:26f and Gen 2:5–
3:24, she argues that Adam was created as 
a statue (ṣelem “image”) designed to live 
in God’s presence in the garden sanctuary. 
This life is characterized by a father-son 
relationship with God, the responsibility 
to rule the earth on behalf of God, and 
the role of a statue representing God.20 
Within the framework of Gen 1 and 2 
as a protological discourse displaying 
the goodness of creation relative to its 
telos, the good human life consists in 
living out one’s role as the image of 
God. Consequently, dis-ablement must 
be redefined to include everything that 
hinders humans from fulfilling their 
God-given mandate.

The Reality of Dis-Ablement and the 
Eschatological Vision of the Good Life

To add an additional perspective, we 
might say that a theological reading of 
Gen 1 and 2 suggests a close relationship 
between ethics, anthropology, and, as 
will be discussed in more detail below, 
soteriology. In this passage, there is an 
overlap between the good life and the 
demand to fulfill the creational mandate. 
In other words, protologically speaking, 
one can deduce that happiness coincides 
with submission to the will of God. This 
concurrence falls in line with other 
theological reflections such as the first 
and second question of the Westminster 
Shorter Catechism: 

Q: What is the chief end of man?

A: Man’s chief end is to glorify God 
and to enjoy him forever.

Q: What rule hath God given to 
direct us how we may glorify and 
enjoy him?

A: The Word of God, which is 
contained in the Scriptures of the 
Old and New Testaments, is the 
only rule to direct us how we may 

glorify and enjoy him.

On the flipside, the not-good life must be 
associated with rebellion against God’s 
will—that is, the negation of acting 
according to man’s chief end. Within the 
framework of the theological analysis 
of Gen 1 presented above, sin and dis-
ablement concur. The refusal to glorify 
God results in an impossibility to enjoy 
him; to live out the relationship for 
which humans were created. Hence, sin 
represents a dis-ablement towards living 
the good life. 

At this point, the categories used 
in the present paper should not be 
misunderstood. Dis-ablement according 
to Gen 1–2 cannot be equated with 
medical disability, that is, with illness. 
They are alike each other only insofar as 
they both hinder humans from fulfilling 
their God-given mandate. However, 
they are unlike each other insofar as 
disability does not necessarily coincide 
with personal rebellion towards God. 
Scripture portrays sin as individual 
choice which has both individual and 
corporal effects. As Groenhut notes from 
a Reformed perspective:

So we shouldn’t always react to 
illness by asking: “Who sinned, 
this man or his parents?” (John 
9:2). Instead, a Reformed view 
of sin emphasizes that the 
connections between sin, evil, and 
illness are pervasive, structural, 
and entangled in every aspect of 
human life.21

Therefore, by associating the good life 
with obedience and the not-good life 
with sin, soteriology becomes a bridge 
between the two realities. It is redemption 
which creates a good life out of a not-
good life. This framework allows us to 
overcome approaches which underplay 
suffering from illness as an evil reality 
(such as Reinders’ reflection on life as a 
gift) and, consequently, fall short of the 
graveness of disability. Life with illness 
is not good. It is in need of redemption 
because it hinders people from fulfilling 
their God-given mandate. Scripture 
affirms this perspective by relating 
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salvation to healing (Is 53:5). 

At this point, I would like to reintroduce 
Savulescu. His attempt to establish the 
good life through abortion represents 
a deviant soteriology as he attempts to 
produce happiness through selective 
reproduction. While Savulescu is to be 
commended for rejecting approaches 
which declare the realities of suffering 
and pain as neutral or unimportant, he 
is unable to provide hope outside the 
material realm and, thus, makes death 
a moral imperative for those facing 
opportunity altering states. One might 
say, Savulsecu lacks the eschatological 
vision with which the Genesis stories 
address the problem of the not-good life.

Genesis 3 narrates the Fall which 
hinders humans from dwelling in God’s 
presence and, thus, from living out their 
God-given mandate. Following the first 
couple’s disobedience, such dis-ablement 
is presented as a spatial reality (Adam 
and Eve have to leave God’s presence), 
a physical reality (thistles, thorns, and 
pain), and a spiritual reality (fear before 
God and estrangement among humans). 
Therefore, illness and death are associated 
with a movement away from God (cf. 
Gen 3:19–23). Much like everything else 
that is raʿ   “evil,” they represent both the 
cause and the result of failing to live as 
God’s image. 

Nevertheless, beyond Genesis 3, dis-

ablement does not have the last word. 
Human failure to live according to 
the protological standard for the good 
life is addressed by means of a story 
expounding eschatological redemption 
in later chapters of the book. The 
narrative of Joseph (Gen 37–50) 
presents a young man from the family 
of Abraham who is spatially removed 
from dwelling in God’s presence through 
a wicked act of his brothers. In the logic 
of the narrative, the land of Canaan and 
the family of Abraham had become the 
place where God began to restore his 
dwelling with humans (cf. Gen 12:1–3 
and Gen 28:10–22). However, the story 
also provides us with a redemptive-
eschatological interpretation of raʿ   “evil” 
in relationship to ṭōb  ̱ “good”, albeit not 
in a systematic fashion. In Gen 50:20, we 
read how Joseph addresses his brothers in 
retrospective: 

wə ʾattem ḥăšaḇtem ʿālay rā āh

ĕ lohīm ḥăšāḇāh ləṭoḇā

ləmaʿ an aʿ̆śō kayyōm hazze 
ləhaḥăyō ṯ ʾam rāb ̱   

For you planned it as evil against 
me, 

but God planned it for good,

in order to keep alive a great nation, 
as it is today.

The text refuses to call evil good or 
to bring evil close to God’s planning. 
However, it acknowledges that God 
redeems the not-good life by recreating a 
good-life in the middle of evil. Moreover, 
it demonstrates that such recreation 
is tied to an eschatological purpose, 
namely, the preservation of God’s 
people which represent his new dwelling 
place. Ultimately, God’s dwelling with 
humanity, which is most pronounced in 
the incarnation, is aimed at restoring the 
possibility for humans to live as God’s 
image (cf. Eph 4:22–24; Col 3:9–10). 
Hence, the Bible presents the good-life 
as an eschatological reality breaking 
through into the here-and-now. The full 
and painful reality of the not-good life 
does not negate the anticipation of the 
redemption of the body, the mind, and 
alienation from God. Here Savulescu’s 
position and the Christian worldview 
differ. While both affirm the reality of 
the not-good life and resist attempts 
to minimalize its consequences on the 
human condition, only the latter is able to 
counter the weight of protological failure 
with eschatological hope.

Theological Synthesis and Conclusion

It goes without saying that Genesis 
does not provide us with a systematic 
theology of disability. Nevertheless, in 
light of the analysis sketched above, a 
number of observations may be applied 
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to the present problem. First, medical 
disabilities are a product of the Fall, 
hinder humans from living a good life, 
and must be viewed as “not-good” in a 
protological perspective. Theologically 
read, the Genesis narrative prohibits 
approaches which attempt to neutralize 
disabilities in a social, experiential, or 
spiritual fashion.

Second, people with medical disabilities 
are not essentially different from other 
post-lapsarian humans. While all 
suffer from the curse of the not-good 
life, not all suffer from it equally. It is a 
matter of degree rather than of essence. 
This observation also informs debates 
surrounding the value of human life 
with disabilities. Since every person 
suffers from protological dis-ablement 
(be it medical or not), the notion that a 
“difficult” or “suffering” life should not 
be lived is bereaved of anthropological 

justification. Proponents of selective 
reproduction misunderstand the vast 
dimensions of this human problem. They 
assume that people without disabilities 
live a good life because of a lack of 
ongoing illnesses. However, in a biblical-
theological perspective, “opportunity 
altering states” are rooted in an 
estrangement from God. Savulescu’s best 
possible life will always be a dis-abled life.

Third, God can redeem a not-good 
life. In a Christian perspective, the 
good life is an eschatological category 
effectuated through salvation. Following 
Athanasius’s dictum in On the Incarnation 
of the Word, there is no inconsistency 
between creation and salvation, that is, 
recreation.22 Hence, redemption happens 
not only spiritually but also bodily as God 
saves a not-good life and makes it a good 
life. Scripture’s close alignment of healing 
and salvation attests to that. Here, we 

finally approach the ethical dimension 
of our anthropological and soteriological 
discussion. Selective reproduction 
denies this hope for the redemption of 
the body and, consequently, God’s work 
of recreation. It only embraces creation 
but not recreation, protology but not 
eschatology. Hence, it condemns a life 
which God can and might redeem. 

To conclude, Christians should both 
affirm the reality of medical disabilities 
as effectuating a not-good life and hold 
fast to the eschatological hope for the 
redemption of the body. Leaning too far 
into one of these sides results either in 
a deviant soteriology, that is, selective 
reproduction, or a diminishing of the 
painful reality of disability. 

1 For an introduction to issues and problems related to selective reproduc-
tion see Stephen Wilkinson and Eve Garrard, Eugenics and the Ethics of Selec-
tive Reproduction (Staffordshire: Keele University, 2013). In general, Wilkinson 
and Garrard write that “developments in medicine and genetics have made 
it increasingly possible for prospective parents to choose not to have a child 
with a disability” (10).

2 Hans Reinders, “Life’s Goodness: On Disability, Genetics, and ‘Choice,’” in 
Theology, Disability and the New Genetics: Why Science Needs the Church, ed. 
John Swinton and Brain Brock (London: T & T Clark, 2007), 163.

3 See Marsha Saxton, “Why Members of the Disability Community Oppose 
Prenatal Diagnosis and Selective Abortion,” in Prenatal Testing and Disability 
Rights, ed. Erik Parens and Adrienne Asch, Hastings Center Studies in Ethics 
(Washington, D.C.: Georgetown University Press, 2000), 147–164. For further 
ethical problems created by such reasoning, see Megan Best, “The Dilemma 
of Prenatal Screening,” Ethics & Medicine: An International Journal of Bioethics 
34, no. 2 (2018): 113–124. For a helpful review of theories of well-being in 
relation to bioethical reasoning, see David Wasserman and Adrienne Asch, 
“Understanding the Relationship between Disability and Well-Being,” in Dis-
ability and the Good Human Life, ed. Jerome E. Birkenbach, Franziska Felder, 
and Barbara Schmitz (Cambridge: Cambridge University Press, 2014).

4 Julian Savulescu, “Procreative Beneficence: Reasons Not to Have Disabled 
Children,” in The Sorting Society: The Ethics of Genetic Screening and Therapy, 
ed. Loane Skene and Janna Thompson (Cambridge: Cambridge University 
Press, 2008), 51–68. In full, his principle reads as follows: “couples (or single 
producers) should select the child, of the possible children they could have, 
who is expected to have the best life, or at least as good a life as the others, 
based on the relevant, available information.”

5 Interestingly, Savulescu tries to argue that the principle of procreative 
beneficence does not imply that “the lives of those who now live with 
disability are less deserving of respect and are less valuable,” as selection 
only reduces disability but “is silent” on the value of persons with disability. 
Julian Savulescu, “Procreative Beneficence: Why We Should Select the 
Best Children,” Bioethics 15, no. 5–6 (2001): 413–426. However, Savulescu’s 
distinction does not reflect an actual categorical difference. Disabilities do 
not exist apart from persons.

6 Wasserman and Asch, “Understanding the Relationship between Disability 
and Well-Being,” 139f.

7 For instance: Sara Goering, “‘You Say You’re Happy, but . . .’: Contested Qual-
ity of Life Judgments in Bioethics and Disability Studies,” Bioethical Inquiry 5 
(2008): 125–135.

8 Jerome E. Birkenbach, “Disability and the Well-Being Agenda,” in Disability 
and the Good Human Life, ed. Jerome E. Birkenbach, Franziska Felder, and 

Barbara Schmitz (Cambridge: Cambridge University Press, 2014), 189.
9 Deborah Beth Creamer, Disability and Christian Theology: Embodied Limits 

and Constructive Possibilities (Oxford: Oxford University Press, 2009), 25.
10 Wasserman and Asch, “Understanding the Relationship between Disability 

and Well-Being,” 163. Wasserman and Ash intend to treat disabilities like 
race and sex by factoring out such realities. However, they finally note: “It 
may well be that we have factored out too much” (164). 

11 Philip Davies, “Well-Being in Philosophy, Psychology, and Economics,” in The 
Good Life in a Technological Age, ed. Philip Brey, Adam Briggle, and Edward 
Spence (New York: Routledge, 2012), 16.

12  Reinders, “Life’s Goodness,’” 164.
13  Ibid., 178.
14 For instance, see Jeremy Schipper, Disability Studies and the Hebrew Bible: 

Figuring Mephibosheth in the David Story (London: T & T Clark, 2006); Saul 
Olyan, Disability in the Hebrew Bible: Interpreting Mental and Physical Differ-
ences (Cambridge: Cambridge University Press, 2008); Michael D. Fiorello, 
The Physically Disabled in Ancient Israel According to the Old Testament and 
Ancient Near Eastern Sources, Paternoster Biblical Monographs (Crownhill: 
Paternoster, 2014).

15 Candida Moss and Jeremy Schipper, “Introduction,” in Disability Studies 
and Biblical Literature, ed. Candida Moss and Jeremy Schipper (New York: 
Palgrave Macmillan, 2011), 7.

16 Joel D. Estes, “Imperfection in Paradise,” Horizons in Biblical Theology 38 
(2016): 1–21.

17  Estes, 12–15.
18 It should be noted that the narrator uses lō tọ̄ḇ instead of raʾ  in Gen 2:18. 
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Transgender individuals are the subject 
of much debate in society, and specif-
ically within the medical community. 
This population has a much higher inci-
dence of depression, suicidal thoughts 
and attempts, and death by suicide. This 
fact has prompted a movement to affirm 
transgender persons in their perception 
and experience, assuming that many 
of the mental health issues experienced 
by transgender people are sourced in 
society’s reaction to the fact that one 
is transgender. The expectation is that 
once society completely accepts trans-
gender individuals and assists them in 
transitioning socially and biologically 
into their experienced gender, the mental 
health issues will desist. This essay will 
explore whether or not there is evidence 
to support that premise, and if evidence 
exists, whether that fact alone is enough 
justification for treating minors with 

medications and surgeries that can have 
life-long implications. This discussion is 
further complicated by the well-estab-
lished fact, which will be discussed below, 
that most youth who show some form of 
gender nonconformity will not persist in 
this nonconformity through adulthood. 

Terminology

In order to properly discuss this topic, 
one must understand the terminology. 
Currently there is disagreement within 
the lesbian, gay, bisexual, and transgen-
der (LGBT) community as to what lan-
guage should be used to name the disor-
der as well as the language to delineate the 
criteria for this disorder.1 The American 
Psychiatric Association (APA) currently 
uses the term gender dysphoria,2 while 
the World Health Organization (WHO) 
has reportedly chosen the term gender 
incongruence;3 however, this could not be 

confirmed on the WHO website.4 Several 
of the papers cited use the term gender 
identity disorder (GID). For simplicity, 
throughout this article, unless quoting 
from cited works, the abbreviation GID 
will be used. The APA’s Diagnostic and 
Statistical Manual, fifth edition (DSM-V) 
defines GID in children as: “A marked 
incongruence between one’s experienced/
expressed gender and assigned gender . . . 
associated with clinically significant dis-
tress or impairment.”5 Marked incongru-
ence in children is defined by desire for 
behaviors associated with the non-natal 
gender, rejection of stereotypical behav-
iors of natal gender, rejection of natal 
primary and secondary sexual charac-
teristics, and desire for those of the oppo-
site (or other) gender. Adolescents and 
adults have similar criteria, based mostly 
on primary and secondary sex charac-
teristics or conviction that one’s feeling 
and reactions are typical of the opposite 
gender. Currently the APA and DSM-V 
focus on the uncomfortable feeling (dys-
phoria) brought about by the experience 
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of being transgender and the reactions 
of those around the transgender person. 
Therefore, treatment of the condition is to 
affirm the experienced gender to resolve 
the dysphoric feeling and experiences.6

There are also conflicting claims about 
the association between homosexuality 
and GID. One source asserts that part 
of the problem with terminology is that, 
historically, theories of sexuality con-
flated transgenderism with homosexu-
ality.7 Another source states quite clearly, 
“Children with GID can be classified into 
at least two subgroups: the pre-homo-
sexual children and the pre-transsexual 
children.”8 Other studies show an asso-
ciation between GID and bisexuality or 
homosexuality.9 One study showed that 
all persistently GID participants were 
attracted to natal sex partners, but did 
not consider themselves homosexual.10 
This source did not explore whether the 
same (natal) sex attraction came before 
and perhaps was the source of the trans-
gender ideation, or came subsequently. 
Some of the youth whose GID did not 
persist also later identified as homosexu-
al.11 Another problem with terminology 

is the idea that this is a disorder, which 
prompted the WHO’s movement to 
change the terminology in the 11th ver-
sion of the International Classification 
of Diseases (ICD-11).12 Another author 
claims that some of the diagnostic crite-
ria confuse discomfort with one’s biolog-
ical sex and discomfort with gender roles, 
which the author argues are very differ-
ent phenomena.13

Gender Identity Formation

With this milieu of confusion about 
terminology yet unresolved, one turns 
to the question of how gender identity 
forms, how long is it moldable, and what 
factors contribute to the development of 
a gender identity incongruent with one’s 
natal gender. According to Hembree et 
al., the “normative psychological liter-
ature” does not address these issues.14 
Other authors assert that sexual prefer-
ences evolve throughout an individual’s 
lifetime, but are solid enough by age 15 to 
engage in treatment which may have life-
long implications.15 Hembree et al. argue 
that if GID is severe, “an early complete 
social transition may result in a more 

favorable outcome,”16 though cur-
rently no criteria exist to identify 
the individuals to whom this expe-
dited treatment would apply.

Incidence

With terminological and devel-
opmental questions left unsettled, 
one hopes to find a more solid 
answer, using empirical research, 
regarding the incidence of GID. 
For example, Zucker and Lawrence 
point out that 5% of boys and 10% of 
girls are rated by parents to behave 
like the opposite sex, but only 1% 
of boys and 3.5% of girls report a 
desire to be the other sex.17 By the 
time of adulthood, the prevalence 
rate is quite varied depending on 
which study one reads. Zucker 
and Lawrence compiled data from 
several studies resulting in an 
estimated rate of GID in adults to 
be 1:10,000–1:20,000 in birth-as-
signed men and 1:30,000–1:50,000 
in birth-assigned women.18 The 

highest documented incidence was 
1:2,900 for natal males, 1:8,300 for natal 
females,19 much lower than the 0.6% tout-
ed in the media.20 Because the incidence 
rate appears to change throughout child-
hood and adolescence, there has been 
much discussion about the age at which 
it would be appropriate to start any treat-
ment. 

The Question of Persistence

To answer this question, some seek to 
understand the development of gen-
der identity, and what factors might be 
involved in the persistence or desistence 
of GID. Unfortunately, little is known 
about cognitive gender development.21 
In an attempt to better understand this 
concept, several studies have been done 
to determine what percentage of chil-
dren who have “cross gender” thoughts 
will continue to have those thoughts 
and persist in the transsexuality. The 
results vary from 2–27% persistence, 
with an average of 15%. This means 
that the majority (85%) of prepubertal 
children who seek initial evaluation for 
GID did not remain gender dysphoric 
in adolescence.22 Responses to this data 
about persistence vary. Hembree claims 
that GID rarely desists after the onset of 
pubertal development.23 However, one of 
the sources he cites states, “Many boys 
with pervasive . . . gender dysphoria do 
not show persistent gender dysphoria by 
late adolescence or young adulthood.”24 
The APA task force on gender issues also 
states that 20% showed persistent GID in 
mid-adolescence.25 Similarly, Steensma et 
al. found minimal differences in child-
hood gender variant expression between 
“persisters” and “desisters.”26 Members 
of both groups reported feeling indiffer-
ent about their gender identity in early 
childhood. By the age of 6–7 years, the 
youth started to identify with the oth-
er sex: persisters stated they felt they 
were the other sex, while desisters only 
wished they were the other sex.27 With 
regard to sexual attraction, all persist-
ers reported feeling exclusively attracted 
to persons of the same natal sex, which 
they saw as confirmation of their per-
ceived gender.28 Those individuals who 
did not persist gradually experienced less 
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gender discomfort from the age of 10 and 
13 years, attributed to changes in their 
interests, friendships, physical chang-
es during puberty, experiencing sexual 
attraction, and falling in love. Desisters 
noted a complete resolution of gender 
discomfort by the time puberty was com-
pleted.29 All girl desisters felt exclusively 
attracted to boys, which was integral in 
weakening their identification with or 
as the opposite sex.30 Because this was 
a retrospective study, recall bias might 
account for the difference noted that per-
sisters stated they were the opposite sex, 
while desisters said they wished they were 
the opposite sex.31

Goals of Treatment

Unfortunately, the literature leaves many 
questions unanswered. It is in this con-
fusing state that one now turns to exam-
ine the goals and timing of treatment. 
Puberty suppression treatment is the first 
step in medical treatment of GID youth, 
accomplished using gonadotropin-releas-
ing hormone analogs (GnRHa) adminis-
tration. Most authors recommend against 
hormone blocking medications until the 
first signs of pubertal changes, defined 
as Tanner stage 2, to avoid the worsen-
ing dysphoria associated with pubertal 
changes.32 After suppressing puberty, 
cross sex hormone treatment (CSHT) 
is typically started at age 16, based on a 
statement by the Endocrine Society that 
most adolescents have sufficient mental 

capacity to give informed consent by this 
age.33 The final stage of treatment consists 
of sex reassignment surgery (SRS), which 
is divided into top surgery (mastectomy 
or breast augmentation) and bottom sur-
gery (vaginoplasty or metoidioplasty).34

As previously stated, one concern about 
initiating treatment too soon is that 
going through puberty may help the 
individual to become congruent with 
their biological sex.35 The emphasis to 
start treatment rather than allow GID 
youth to proceed through natural puber-
ty comes from guidelines that “place a 
high value on avoiding an unsatisfacto-
ry physical outcome” (secondary sexu-
al characteristics) over “potential harm 
from early pubertal suppression.”36 This 
philosophical approach to gender dys-
phoria places a higher value on the per-
ceived psychological harm which would 
be caused by one’s own bodily changes 
which occur as a result of natural puberty 
than the physical and physiologic harm 
caused by the hormones used to block the 
natural progression of puberty. Hembree 
asserts that the current guidelines select 
adolescents whose GID persists (or will 
persist?), implying that these are the indi-
viduals who would benefit from puber-
ty suppression;37 however, he does not 
describe how the process selects persist-
ers, and his own study demonstrates that 
going through puberty is part of what 
made the desisters desist. Early treatment 
also limits the growth of the penis and 

scrotum, making SRS more difficult.38 To 
further complicate treatment decisions, 
the Endocrine Society states, based on 
“very low-quality evidence,”39 that there 
may be “compelling reasons to initiate 
sex hormone treatment prior to the age of 
16 years in some adolescents . . . though 
there are minimal published studies.”40 

There are also medical concerns about 
treatment unrelated to the gender issue. 
One known issue is that puberty sup-
pression using GnRHa stops the normal 
accumulation of bone density that occurs 
with the onset of puberty, and treatment 
with CSHT does not bring bone densi-
ty back to the level expected if puberty 
suppression had not occurred.41 In fact, 
the z score (comparison to age matched 
controls) at age 22 years was lower than at 
start of treatment.42 GnRHa treatment “is 
relatively new and controversial,”43 there-
fore additional research is needed. Bizic 
et al. once again bring a heavy dose of 
reality when they assert that the strongest 
argument against CSHT is the absence of 
any studies documenting its long-term 
effects.44 One area they especially want to 
see more data on is for cross-sex hormon-
al therapy in individuals below 16 years of 
age.45 Indeed, CSHT has many long-term 
effects, including potential impairment 
of future reproductive functioning.46 If 
an adolescent elects to proceed immedi-
ately from pubertal suppression to CSHT, 
they will never undergo the physiolog-
ic puberty of their natal sex, and never 
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develop mature gametes to cryopreserve, 
resulting in permanent sterility.47 

Consent

With the exception of women’s health 
issues, no one under the age of 18 is 
legally able to consent for any medical 
care. From consenting to a visit for a sore 
throat requiring an exam and possible 
swab of the throat, to consenting to an 
emergency appendectomy where time 
is of the essence, all medical treatment 
requires the consent of a legally responsi-
ble guardian, usually the parent. There is 
concern about the adolescent’s true abil-
ity to give informed consent for gender 
identity issues. Individuals 16 years and 
younger have better comprehension of 
near-term consequences, such as wors-
ening gender dysphoria as they enter 
puberty, compared to long-term conse-
quences, such as their potential future 
fertility.48 Pain may also cloud their judg-
ment, impairing their ability to make a 
truly informed and rational decision. We 
know that physical pain isolates people 
from society and from one’s self, caus-
ing people to seek surgery “in the hope 
that if it is just cut off or out they will not 
be burdened.”49 This statement is made 
about a gangrenous extremity, but would 
this same argument be true of mental 
anguish causing obscured informed con-
sent for removal or reversal of undesired 
secondary sexual characteristics? 

Comorbidities

Because individuals with GID often have 
psychological comorbidities, it is rec-
ommended that mental health care be 
available through the entire transition-
ing process.50 One author asserts that 
for this reason, the only health profes-
sionals who should make the diagnosis 
are mental health professionals trained 
in pediatric psychiatry and transgender 
issues.51 Several studies have documented 
a disproportionately high rate of suicid-
al thoughts, attempts, and actual suicide 
amongst young people in the LGBT com-
munity.52 This issue is large enough that it 
warrants a special task force of the APA.53 
Some writers point to victimization as 
a cause for the psychological issues;54 

however their data shows a strong base-
line of attempted self-destructive behav-
ior which only increases (approximate-
ly 50% from baseline) when bullying 
occurred.55 It is only natural to want to 
find a treatment that will lessen the suf-
fering of individuals with this high rate 
of self-harm. 
Unfortunately, 
while there are 
studies that show 
people rate their 
quality of life as 
being better after 
SRS,56 studies 
demonstrate per-
sistent self-harm 
behavior. One 
particular study 
showed a 19-fold 
risk of death 
from suicide, as 
well as increased 
mortality from cancer (presumably from 
ongoing CSHT) and overall mortality in 
transgender individuals. Increased risk 
for suicide attempts, inpatient psychiatric 
care, and criminal convictions were also 
demonstrated.57 This was one of the few 
longer-term studies, and these findings 
did not become evident until at least 10 
years after completing SRS.58 

Ethical Considerations

With a more robust understanding of the 
manifold issues involved, we may turn to 
consider the ethical questions of treating 
minors with GID. The field of bioethics 
has transformed over the years as tech-
nology has progressed, but one approach 
has become a standard for evaluating 
ethical issues: a four-legged approach 
known as the Georgetown Mantra of 
principlism. Using this approach, one 
evaluates the ethical considerations of an 
issue through the lenses of beneficence, 
non-maleficence, autonomy, and justice. 

Evaluating treatment through the princi-
ple of beneficence, one article claims that 
beneficence obliges clinicians to help the 
person by prescribing hormonal treat-
ment because “there are no better options 
at this moment.”59 However, a counter 
argument is made that SRS is equivalent 

to the surgical alteration of healthy 
organs; therefore, they argue SRS would 
not align with doing “only what is in the 
patient’s best interest.”60 Because one is 
considering treatment of an adolescent 
who likely has several decades more to 
live, one must look not only at the short-

term benefits and harms 
but also long-term consid-
erations. If treatment truly 
minimized self-destructive 
behavior61 and improved 
self-rated quality of life over 
subsequent decades, not just 
months or years,62 then this 
treatment might meet the 
requirements of beneficence. 
However, long-term studies 
show an increase in suicide 
attempts and death from 
suicide, as well as increased 
overall mortality, which did 
not become evident until 

at least 10 years after completing SRS.63 
The small size of the studies and limit-
ed participation in follow up also make 
it difficult to assess the beneficent results 
of treatment.64 Even the Centers for 
Medicare and Medicaid (CMS) wrote a 
proposal stating that “there is not enough 
evidence to determine” beneficial out-
comes, and also states: “The quality and 
strength of evidence were low.”65

Turning to the principle of non-malef-
icence, treatment must not harm the 
individual “in an emotional, social, or 
physical sense.”66 GnRHa treatment 
might meet this requirement because 
the potential harm is low—lower peak 
bone mass. One has more difficulty with 
CSHT, which runs the risk of permanent 
sterility. Some take the view that doing 
nothing causes harm because of the 
bullying and increased risk of suicide. 
Therefore, they would conclude that the 
least harmful treatment plan involves 
the least invasive surgery.67 Another way 
to view harms is to consider whether 
something as complicated as SRS is truly 
without harm, considering the fact that 
individuals may change their mind and 
want to transition back. One woman who 
has detransitioned states, “telling my old 
providers about how transitioning hurt 

There is concern 
about the 
adolescent’s true 
ability to give 
informed consent 
for gender identity 
issues. 
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me is intimidating, overwhelming. . . . 
Why would it be easy to tell those who 
prescribed me testosterone that doing 
so helped me hurt myself?”68 There are 
many who feel they have been hurt by 
transitioning to the opposite sex and 
seek detransitioning as part of their res-
toration.69

When one examines this topic through 
the lens of autonomy, it seems at first 
glance to sway the clinician in favor of 
any treatment the patient desires; howev-
er, GID does not persist through adoles-
cence in the vast majority of children, so 
a primary concern regarding performing 
SRS from this lens would be the possibil-
ity of regret.70 How does a clinician help 
someone walk through the decision of 
whether it is better to suffer the conse-
quences of GID or SRS? Are children or 
teenagers mature enough to make these 
kinds of decisions?71 One might even 
argue that parents might be shortsighted 
in their decision making, seeking relief 
from pain now over potential for regret 
in what seems like the distant future. 
Puberty suppression only delays the 
inevitable decision that one day needs to 
be made and is not a neutral stance as it 
prevents what appears to be curative for 
the vast majority of afflicted individuals: 
puberty. One reason we may never know 
the answer to that question is that it has 
become unsafe to even ask. One leading 
expert, Dr. Kenneth Zucker, was fired in 
2015 for holding the stance that it may 
not be in the long-term interest of the 
child’s well-being to automatically be 
encouraged to transition.72 

Completely missing from this discus-
sion of the ethics is the concept of justice. 

Perhaps this is because the transgender 
agenda runs counter to the claim that 
justice “sets limits on the absolutization 
of autonomy.”73 The goals of medicine 
must be determined by what medicine 
is in its internal essence. Current termi-
nology makes the physician into a “pro-
vider,” no different from an insurance 
provider, internet service provider, or 
cell phone provider, and if the patient is 
not receiving the “service” the patient 
desires, the patient merely changes pro-
viders. Medicine as a profession implies 
that the physician has knowledge that 
the patient does not have, and must use 
that knowledge to the patient’s benefit, 
over and above the physician’s benefit. 
If physicians are merely providers, then 
physicians are guided—or driven—by 
goals that are socially constructed, goals 
which “could stretch the limits of med-
icine to include provision of whatever 
treatment a society might want.”74 Paul 
McHugh of John’s Hopkins University 
states that psychologists typically chal-
lenge patients’ thinking, and so he sug-
gests that the best way to treat GID may 
be the same way psychologists treat other 
dysphorias: by recognizing that feelings 
are not the same thing as reality.75

Conclusion

As this essay displays, there are many 
issues to consider when discussing the 
treatment of transgender individuals, 
especially youth and adolescents. Some 
individuals experience increased dyspho-
ria with the onset of puberty. Proponents 
of treatment use this fact as a reason to 
urge treatment at younger ages. Several 
studies show that most gender incon-
gruent youth become gender congruent 

by adulthood. Studies examining treat-
ment are small and follow subjects only 
1–2 years. These studies show improved 
quality of life defined by less dysphoric 
feelings. Only one study followed a rea-
sonable population over decades, and 
documented a much higher mortality 
and morbidity from psychiatric illness. 
This calls into question whether treat-
ment actually is helping those who suffer 
from GID. After examining the research, 
the implications of GID, and the ethical 
issues involved, one can reasonably con-
clude that there is no adequate justifica-
tion for CSHT or SRS, especially in the 
child and adolescent age group. Some of 
the studies mentioned show lack of ben-
efit more than 10 years out, so it would 
be reasonable to omit the “especially in 
the child and adolescent age group” from 
the previous sentence. This article has 
argued from a Hippocratic “first do no 
harm” perspective, which supports the 
Christian perspective that each and every 
individual is created in the image of God, 
not a random colocation of atoms. This 
belief not only states that treatments dis-
cussed in this article are not beneficial, 
but are wrong in the sight of our holy 
God, and these individuals as they were 
born, without any need for ‘improve-
ment’ are “fearfully and wonderfully 
made.”

Ethical Issues... (Continued)

1  Nancy H. Bartlett, Paul L. Vasey, and William M. Bukowski, “Is Gender Iden-
tity Disorder in Children a Mental Disorder?” Sex Roles 43, no. 11–12 (2000): 
753–785, https://doi.org/10.1023/A:1011004431889. 

2  “What Is Gender Dysphoria?” American Psychiatric Association, accessed 
July 29, 2018, https://www.psychiatry.org/patients-families/gender-dyspho-
ria/what-is-gender-dysphoria. 

3  Jack Drescher, Peggy T. Cohen-Kettenis, and Sam Winter, “Minding the 
Body: Situating Gender Identity Diagnoses in the ICD-11,” International 
Review of Psychiatry 24, no. 6 (2012): 569.

4  “Sexual Health in the Revised 11th Version of the International Classification 
of Diseases (ICD),” World Health Organization, accessed July 29, 2018, http://
www.who.int/reproductivehealth/topics/sexual_health/icd_revision/en/. 

5  Kenneth J. Zucker, “The DSM Diagnostic Criteria for Gender Identity Disor-
der in Children,” Archives of Sexual Behavior 39, no. 2 (2010): 477–498, https://
doi.org/10.1007/s10508-009-9540-4. 

6  Bartlett, Vasey, and Bukowski, “Is Gender Identity Disorder in Children a 

Mental Disorder?” 757; American Psychiatric Association, Diagnostic and 
Statistical Manual of Mental Disorders (DSM-V), 5th ed. (Washington, D.C.: 
American Psychiatric Publishing, 2013), 452.

7  Drescher, Cohen-Kettenis, and Winter, “Minding the Body,” 568.
8  Jason Jarin et al., “Cross-National Replication of the Gender Identity Inter-

view for Children,” Pediatrics 139, no. 5 (2017): 19.
9  Kelley Drummond, et al., “A Follow-Up Study of Girls with Gender Identity 

Disorder,” Developmental Psychology 44, no. 1 (2008): 34–45.
10  Thomas D. Steensma et al., “Desisting and Persisting Gender Dysphoria 

after Childhood: A Qualitative Follow-Up Study,” Clinical Child Psychology 
and Psychiatry 16, no. 4 (2011): 508.

11  Ibid., 512.
12  “Sexual Health in the Revised 11th Version of the International Classification 

of Diseases (ICD).”

13  Bartlett, Vasey, and Bukowski, “Is Gender Identity Disorder in Children a 



13

Mental Disorder?” 757.
14  Wylie C. Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gen-

der-Incongruent Persons: An Endocrine Society Clinical Practice Guideline,” 
The Journal of Clinical Endocrinology & Metabolism 102, no. 11 (2017): 3874, 
https://doi.org/10.1210/jc.2017-01658.

15  Janella Hudson et al., “Fertility Counseling for Transgender AYAs,” Clinical 
Practice in Pediatric Psychology 6, no. 1 (2018): 89.

16  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-
gruent Persons,” 3879.

17  Kenneth J. Zucker and Anne Lawrence, “Epidemiology of Gender Identity 
Disorder: Recommendations for the Standards of Care of the World 
Professional Association for Transgender Health,” International Journal of 
Transgenderism 11, no. 1 (2009): 10.

18  Ibid., 14–16.
19  W. F. Tsoi, “The Prevalence of Transsexualism in Singapore,” Acta Psychiatrica 

Scandinavica 78, no. 4 (1988): 501–504.
20  Jan Hoffman, “Estimate of U.S. Transgender Population Doubles to 1.4 

Million Adults,” The New York Times, June 30, 2016, https://www.nytimes.
com/2016/07/01/health/transgender-population.html. 

21  Thomas D. Steensma et al., “Gender Identity Development in Adolescence,” 
Hormones and Behavior 64, no. 2 (2013): 290, https://doi.org/10.1016/j.
yhbeh.2013.02.020. 

22  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-
gruent Persons,” 3879; Drummond, et al., “A Follow-Up Study of Girls with 
Gender Identity Disorder,” 39.

23  Wylie C. Hembree, “Guidelines for Pubertal Suspension and Gender Reas-
signment for Transgender Adolescents,” Child & Adolescent Psychiatric Clinics 
of North America 20, no. 4 (2011): 725.

24  Drummond, et al., “A Follow-Up Study of Girls with Gender Identity Disor-
der,” 35.

25  Margaret Schneider et al., “Report of the APA Task Force on Gender Identity 
and Gender Variance” (New York: American Psychological Association, 
2009), 47, https://www.apa.org/pi/lgbt/resources/policy/gender-identity-re-
port.pdf. 

26  Steensma et al., “Desisting and Persisting Gender Dysphoria after Child-
hood,” 503.

27  Ibid., 504.
28  Ibid., 508.
29  Ibid., 509.
30  Ibid., 511.
31  Ibid., 513–514.
32  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-

gruent Persons,” 3871.
33  Ibid., 3871.
34  “Trans Health Provider Tool Kit,” Health Share of Oregon, November 10, 2015, 

85-110, https://web.archive.org/web/20160328083025/http://www.health-
shareoregon.org/for-providers/provider-resources/Provider%20tool%20
kit%20v4.pdf. 

35  Marta R. Bizic et al., “Gender Dysphoria: Bioethical Aspects of Med-
ical Treatment,” BioMed Research International (2018): 2, https://doi.
org/10.1155/2018/9652305. 

36  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-
gruent Persons,” 3881.

37  Hembree, “Guidelines for Pubertal Suspension and Gender Reassignment 
for Transgender Adolescents,” 729.

38  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-In-
congruent Persons,” 3881; Wouter van der Sluis et al., “Ileal Vaginoplasty as 
Vaginal Reconstruction in Transgender Women and Patients with Disorders 
of Sex Development: An International, Multicentre, Retrospective Study on 
Surgical Characteristics and Outcomes,” British Journal of Urology Interna-
tional 121, no. 6 (2018): 952–958.

39  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-
gruent Persons,” 3872.

40  Ibid., 3871.
41  Mariska Vlot et al., “Effect of Pubertal Suppression and Cross-Sex Hormone 

Therapy on Bone Turnover Markers and Bone Mineral Apparent Density 
(BMAD) in Transgender Adolescents,” Bone 95 (2017): 16, https://doi.
org/10.1016/j.bone.2016.11.008. 

42  Daniel Klink et al., “Bone Mass in Young Adulthood Following Gonado-
tropin-Releasing Hormone Analog Treatment and Cross-Sex Hormone 
Treatment in Adolescents with Gender Dysphoria,” The Journal of Clinical 

Endocrinology & Metabolism 100, no. 2 (2015): E273, https://doi.org/10.1210/
jc.2014-2439. 

43  Bizic et al., “Gender Dysphoria,” 2.
44  Ibid., 3.
45  Ibid., 3.
46  Hudson et al., “Fertility Counseling for Transgender AYAs,” 84.
47  Ibid., 85.
48  Ibid., 86; Nancy Berlinger, Bruce Jennings, and Susan Wolf, The Hastings 

Center Guidelines for Decisions on Life-Sustaining Treatment and Care Near the 
End of Life, Revised and Expanded 2nd ed (Oxford: Oxford University Press, 
2013), 85.

49  Stanley Hauerwas, “Salvation and Health: Why Medicine Needs the Church,” 
in On Moral Medicine: Theological Perspectives in Medical Ethics, 3rd ed., ed. M. 
Therese Lysaught et al. (Grand Rapids: Eerdmans, 2012), 48.

50  Hembree et al., “Endocrine Treatment of Gender-Dysphoric/Gender-Incon-
gruent Persons,” 3876.

51  Ibid., 3870.
52  Elizabeth McDermott, Katrina Roen, and Jonathan Scourfield, “Avoiding 

Shame,” Culture, Health & Sexuality 10, no. 8 (2008): 816; American Psychiatric 
Association Task Force on Guidelines for Psychological Practice with TGNC, 
“Guidelines for Psychological Practice with Transgender and Gender 
Nonconforming People,” American Psychologist 70, no. 9 (2015): 832, https://
dx.doi.org/10.1037/a0039906. 

53  American Psychiatric Association Task Force on Guidelines for Psychological 
Practice with TGNC, “Guidelines for Psychological Practice with Transgender 
and Gender Nonconforming People.”

54  McDermott, Roen, and Scourfield, “Avoiding Shame,” 817.
55  Ibid., 817.
56  Nikolaos A. Papadopulos et al., “Quality of Life and Patient Satisfaction 

Following Male-to-Female Sex Reassignment Surgery,” The Journal of Sexual 
Medicine 14, no. 5 (2017): 1–10, https://dx.doi.org/10.1016/j.jsxm.2017.01.022. 

57  Cecilia Dhejne et al., “Long-Term Follow-Up of Transsexual Persons Under-
going Sex Reassignment Surgery: Cohort Study in Sweden,” PLoS ONE 6, no. 
2 (2011): 1, https://doi.org/10.1371/journal.pone.0016885. 

58  Ibid., 1.
59  Bizic et al., “Gender Dysphoria,” 3.
60  Ibid., 2.
61  McDermott, Roen, and Scourfield, “Avoiding Shame,” 817.
62  Papadopulos et al., “Quality of Life and Patient Satisfaction Following Male-

to-Female Sex Reassignment Surgery.”
63  Dhejne et al., “Long-Term Follow-Up of Transsexual Persons Undergoing 

Sex Reassignment Surgery,” 1.
64  Drummond, et al., “A Follow-Up Study of Girls with Gender Identity Disor-

der.”
65  Tamara Syrek Jensen et al., “Proposed Decision Memo for Gender Dyspho-

ria and Gender Reassignment Surgery (CAG-00446N),” June 2, 2016, https://
www.cms.gov/medicare-coverage-database/details/nca-proposed-deci-
sion-memo.aspx?NCAId=282.

66  Bizic et al., “Gender Dysphoria,” 2.
67  Ibid., 3.
68  CrashChaosCats, “Lost to Follow-Up/How Far Can You Follow Me?” 

January 30, 2017, https://crashchaoscats.wordpress.com/tag/detransi-
tioned-women/. 

69  Ryan Anderson, When Harry Became Sally (New York: Encounter Books, 
2018), 49–76.

70  Bizic et al., “Gender Dysphoria,” 3.
71  Ibid., 3–4.
72  Anderson, When Harry Became Sally, 22.
73  Edmund D. Pellegrino, “The Four Principles and the Doctor-Patient Rela-

tionship,” in The Philosophy of Medicine Reborn: A Pellegrino Reader, eds. H. 
Tristram Englehardt and Fabrice Jotterand (Notre Dame, Indiana: University 
of Notre Dame Press, 2008), 194.

74  Pellegrino, “Medicine Today: Its Identity, Its Role, and the Role of Physi-
cians,” in The Philosophy of Medicine Reborn, 136.

75  Paul McHugh, “Transgender Surgery Isn’t the Solution,” Wall Street Journal, 
May 13, 2016, https://www.wsj.com/articles/paul-mchugh-transgender-sur-
gery-isnt-the-solution-1402615120. 



14

There has been a surfeit of contemporary 
political rhetoric directed at immigration 
policy in the United States. This rhetoric 
reached a crescendo recently during a 
contentious election year. At times, the 
energy expended has generated consid-
erably more heat than light. Lost some-
where in the debate, however, is the cru-
cial role Christian-Hippocratism should 
be playing in the controversy. In this 
regard, one author observed, “there is 
no social problem that will not enter the 
healthcare system.”2 What does the writ-
er mean by this statement? What unique 

content might enrich discourse if the 
subject of immigration was deliberately 
reframed in a medical context? To begin 
with, some may inquire, prima facie, why 
a medical frame should be applied to 
immigration.

Engaging this question is disingenuous at 
best. It has been trenchantly observed that 
“at critical junctures in American histo-
ry, immigrants have been stigmatized as 
the etiology of a wide variety of physical 
and societal ills. Anti-immigrant rhetoric 
and policy have often been framed by an 

explicitly medical language, one in which 
the line between perceived and actual 
threat is slippery and prone to hysteria 
and hyperbole.”3  American society has 
become so used to a medical frame for 
immigration that its contemporary pres-
ence may pass unnoticed. The frame has 
often exaggerated the threat. Remember 
the panic afforded Ebola? So, from where 
exactly does the medical frame for immi-
gration derive its power and durability?

In her paradigmatic book Illness as 
Metaphor, Susan Sontag detailed the 
accusatory potential of metaphors sur-
rounding diseases.4 She primarily focused 
on three diseases prominent for her per-
sonally and for history—tuberculosis, 
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cancer, and AIDS. Although Sontag’s 
approach to illness metaphors did not 
specifically address immigrants and their 
illnesses, if one studies U.S. history, myr-
iad diseases have been repeatedly encum-
bered by metaphors purposely utilized 
to stigmatize and dehumanize immi-
grants. Medicine has been leveraged as 
a tool for bias, prejudice, and exclusion. 
Unfortunately, in the past, utilization 
of illness metaphors in the context of 
immigration has been under the willing 
purview of physicians. These efforts have 
allowed medicine to sanction behaviors 
that have been anathema to Christian 
Hippocratism. In some instances the 
metaphors have also resulted in justifica-
tion for poor care of immigrant persons. 

This essay will focus on American med-
icine’s centuries-long role in generating 
and catalyzing intolerant attitudes—by 
fostering illness metaphors—to dispar-
age immigrants. Unfortunately, the ethos 
exhibited today in the arena of immi-
gration has become a mimic of the dis-
turbing behavior exhibited by certain 
physicians throughout a lengthy span 
of U.S. history. Indeed, today, there is 
nothing new under the sun at the inter-
face between medicine and immigration. 
Ignoring the historical context for phy-
sician complicity in the mistreatment 

of immigrant persons is a mistake. 
Contemporary surveys demonstrating 
a negative animus of the medical estab-
lishment toward immigrant humanity 
predict that this generation of healthcare 
workers is resuscitating something that 
was unfortunately troubling long ago 
and has importunely reappeared.5

The Early History of Cultural and 
Medical Attitudes toward Immigrant 
Persons

“We must erect a Wall of 
Brass around the country for 
the exclusion of Catholics.”  
-John Jay, First Chief Justice, U.S. 
Supreme Court (1780)6

“Few of their children . . . learn 
English . . . unless the stream of 
their importation could be turned 
. . . they will soon so outnum-
ber us . . . even our Government 
will become precarious.”  
-Ben Franklin on German 
Immigrants to Pennsylvania (1753)7

It is a mistake to assume that the con-
temporary contentious environment for 
immigrant persons in the United States 
is unique. The examples of John Jay and 
Benjamin Franklin document pejora-
tive cultural attitudes dating back to 
America’s founding. However, since this 
study will concentrate on a medical-eth-
ical frame for immigration, historical 

examples of physician misbehaviors will 
be chronicled. 

Beginning in the mid-nineteenth cen-
tury, physicians led the way in efforts to 
exclude Chinese individuals from suc-
cessful immigration to the United States 
of America.8 Their armamentarium was 
comprised of falsehoods disguised as 
illness metaphors. The diseases chosen 
included smallpox, syphilis, leprosy, and 
that caused by the parasite Clonorchis 
sinensis.9 Later, opium addiction would 
be viewed as a protean immigrant threat 
to Americans. The era was also a time to 
introduce an archetypal eugenics agen-
da into the debate, aimed at immigrant 
persons through the threatening specter 
of miscegenation and Social Darwinism. 
All these efforts were exerted under the 
aegis of physicians.10

Dr. Arthur B. Stout, infamous for his 
book Chinese Immigration and the 
Physiological Causes of the Decay of a 
Nation (1862), frequently used medi-
cine and its metaphors as weapons in 
his anti-immigration arguments.11 He 
blamed Chinese immigrants for small-
pox epidemics, having said, “We man-
ufacture smallpox in San Francisco.”12 

His claims were dubious from a sci-
entific perspective. His medium for 
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the transmission of smallpox from the 
Chinese to the “white” population were 
“miasmas.”13 This “bad air” hypothesis 
(emanating from the purported “filth” of 
San Francisco’s Chinatown) as a source 
of infection was a common explana-
tion for cellulitis and fasciitis during the 
American Civil War.14 Miasmas preced-
ed the germ theory of disease and were 
relegated to the dust bin of medicine 
shortly thereafter. In short, miasmas 
were never scientifically accurate and, 
thus, a pre-scientific myth.

Another disease-as-weapon in his war 
against immigration was syphilis. It 
was a poison “deeply engrafted” in the 
Chinese American community.15 This 
banner was also unfurled by Dr. Hugh 
H. Toland who estimated—without any 
evidence—that 90% of syphilis should 
be attributed to the Chinese-American 
community.16 Adding to that anecdote, 
the Chinese-American variety of syphi-
lis was supposedly harder to treat. In an 
era void of any efficacious treatments 
for syphilis, this was a ridiculous claim. 
With the cultural stigma of syphilis, the 
disease effectively became a metaphor for 
the moral turpitude of persecuted immi-
grants. It would not have been deemed 
so without doctrinaire medical pressure 
exerted by physicians.

Leprosy also entered the fray. A San 
Francisco Health Officer, Dr. Bates, 
called Chinese immigrant persons “mor-
al lepers in our community” equating 
Hansen’s disease with questionable sex-
ual mores in the afflicted demographic.17 
Leprosy is not a sexually transmitted 
disease. In the 1870s, another physician, 
Dr. John L. Meares, made his “rounds” 
in Chinatown carrying a Bible.18 He 
would open it to Leviticus chapters 13 
and 14, and claim Moses as his diagnos-
tic authority. He would then proceed to 
use the biblical description of skin lesions 
to “diagnose” leprosy among the immi-
grants. Other inventive physicians like 
Dr. Charles C. O’Donnell determined 
that leprosy in Chinese immigrant per-
sons was a consequence of pork in their 
diet. O’Donnell was viewed as a charla-
tan with a sketchy past. He was an abor-
tionist who purportedly killed a young 

woman during an abortion. He escaped 
prosecution by falsifying records claim-
ing she died from a “malignant fever.”19 
Needless to say, scientific inquiry after 
discovery of the germ theory of disease 
has failed to implicate pork ingestion as 
a vector for leprosy.

Dr. Samuel Collins supposedly observed 
that opium addiction had the ability 
to turn Caucasian women Chinese.20 
Goodwin and Chemerinsky quote from 
Collins: “‘when “Mrs. Jones,’ a . . . white 
woman, became an ‘opium eater,’ her 
skin became yellow and her eyes assumed 
an ‘unearthly’ aspect.’”21 His audience 
would automatically also equate “yellow” 
with Chinese-as-inferior, and not with 
jaundice. The supposed spreading of that 
ostensible “contagion” occurred by the 
intermixing of the “superior” Caucasian 
with “inferior” Chinese. Dr. Stout was 
a disciple of Johann F. Blumenbach. In 
1795, the German arbitrarily separated 
humanity into five classes via a “scien-
tific racial system.”22 There would be the 
most superior, of course, the Caucasian 
white. Blumenbach claimed Caucasians 
originated near the landing of Noah’s 
Ark. Therefore, they were the archetype 
of God’s original creation.23 Race catego-
ry number two was Mongolian and olive 
“yellow.” Three was Ethiopian black. 
Four and five were represented by Malay, 
as tawny brown, and American “Indian,” 
as copper red, respectively. In concert 
with Blumenbach, Dr. Stout would go on 
to argue, 

Among the causes which continue 
to exhaust and degrade a race, the 
intermixture of blood with inferi-
or races is the most potent and the 
most deplorable. The primary law 
of nature teaches self preservation 
in protecting the purity of type 
in the race and perpetuating the 
endurance of the nation.24

Americans were given warnings about 
immigrants, warnings filtered through 
a prism of nascent eugenics. Stout, for 
instance, argued, “by commingling with 
the Eastern Asiatics . . . we are creating 
degenerate hybrids.”25

In 1882, a Chinese Exclusion Act was 
passed.26 It was a Federal Law signed 

by then President Chester A. Arthur 
prohibiting any and all immigration of 
Chinese laborers. A prior law—the 1875 
Page Act—already specifically banned 
all immigrant Chinese women. The 
Exclusion Act is infamous and remains 
the only law in U.S. history that prevent-
ed all members of a specific ethnic or 
national group from immigration into 
the United States. Physicians, through the 
pressure of illness metaphors, provided a 
justification for these Acts. Illness meta-
phors, naive science, and early adumbra-
tions of eugenic theory became weapons 
of choice. The twentieth century would 
add questionable care by physicians to an 
already unfortunate and unethical mix.

Trachoma, Antisemitism, and 
Immigrant Persecution: Examples of 
Physician Complicity

In 1897 . . . supervising Surgeon 
General of the U.S Marine Hospital 
Service, Walter S. Wyman, desig-
nated trachoma a ‘dangerous, con-
tagious disease’ that was ‘seldom 
seen except among recent immi-
grants from the Eastern end of the 
Mediterranean, Polish and Russian 
Jews, Armenians and others from 
that locality.’27

Throughout the mid- to late-nineteenth 
century, Asian immigration policy, espe-
cially directed at Chinese individuals, 
was more exclusionary than policy for 
prospective European immigrants. There 
were no European equivalents of the Page 
Law or Chinese Exclusion Act. However, 
World War I would change attitudes 
towards European immigrants for the 
worse as well. During the second decade 
of the twentieth century, America’s pre-
viously liberal immigration policies 
towards Non-Asians also came to a halt.  
U.S. entry into WWI led to the Espionage 
Act of 1917 and the Sedition Act of 1918. 

These acts led to repressive federal laws 
regarding European immigration. In 
addition, the 1920s were characterized 
by a “frenzied nativism leading to height-
ened anti-Semitism.”28 Despite the for-
mation of the Nuremberg Laws in the 
late 1930s, America was still described 
as stridently anti-Jewish, anti-refugee, 
and anti-foreign. An example of one 
of America’s many “anti-” sentiments 
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occurred in 1939 involving Jewish refu-
gees aboard the S.S. St. Louis. The ship 
left from Germany bound for Havana, 
Cuba with 907 Jewish passengers. They 
grasped Hitler’s goals. After approving 
landing permits for the passengers prior 
to travel, Cuban authorities invalidated 
them. Nonetheless, the ship departed 
with its passengers hoping for a change 
of heart upon arrival in Cuba. On May 
27, the S.S. St. Louis docked in Havana, 
but passengers were denied permission 
to disembark. Despite the fact that Cuba 
had been already agreed upon as only a 
temporary destination prior to previous-
ly approved immigration to the United 
States—from three months to three years 
after arrival in Cuba—the U.S. govern-
ment, under the aegis of Franklin D. 
Roosevelt, refused to accept them. The 
ship returned to Europe, and some pas-
sengers met their demise at the hands of 
the Nazis.29

At the same time, European Jewish 
immigration also exposed physi-
cian-supported antisemitism. A new dis-
ease would become an illness metaphor. 
That disease was trachoma, involving the 
eyes with the potential to cause blind-
ness. The ostensible threat of trachoma 
in Jewish immigrants would be treated 
as sui generis. From 1897 through 1925, 
the annual average number of trachoma 
cases in immigrants entering the U.S. 
totaled 1,500 or less, consistent with 1% 
of subjects.30 For Americans, however, 
the perceived threat of trachoma great-
ly eclipsed its overall prevalence. In 
American schools, outbreaks were imme-
diately blamed on immigrants without a 
shred of proof. Americans viewed any 
immigrant person with trachoma as a 
problem. Since antisemitism was rearing 
its ugly head, one group eventually affect-
ed by a disease-animated prejudice was 
Eastern European Jews. There were no 
similar public health efforts aimed at any 
other group in America with trachoma. 
As the introductory quote to this section 
implies, trachoma was framed as a dis-
ease carried nearly exclusively by Eastern 
European Jews. Similar to immigration 
disease metaphors before and after, the 
claim was prejudicial. In the words of 

physician and historian Howard Markel, 
“trachoma briefly came to represent the 
embodiment of germs that travelled.”31 
The cultural stigma of the disease would 
be catalyzed by physicians.  

Despite the fact that physicians of this 
era knew very little about trachoma, they 
used its presence in Eastern European 
Jews punitively. Public Health Service 
physicians decided all cases of trachoma 
were contagious, and as a result, 9 out 
of 10 immigrant individuals diagnosed 
with the disease were returned to their 
homes.32 Physicians completely ignored 
the fact that indigenous American pop-
ulations—poor Appalachian whites and 
Native Americans—already were a res-
ervoir for the disease (65–95% of their 
demographic were infected).33 In 1897, 
Dr. Walter S. Wyman described tracho-
ma as a “dangerous, contagious disease” 
and then inaccurately said it was seldom 
found except in a limited number of 
immigrant races, primarily “Polish and 
Russian Jews.”34 Jumping on the trachoma 
bandwagon, Dr. Taliaferro Clark accused 
“undesirable” Russian and Polish Jews of 
therefore threatening our shores.35 Clark 
advanced from these untruths to plan-
ning the infamous “Tuskegee Study.”36 
Dr. Victor Safford correlated trachoma in 
immigrants to their “unacceptable qual-
ity,” further describing them, ad homi-
nem, as “miserable and filthy as can be 
collected from Eastern Europe.”37 At the 
same time in Germany, ophthalmologist 
Julius Boldt suggested the disease was 
uniquely Jewish. His National Socialist 
opinion was enthusiastically adopted by 
misdirected but vocal American medical 
colleagues.38

Human beings were being characterized 
as miserable and filthy by physicians 
ostensibly as a consequence of an eye dis-
ease. A disease and its metaphors were a 
less than subtle mask for antisemitism. 
The perception affected their quality of 
care. In this afflicted demographic, the 
egregiously unsterile physician tech-
nique utilized was even noticed by lay-
persons. President Theodore Roosevelt 
was stunned by physician examination 
technique for immigrants potentially 
infected with trachoma. He wrote: 

I would like a report from Ellis 
Island as to some scheme for 
improving the examination of 
the eyes of immigrants to discov-
er whether they had trachoma. 
When I was at Ellis Island myself 
I was struck by the way in which 
the doctors made the examinations 
with dirty hands and with no pre-
tense to clean their instruments, so 
that it would seem to me that these 
examinations as conducted would 
themselves be a fruitful source of 
carrying infection from diseased to 
healthy people.39

In the specific case of one immigrant, 
Rabbi Chaim Goldenbaum, an Eastern 
European, after eversion of his eyelids for 
initial evaluation at Ellis Island, a diag-
nosis of trachoma was made. The physi-
cian used blue chalk to inscribe a “T” for 
trachoma on his overcoat just as the Star 
of David would become the anti-Semitic 
identifier of choice in Germany.40

Rabbi Goldenblum’s care after the diag-
nosis of trachoma has been described as 
“brutal” by today’s standard of care, even 
if as one recognizes that at that “point in 
history . . . there was still no definitive 
medications capable of vanquishing the 
infection.”41 He underwent a procedure 
called “follicular expression” whereby his 
eyelids were everted and painted with a 
solution of cocaine as an anesthetic. His 
trachoma granules were then ruptured 
with forceps in an effort to squeeze out 
the contents. Hemorrhage was frequent-
ly the result. Scarification by way of tiny 
superficial incisions was done after the 
expressions. He was repeatedly treated 
once per week in this manner. He also 
endured the so-called “blue stone” ther-
apy whereby copper sulfate was rubbed 
onto his eyelids followed by “grattage,” 
that is, the vigorous rubbing of the inner 
eyelids with a steel toothbrush-shaped 
instrument dipped in corrosive chemi-
cals.42

One might be suspicious that blue stone 
therapy may have utilized instruments 
that were not sterilized between patient 
uses. Commentators noted a sharp 
decline in the quality of care for those 
who immigrated to America in third- 
or fourth-class accommodations versus 
better class travel.43 In the novel, Off for 
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America, Sholom Aleichem describes 
such practices through the words of a 
Jewish immigrant lamenting his daugh-
ter’s treatment for trachoma after he 
heard her saying, “‘The doctor . . . rubs 
my eyes with the same blue-stone he 
uses on the other patients.’”44 Consistent 
with Machiavelli’s introductory quote, as 
well as the premise that unethical phy-
sician behavior in the context of immi-
gration has been redundant throughout 
American history, the trachoma “tem-
plate” became imbedded in America’s 
medical culture in the early to mid-twen-
tieth century. A cycle of redundant medi-
cal behavior would not be far behind.

Contemporary Illness Metaphors: 
“What Has Been Will Be Again” 

Contemporary medical discourse in the 
context of immigration has copied the 
template provided by previous genera-
tions of physicians, utilizing both “old” 
and “new” illness metaphors. Two favor-
ite diseases today in this regard are lepro-
sy (old) and Ebola (new).

Cassandra White observed, “leprosy is 
popularly imagined to be a disease of 
the past, to be highly contagious, and 
to cause flesh to rot and limbs to fall off. 
Leprosy can be a powerful metaphor, car-
rying with it all the ills assumed to be 
caused by foreign populations entering 
the U.S.”45 The lay press has picked up on 
the supposed resurgence of leprosy today, 
as one recent news article intimates in 
its title “Leprosy, a Synonym for Stigma, 
Returns.”46 Dr. William Levis of the U.S. 
Public Health Service has furnished some 
dubious statistics regarding the con-
temporary state of leprosy in the United 
States. Despite the fact that the number 
of new cases annually peaked at 456 in 
1983 and since 1988 has remained stable, 
journalist Sharon Lerner in a 1999 piece 
that frequently quoted Levis said “lepro-
sy is emerging—burgeoning, even—as a 
modern problem.”47 Four years later, she 
proceeded to say that more than 7,000 
people have leprosy although the inflated 
number includes a majority of people 
who have successfully completed thera-
py and are no longer infectious. Her next 
step was predictable. The people afflicted 

in the U.S. “are immigrants from global 
leprosy hot spots.”48 She then includes a 
statement from an interview with Levis, 
“the disease is now officially endemic 
to the Northeastern United States for 
the first time ever.”49 Whitford, in using 
Lerner’s statistics, did not recognize that 
the year 2000 had the fewest number of 
leprosy cases in the U.S. since 1962!50 
Also, Denis Daumerie of the World 
Health Organization countered Levis’ 
statistics and pronounced that there is 
absolutely no risk posed by immigrants 
coming to the U.S.51

Levis’ banner has been carried by oth-
er physicians. Dr. Jennifer Bingham 
said that “without cooperation, leprosy, 
which has no vaccine and is transmitted 
through the air, will spread, and could 
become an epidemic.”52 From an epide-
miological perspective, this statement 
is absurd. Although person to person 
spread of leprosy may occur by respira-
tory droplets as Bingham contends, the 
CDC observes, “Prolonged, close contact 
with someone with untreated leprosy 
over many months is needed to catch the 
disease.”53 The number of new cases in 
the U.S. per year is approximately 100. In 
comparison, there are more than 200,000 
new cases worldwide. Furthermore, most 
U.S. cases occur in American citizens 
who travel to endemic sites, rather than 
vice versa.54

In a similar vein of “nothing new under 
the sun,” Ebola evokes a disproportion-
ate scare just as trachoma did generations 
ago—again a medical specter targeting 
immigrants. There have been only 2 cas-
es of Ebola transmission inside the U.S., 
and both patients survived. However, in 
a November 2014 poll, the U.S. public 
ranked Ebola as the third most urgent 
health problem facing the country—
higher than cancer or heart disease! 
Cancer and heart disease together are 
responsible for nearly half of all deaths 
in the U.S. each year. The repercussions 
of this unfounded and irrational fear are 
palpable. Robin Wright noted that it has 
increased racial profiling and resuscitat-
ed the metaphor of the “dark continent” 
so that children of African descent have 
been mocked as “Ebola kids.”55

In a reprise of the shoddy treatment ren-
dered trachoma victims, Thomas Eric 
Duncan—a black immigrant person who 
acquired Ebola on a return trip to Africa 
and not in the United States—is a stark 
example. His medical records reveal that 
he presented to an emergency room in 
Texas with a temperature of 103 degrees. 
He reported severe pain, grading it on a 
level of 8/10. Despite the fact that he was 
unstable and undiagnosed with a severe 
life-threatening illness—and further-
more, that he made it clear that he had 
been in Liberia one week prior—he was 
discharged and told to take Tylenol and 
antibiotics. He died at home without 
medical care. Duncan, as a black African 
immigrant, received substandard care, 
and some argue the scenario would not 
have occurred had he been a Caucasian 
resident of the U.S. It has been said in 
response that “claims to protect the [U.S.] 
public’s health frequently have served 
as proxies for bias, discrimination, and 
nativism.”56 Could the quality of Mr. 
Duncan’s care have been in any way 
affected by either his race or country of 
origin? It may have been under the influ-
ence of implicit bias. 

The principle of implicit bias—and its 
contributions to healthcare quality dis-
parities—has received substantive recent 
attention. Implicit bias is comprised of 
thoughts and feelings outside of con-
scious control that can favor healthcare 
interventions for white versus non-white 
patients.57 Cardiovascular care and coro-
nary interventions may serve as an exam-
ple.58 Black patients at risk for cardiac 
arrest are less likely to receive automatic 
defibrillator placement than their white 
counterparts. This study was performed 
in Medicare recipients, making reim-
bursement issues less likely to explain the 
disparate results observed in blacks ver-
sus whites. The same racial disparity has 
been identified in the utilization of cardi-
ac resynchronization therapy, coronary 
reperfusion therapies, and the emergency 
department care of chest pain. 

Therefore, one may inquire if the care ren-
dered Mr. Duncan was merely an isolated 
event, or possibly a reflection of either his 
race or immigration from Africa. Was 
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his care symptomatic of a ubiquitous bias 
in the contemporary medical care for 
immigrant persons identifiable by their 
darker skin? 

Effects on the Care for Undocumented 
Persons Today

At the outset of this discussion, Christian 
Hippocratism was mentioned in regard 
to American medicine’s ethical behav-
ior towards immigrant persons, and 
contingently on detainees, without elab-
oration. On a fundamental level, what 
is Christian Hippocratism and exactly 
what role should it play in today’s immi-
gration crisis?

Hippocratism and its Oath themselves 
were a revolutionary change in the praxis 
of medicine. As Margaret Mead opined, 

For the first time in our tradition 
there was a complete separation 
between killing and curing [the 
Oath’s declaration on the separa-
tion between “witch doctor-sha-
man” and physician]. Throughout 
the primitive world, the doctor 
and the sorcerer tended to be the 
same person. He with the power 
to kill had power to cure. . . . One 
profession . . . [was] to be dedicated 
completely to life under all circum-
stances, regardless of rank, age, or 
intellect—the life of a slave, the life 
of the Emperor, the life of a foreign 
man, the life of a defective child.59 

No longer would the doctor also be sha-
man and therefore choose whether to 
heal or kill. And critical to the ethical 
question of physicians and immigrant 
humanity, the doctor would also pro-
tect and treat the marginalized, includ-
ing the “foreign man,” woman, or child. 
The Hippocratic contribution to Western 
culture found a congruence with “the 
least of these” heralded by the earliest 
Christian tradition in medicine. That 
is why Hippocratism became Christian 
Hippocratism. The sanctity of each and 
every human life demanded and expect-
ed no less from Christian physicians. 

In some degree, the legacy of 
Hippocratism can still be discerned 
in secular Western medicine. The 
American Medical Association’s Code of 
Ethics states: “A physician shall support 

access to medical care for all people” 
and “A physician shall be dedicated to 
providing competent medical care, with 
compassion and respect for human digni-
ty and rights.”60 Despite these statements 
however, there have been some recent 
disturbing data regarding care for immi-
grant people as well as undocumented 
and detainee human-
ity. 

Undocumented 
immigrants in the 
U.S. experience low-
er-quality healthcare 
throughout their 
lives—from begin-
ning to the end.61 
Complicating this 
spectrum is a higher 
incidence of asth-
ma, diabetes, HIV, 
obesity, and tuber-
culosis.62 Despite 
contributing $3 bil-
lion to Medicare, 
undocumented per-
sons with end stage 
renal disease may be 
relegated to “emer-
gency-only” dialysis, 
and as a consequence 
incur higher morbid-
ity and mortality.63 Although undocu-
mented persons and immigrants donate 
organs for transplantation, as a group 
they receive fewer transplants in return.64 
Furthermore, the situation is worsening, 
and in doing so, should be raising more 
red flags for Christian-Hippocratic phy-
sicians. Two examples attest to the seri-
ousness of the contemporary ethical situ-
ation in this regard.

A recent whistleblower alleged a poten-
tial serious medical-ethical breech in 
the context of detainee women.65 The 
allegation was that these women were 
undergoing an excess of hysterectomies. 
Rather than an incidental aberration, 
might such behavior reflect an incipient 
genocide? After WWII, efforts directed 
at a group’s reproduction—through ster-
ilization or abortion—were proscribed 
and identified as genocide.

California’s Proposition 187 has also 
raised critical ethical issues in a Christian 
Hippocratic context.66 The proposition 
mandates that health facilities and phy-
sicians deny nonemergency medical 
treatment to undocumented individuals. 

The authors of an editorial, writing in a 
non-religious context, observed that such 

a proposition conflicts 
with the Hippocratic 
imperative to provide 
care for anyone who is 
ill and therefore calls 
for compassion. The 
proposition also man-
dates that physicians 
breech confidential-
ity requirements of 
Christian Hippocratism 
and report undocu-
mented persons seek-
ing medical care. The 
deaths of at least two 
undocumented persons 
have been attributed to 
delays in seeking medi-
cal care because of fears 
of deportation. The edi-
torial authors, again in 
a non-religious context, 
accuse Proposition 187 
of eroding medical pro-

fessionalism. We find it hard to disagree.

Doctors Pellegrino and Thomasma have 
reminded our profession, “no order can 
be carried out, no policy observed, and 
no regulation imposed without the physi-
cian’s assent . . . the physician is therefore 
de facto a moral accomplice in whatever 
is done for good or ill to patients.”67 The 
AMA Code of Ethics reminds us as well, 
“A Physician shall . . . recognize a respon-
sibility to seek changes in those require-
ments which are contrary to the best 
interests of the patient.”68 There is a clari-
on call to Christian physicians regarding 
our practice in this contentious arena. 
Each of us needs to address our own 
implicit bias. We have to confront and 
remediate the higher morbidity-mor-
tality of immigrants. Proposition 187 
is anathema to the practice of humane 
medicine. If an allegation of increased 
hysterectomies in detainees is true, they 

Despite these 
statements 
however, there 
have been 
some recent 
disturbing data 
regarding care 
for immigrant 
people as well as 
undocumented 
and detainee 
humanity.
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portend a heinous evil from the twenti-
eth century. It is our shared Hippocratic 
calling to change unjust practice and law.

Historically, as well as in our present 
times, the Christian-Hippocratic health-
care community has explicitly engaged 
the unethical practices of abortion and 

euthanasia. There is another anti-Hip-
pocratic elephant in our room—attitudes 
and care for undocumented humanity. 
The forces arrayed against us have waged 
a centuries-long battle utilizing some of 
history’s most inhumane weapons such 
as prejudice, genocide, and eugenics. Our 
voices have been muted for far too long. 

We as Christian-Hippocratic physicians 
must remain moral accomplices sole-
ly for the good of humanity, addressing 
every facet of Hippocratism for every per-
son who comprises the “Least of These.” 
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“Ebola Detectives Race to Identify Hid-
den Sources of Infection as Outbreak 
Spreads” by Amy Maxmen, Nature, 
December 7, 2018

As the epicentre of the Ebola 
outbreak in the Democratic 
Republic of the Congo (DRC) 
shifts into the war-weary 
city of Butembo, public-
health workers are trying 
to stamp out new infections 
from an inadvertent source: 
unregulated health centres. 
Decades of political instability 
in the northeastern DRC, 
the site of the epidemic, have 
fostered the growth of informal 
clinics that offer traditional 
and modern medicine. (https://
tinyurl.com/u9bhebq)

The Ebola outbreak in the Democratic 
Republic of Congo continues to make 
headlines largely because of the many 
obstacles to getting people the proper 
care and quarantining those that are 
infected so the disease does not spread. 
There are several ethical issues sur-
rounding the use of an experimental 
vaccine. Additionally, the political un-
rest and lack of trust of medical person-
nel has stymied containing the outbreak. 

“The CRISPR Shocker: How Ge-
nome-Editing Scientist He Jiankui 
Rose from Obscurity to Stun the 
World” by Sharon Begley and Andrew 
Joseph, STAT News, December 17, 2018

In the three weeks since the 
remarkable announcement 
about Nana and Lulu, STAT 
has pieced together the story 
of the years leading up to that 
fateful Monday. With details 
reported for the first time, it 

describes the many times He 
met with and spoke before 
some of the world’s leading 
genome-editing experts, the 
low opinion they had of his 
research, and the hints he 
dropped about his grandiose 
aspirations. (https://tinyurl.
com/yal5zo7c)  

“China Confirms He Jiankui Gene-Ed-
ited Babies, Says Scientists Involved 
Will Be ‘Dealt with Seriously’” by 
Hannah Osborne, Newsweek, January 
21, 2019

An investigation by authorities 
in China has concluded that 
a scientist in the country did 
create the world’s first gene-
edited babies. According to a 
report in China’s Xinhua news 
agency, He Jiankui performed 
human embryo gene-editing 
activities despite them being 
“officially banned in the 
country.” (https://tinyurl.com/
yagpnjbp) 

In November 2018, the world learned 
that a scientist in China, He Jiankui, had 
used CRISPR to genetically modify sev-
eral embryos, implanted them, and that 
these twin girls had already been born. 
In the months that followed, He was 
placed under house arrest while Chinese 
authorities investigated his research. Ac-
ademic institutions in the United States 
conducted their own investigations to 
see if collaborators were aware of the 
unethical research. STAT News’s special 
report clarified the timeline of events, 
the global backlash, and He Jiankui’s 
naive ambitions.

“Surgeon General Warns that Youth 
Vaping Is Now an ‘Epidemic’” by Rob 

Stein, NPR, December 18, 2018

Vaping by U.S. teenagers 
has reached epidemic levels, 
threatening to hook a new 
generation of young people 
on nicotine. That’s according 
to an unusual advisory issued 
Tuesday by U.S. Surgeon 
General Jerome Adams 
about the the [sic] dangers of 
electronic cigarette use among 
U.S. teenagers. “I am officially 
declaring e-cigarette use 
among youth an epidemic in 
the United States,” Adams said 
at a news conference. (https://
tinyurl.com/yaext8t7) 

Statistics from the National Institute on 
Drug Abuse reported in December 2018 
that 37.3% of U.S. high school seniors 
said they had vaped in the last month, 
a substantial increase from only a year 
ago. Vaping involves using an electron-
ic nebulizer, called an e-cigarette, to 
vaporize liquids containing nicotine 
and/or THC. Juul, the largest seller of 
e-cigarettes and vaping liquids, has come 
under scrutiny for marketing products 
to teens, particularly their nicotine-con-
taining flavored liquids.

“Study Links Opioid Epidemic to Pain-
killer Marketing” by Gene Emery, Reu-
ters, January 18, 2019

Researchers are reporting a 
link between doctor-targeted 
marketing of opioid prod-
ucts and the increase in U.S. 
deaths from overdoses. In a 
county-by-county analysis, 
they found that when drug 
companies increased their opi-
oid marketing budgets by just 
$5.29 per 1,000 population, the 
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number of opioid prescriptions 
written by doctors went up by 
82 percent and the opioid death 
rate was 9 percent higher a 
year later. (https://tinyurl.com/
u6eau3p) 

Every year, U.S. deaths due to overdose 
from opioids—either prescription pain-
killers or heroin—has been steadily 
increasing, and 2018 was no exception. 
Notably, overdose deaths increased more 
quickly in women than in men, although 
men still make up a larger number of 
overdose deaths. 

“A Controversial Fertility Treatment 
Gets Its First Big Test” by Megan Mol-
teni, Wired, January 20, 2019

She is now 28 weeks along 
with a baby boy, according 
to a Spanish company 
called Embryotools, which 
announced the pregnancy 
earlier this month. The fertility 
tech firm is collaborating with 
the Institute of Life to conduct 
the first known human trial 
of the procedure, called 
mitochondrial replacement 
therapy (MRT), for treating 
infertility. Their pilot study in 
Greece will eventually enroll 
25 women under the age of 40 
who’ve failed to conceive using 
conventional methods of IVF. 
It’s the largest test yet of the 
controversial new method of 
procreation. (https://tinyurl.
com/rqznvn2)  

Mitochondrial replacement therapy, 
also called “mitochondrial donation,” 
“three-person IVF,” or “three parent 
embryos” in the media, involves having 
two different women contributing to the 
make-up of one egg. This technique is 
done in a couple of different ways, but 
it always involves the nuclear DNA of 
one woman and the mitochondria of 
another woman. Mitochondria have a 
small amount of DNA, but mutations in 
this DNA can cause debilitating diseas-
es. There are several ethical issues with 
mitochondrial replacement therapy, but 

the biggest problem is scientists just do 
not know the effects of having different 
nuclear and mitochondrial DNA. Every 
child born from these experiments is a 
test subject.

“Japan’s Approval of Stem-Cell Treat-
ment for Spinal-Cord Injury Concerns 
Scientists” by David Cyranoski, Nature, 
January 24, 2019

Ten specialists in stem-cell 
science or spinal-cord injuries, 
who were approached for 
comment by Nature and were 
not involved in the work or its 
commercialization, say that 
evidence that the treatment 
works is insufficient. Many of 
them say that the approval for 
the therapy, which is injected 
intravenously, was based on a 
small, poorly designed clinical 
trial. (https://tinyurl.com/
yahjvk8o)  

“Macular Degeneration Trial Will Be 
First Human Test of Nobel-Winning 
Stem Cell Technique” by Sharon Begley, 
STAT News, January 16, 2019

The cause of AMD is well-
known, the recipe for turning 
stem cells into retinal cells 
works like a charm, and the 
eye is “immunoprivileged,” 
meaning immune cells don’t 
attack foreigners such as, say, 
lab-made retinal cells. Yet more 
than a decade after animal 
studies showed promise, and 
nearly eight years since retinal 
cells created from embryonic 
stem cells were safely 
transplanted into nine patients 
in a clinical trial, no one 
outside of a research setting 
(or a rogue clinic) is getting 
stem cell therapy for macular 
degeneration. (https://tinyurl.
com/y7kvd9hx) 

The beginning of 2019 saw the an-
nouncement of several clinical trials 
involving induced pluripotent stem cells. 
Two trials, one in the United States and 

one in Japan, gained some press. The 
U.S. trial for macular degeneration has 
been a long time in the making. Replace-
ment of retinal pigment epithelial with 
ones created from induced pluripotent 
stem cells seemed straight-forward, but 
for technical reasons, the Phase 2 clini-
cal trial was delayed. The Japanese trial 
is for spinal cord injuries, and several 
scientists are concerned that the prelimi-
nary trials were not sufficient to establish 
safety and efficacy.

“‘We Don’t Have Any Data:’ Experts 
Raise Questions about Facebook’s Sui-
cide Prevention Tools” by Megan Thiel-
king, STAT News, February 11, 2019

Over the past few years, 
Facebook (FB) has stepped up 
its efforts to prevent suicide, 
but its attempt to help people in 
need has opened the tech giant 
to a series of issues concerning 
medical ethics, informed 
consent, and privacy. It has 
also raised a critical question: 
Is the system working? (https://
tinyurl.com/yyksawm8)  

What is Facebook and what is its re-
sponsibility to its users? This is the 
on-going question for the social media 
company. In 2015 Facebook launched a 
feature called Facebook Live allowing a 
limited number of people to livestream 
video. It was opened to everyone in 2016, 
but in 2017, several people livestreamed 
suicides or violent acts. Facebook then 
announced that it would monitor peo-
ple’s posts for potential suicidal behavior 
and contact authorities. Experts say 
Facebook is engaging in what amounts 
to medical research without consent. 
Additionally, Facebook announced that 
it would screen content promoting an-
ti-vaccination, again placing the compa-
ny in an ambiguous role of public health 
guardian.
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“China to Tighten Rules on Gene Ed-
iting in Humans” by David Cyranoski, 
Nature, March 6, 2019

China’s health ministry has is-
sued draft regulations that will 
restrict the use of gene editing 
in humans, just three months 
after Chinese researcher He 
Jiankui announced that twin 
girls had been born with edited 
genomes. The proposal includes 
severe penalties for those who 
break the rules. If approved, 
scientists say the policy could 
have gains and drawbacks for 
research. (https://tinyurl.com/
y56t6zls)  

Chinese scientist He Jiankui violated 
both international and Chinese regula-
tions by creating genetically-modified 
embryos that were then implanted in 
two women and grown to term. One set 
of twins was born in November 2018. 
Further investigations showed that he 
forged ethics documents to conduct the 
research. While China had rules against 
this kind of research, the country did 
not have penalties in place. The pro-
posed regulations, which include fines, 
blacklisting from grant applications, as 
well as possible criminal prosecution, 
demonstrate that China is serious about 
adhering to international norms for 
research ethics.

“Uber Not Criminally Liable in Death 
of Woman Hit by Self-Driving Car, 
Prosecutors Say” by Laurel Wamsley, 
NPR, March 6, 2019

In the six seconds before im-
pact, the self-driving system 
classified the pedestrian as 
an unknown object, then as a 
vehicle, and then as a bicycle, 

a preliminary report from the 
National Transportation Safety 
Board explained. While the 
system identified that an emer-
gency braking maneuver was 
needed to mitigate a collision, 
the system was set up to not 
activate emergency braking 
when under computer control. 
(https://tinyurl.com/y4dulezd)

“Tesla’s Autopilot Was Engaged When 
Model 3 Crashed into Truck, Report 
States” by Andrew J. Hawkins, The 
Verge, May 16, 2019

Tesla’s advanced driver assist 
system, Autopilot, was active 
when a Model 3 driven by 
a 50-year-old Florida man 
crashed into the side of a trac-
tor-trailer truck on March 1st, 
the National Transportation 
Safety Board (NTSB) states in 
a report released on Thursday 
[May 16th]. (https://tinyurl.
com/y5u7mxsd)

In both the case of the Uber self-driving 
car in Arizona and the Tesla semi-au-
tonomous car in Florida, the distracted 
driver did not intervene in time to pre-
vent a fatal crash. In the Uber case, the 
system did not recognize a pedestrian 
crossing the street because she was 
walking with a bicycle. The emergency 
breaking system did not engage, and the 
driver was distracted from watching a 
video on his phone. In the Tesla case, 
the driver’s hands were not on the wheel 
and neither the driver nor the autopilot 
mechanism attempted to swerve around 
the trailer in front of the car. This is the 
fourth fatal crash involving Tesla’s auto-
pilot.

 “New York County, Declaring Emer-

gency over Measles, Seeks to Ban 
Unvaccinated from Public Places” by 
Helen Branswell, STAT News, March 26, 
2019

Caught in the grips of a per-
sistent and long-running 
measles outbreak, a New York 
county on Tuesday took the ex-
traordinary step of announcing 
it would ban children who have 
not been vaccinated against the 
disease from enclosed public 
places as part of a 30-day state 
of emergency. (https://tinyurl.
com/r5s9hbd) 

Measles and vaccine information was 
consistently in the news. Rockland 
County, NY declared a 30-day state of 
emergency due to a measles outbreak 
and banned children who have not been 
vaccinated from public places. The mea-
sure is largely unenforceable, but author-
ities hoped it would work as a deterrent. 
Amazon, meanwhile, removed books 
that provide misinformation about 
vaccines and cures for autism (https://
tinyurl.com/woknahg). Additionally, the 
media reported on a trial in Denmark 
that re-affirmed the lack of correla-
tion between autism and the measles, 
mumps, and rubella vaccine (https://
tinyurl.com/y4ao84t2).

“Death by a Thousand Clicks: Where 
Electronic Health Records Went 
Wrong” by Fred Schulte and Erika Fry, 
Fortune and Kaiser Health News, March 
18, 2019

The interviews reveal a tragic 
missed opportunity: Rather 
than an electronic ecosystem of 
information, the nation’s thou-
sands of EHRs largely remain a 
sprawling, disconnected patch-
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work. Moreover, the effort has 
handcuffed health providers to 
technology they mostly can’t 
stand and has enriched and 
empowered the $13-billion-
a-year industry that sells it. 
(https://tinyurl.com/y4chhldt) 

Electronic health records (EHRs) were 
meant to make the medical world run 
more smoothly. Instead, EHRs have 
led to thousands of mistakes due to 
miscommunication, user error, or mal-
functioning software. Kaiser Health and 
Fortune interviewed over one hundred 
experts and administrators, patients, 
health policy experts, attorneys, top 
government officials, and representatives 
at more than six EHR vendors. They 
found mistakes, including fatal mis-
takes, are often not reported because of 
lawsuit settlements and confidentiality 
agreements.

“Chinese Scientists Have Put Human 
Brain Genes in Monkeys—And Yes, 
They May Be Smarter” by Antonio Re-
galado, MIT Technology Review, April 
10, 2019

According to their findings, the 
modified monkeys did better 
on a memory test involving 
colors and block pictures, and 
their brains also took longer to 
develop—as those of human 
children do. There wasn’t a 
difference in brain size. The 
experiments, described on 
March 27 in a Beijing journal, 
National Science Review, and 
first reported by Chinese me-
dia, remain far from pinpoint-
ing the secrets of the human 
mind or leading to an uprising 
of brainy primates. (https://
tinyurl.com/y57f56ya) 

A Chinese scientist created transgenic 
monkeys by incorporating a gene found 
in humans, thought to be associated 
with intelligence, into a monkey em-
bryo. Of the eleven embryos tested, five 
survived. While the transgenic monkey’s 
brains were not larger than normal 

monkeys, they did perform better on 
short-term memory tests. Ethicists and 
scientists raised several concerns with 
this experiment. Some scientists, in-
cluding one involved in the study, said 
the research is sloppy and unhelpful for 
studying human brain development. 
Others have said it is unethical to treat 
animals in this way.

“A Baby Was Born with DNA from 3 
People. Here’s How That’s Possible” by 
Alice Park, TIME, April 11, 2019

Researchers at the Institute 
of Life in Athens, Greece an-
nounced that a healthy baby 
boy was born on Tuesday 
morning to a 32-year-old 
woman who had experienced 
several failed cycles of IVF. The 
six-pound boy, who the doctors 
say in a statement is healthy, 
was born using a technique 
called maternal spindle trans-
fer. (https://tinyurl.com/tocrcjj) 

For the first time, a form of mitochon-
drial donation (also referred to as mi-
tochondrial replacement therapy and 
referred to as three-parent IVF in the 
media) was used for a woman who did 
not have mitochondrial disease. The 
technique involves using the genetic 
material of the mother’s egg and a do-
nor egg of another woman. The genetic 
material (i.e., the spindle) is transferred 
to the donor egg whose nuclear genetic 
material has been removed. Among the 
bioethical considerations is the reality 
that no one knows the long-term effects 
of a person having two different sources 
of nuclear and mitochondrial DNA.

“Lost Fertility Clinic Embryos Weren’t 
Living Persons, Ohio Appellate Court 
Rules” by Jessica Ravitz, CNN, May 3, 
2019

Frozen embryos are not living 
persons, an appellate court in 
Ohio affirmed Thursday. The 
ruling is the latest development 
in a case brought by a couple 

who lost three embryos in a 
fertility clinic storage tank 
malfunction last year. (https://
tinyurl.com/y3n6s9eu) 

“Judge Rules Parents of Deceased 
West Point Cadet Can Decide What 
Happens with His Sperm” by Andrew 
Joseph, STAT News, May 20, 2019

The parents of a West Point 
cadet who died after a skiing 
accident earlier this year can 
take control of his sperm and, 
if they wish, use it to pursue a 
pregnancy using an egg donor 
and surrogate, a New York 
judge has ruled. The judge, 
state Supreme Court Justice 
John Colangelo, in March or-
dered that a hospital retrieve 
the sperm from 21-year-old 
Peter Zhu before he was taken 
off life support, following a re-
quest from his parents. (https://
tinyurl.com/y3arj6lj)   

Two court cases highlight the complex 
problems surrounding the largely unreg-
ulated reproductive industry in the Unit-
ed States. Both cases are the result of an 
accident. In the first, a malfunctioning 
refrigeration unit resulted in the loss of 
over 4,000 embryos that were intended 
for IVF. One couple sued claiming life 
begins at conception, allowing them to 
sue for wrongful death rather than loss 
of property. The court ruled against the 
couple. In the second case, a West Point 
cadet died in a skiing accident. The court 
ruled that the parents could obtain his 
sperm for future use before his ventilator 
was shut off.

Visit Bioethics.com, a public 
service provided by CBHD 
where you can follow stories 
like these as they happen.  
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B I O E N G A G E M E N T 

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.

The Farewell (2019, PG for thematic material, brief language 
and some smoking). End of Life, Palliative Care.

End Game (2018, Netflix, Documentary, TV-PG). Human 
Enhancement, Therapy/Enhancement, Transhumanism.

The Inventor: Out for Blood in Silicon Valley  (2019, 
Documentary, TV-14). Research ethics. 

Bioethics at the Box Office:

BioFiction:
Alex Michaelides, The Silent Patient  
(Celadon Books, 2019). Neuroethics, 
Psychiatric Ethics.

Ian McEwan, Machines Like Me (Nan A. 
Talese, 2019). Artificial Intelligence, Robotics, 
Cybernetics, Synthetic Life, Android.

Primetime Bioethics
3% (2016-present). Disaster Ethics, Regenerative 
Medicine, Research Ethics.

Blacklist (2013-present). Bioterrorism, 
Cryogenics, Disaster Ethics, Organ Trafficking, 
Radical Life Extension, Surrogacy.

Electric Dreams (2018). Synthetic Life, Artificial 
Intelligence, Virtual Reality, Free Will and 
Determinism.

The Hot Zone (2019). Disaster Ethics, Pandemics, 
Research Ethics.

Humans (2015-2018). Artificial Intelligence, 
Synthetic Life, Human Enhancement, Brain-
Computer Interface.

The Rain (2018-present). Bioterrorism, Disaster 
Ethics, Genetic Engineering, Pandemics, Research 
Ethics.
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.....

During the Spring 2019 semester, CBHD continued our tradition of hosting theological 
bioethics roundtable book discussions. Now in its eighth year, these sessions provide an 
opportunity for CBHD research staff to interact with graduate and doctoral students at 
Trinity Evangelical Divinity School so as to foster theological reflection and engagement in 
bioethics. The text for this Spring’s Roundtable was Kelly Kapic, Embodied Hope: A Theological 
Meditation on Pain and Suffering (IVP Academic, 2017) and the discussion was facilitated by 
Robert D. Orr Fellow and CBHD Research Analyst Mario Tafferner, PhD (Cand).

PAIGE CUNNINGHAM, JD, PHD 
• Interviewed in January by WORLD news for an article on uterus transplants.In 

the early Fall, taught bioethics training for ministry residents at College Church, 
Wheaton, IL. 

• Published an article in February introducing CBHD on the BioLogos website that 
featured resources by CBHD on the ethics of gene editing. 

• In March, taught an adult Sunday school class on bioethics at The Orchard EFCA.

• Interviewed in the spring and summer on a number of topics on “Brian and 
Kathleen” (Moody Radio Cleveland) and Deseret News including topics such as 
robots providing end-of-life information. 

• In April, guest lectured at Trinity Christian College (Palos Heights, IL).

MICHAEL SLEASMAN, PHD 
• Spoke in late April on “Machine Morality” at University of St. Francis (Joliet, IL).

• In June, delivered workshops on emerging technology and MedTech issues in 
the life of the Church at the 2019 EFCA One conference in Naperville, IL.

MARIO TAFFERNER, MA 
• “The Literary Background of 2 Sam 8:1-14 in Light of the Ancient South Arabian 

Royal Memorial Inscriptions,“ Paper read at the “Emerging Voices in Samuel 
Studies Symposium“ on April 25-27, 2019 at the University of Wisconsin-
Madison.

HEATHER ZEIGER, MS, MA 
• Published articles on teen girls and technology, vaping, and embryo selection in 

the Winter 2018 and Spring 2019 issues of Salvo.

• Published a review of Love Thy Body by Nancy Pearcey called “Broken Hearts, 
Broken Bodies” in Christian Research Journal 41, no. 2 (2018). 

• Published the essay “Our Uneasy Tranquility” in The New Atlantis no. 58 (Spring 
2019): 15-27. 

Twitter | CBHD 
@bioethicscenter

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

John F. Kilner, PhD, Professor of Bioethics and Contemporary Culture and Franklin and Dorothy Forman Chair of Christian 
Ethics and Theology at Trinity Evangelical Divinity School, and Director of Bioethics Degree Programs at Trinity Graduate School 
announced his retirement after 25 years in the classroom at TIU effective July 1, 2019. Dr. Kilner served as the first president and CEO 
of The Center for Bioethics & Human Dignity from its founding in 1994 until 2005. 

Michael J. Sleasman, PhD, CBHD Managing Director and Research Scholar was appointed as Associate Professor of Bioethics and 
the new director of Bioethics Degree Programs for Trinity Graduate School. The longest serving staff member in the Center’s history, 
Dr. Sleasman first joined the Center in 2007 and shepherded the expansion of CBHD’s scholarship and online resources (including 
the Christian BioWiki and EverydayBioethics.org) as well as helped to launch many of the Center’s initiatives over the past decade 
including the Academy of Fellows and International Bioethics Scholar Program, the Theological Bioethics Roundtables, Intersections, 
and the Center’s Research Library among numerous other activities. While his days working on the Center’s staff will be coming to 
an end beginning July 1, 2019, Dr. Sleasman’s faculty office will remain in the same academic building as The Center for Bioethics 
& Human Dignity in order to foster increased opportunities for collaboration between Trinity Graduate School’s bioethics degree 
programs and CBHD. 

Facebook | CBHD 
/bioethicscenter

Twitter | Bioethics 
@bioethicsdotcom

Youtube | CBHD
/bioethicscenter

Theological Bioethics Roundtables

Staff Transitions

Primetime Bioethics
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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 
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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. 
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