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In September 2014, a little boy named Vincent was born 
prematurely, but healthy. While such a birth would usually 
attract the attention of family and friends, baby Vincent’s 

arrival made world news. He is the world’s first “womb 
transplant baby.” Like Louise Brown, Vincent is marked for 
history. Weeks after Vincent’s birth, two more women gave 
birth to boys, this time each mother carrying her child in the 
same womb in which she herself was gestated.1

Of all the factors that contribute to infertility, Vincent’s 
mother’s is considered the most untreatable. She has “absolute 
uterine factor infertility,” indicating the absence of a uterus, 
which can be caused by a variety of diseases (such as cervical 
cancer), that lead to hysterectomy. Due to her Rokitansky 
syndrome, she was born without a uterus and only one 
kidney.2 A woman with this condition may have functioning 
ovaries, permitting her to become a genetic mother, but not a 
biological mother able to gestate her own child. That is, until 
now.

This essay explores some of the research and issues raised 
by uterus transplantation. As is appropriate for an emerging 
biomedical technology, we approach these new developments 
with caution. My conclusions are preliminary. While I address 
some of the arguments pro and con, I will merely suggest some 
of the theological and biblical themes. These merit a lengthier 
treatment and charitable dialogue with others. As always, we 
invite readers to submit comments.

A Brief History of UTx

Details of the uterus transplants and Vincent’s birth were 
disclosed in a “proof of concept” paper shortly after the 
event.3 Vincent’s mother and eight other women are part of a 
groundbreaking research study in Sweden. The fifteen authors 
have expertise in Ob/Gyn, transplantation, anesthesiology and 
intensive care, IVF, and perinatal brain injury. Their research, 
unlike early attempts, was based on multiple studies in animal 
models.

The first reported uterus transplant (UTx) occurred more than 
a decade ago. In 2000, UTx was performed on a 26-year-old 
woman in Saudi Arabia who had undergone a hysterectomy 
after severe postpartum hemorrhage.4 The organ came from a 
living donor.5 The patient experienced serious blood clots, and 
necrosis of uterine tissue, necessitating a second hysterectomy 
to remove the uterus. Ten years later, a second transplant was 
attempted on a woman in Turkey, this time using an organ 
from a heart-beating, brain-dead 22-year-old woman. In 2013, 
the recipient became pregnant via IVF, but miscarried.6

Upending accepted standards of medical research, the first 
human womb transplant in Saudi Arabia was followed, not 
preceded, by more than a decade of animal research.7 Not only 
was it first attempted in a human subject, rather than in an 
animal, it was performed by a team with no relevant published 
research, and no ethics discussion. (When transplant 
surgeons were included in subsequent UTx attempts, rather 
than only ObGyn surgeons, success rates improved.) Most 
of the subsequent animal research used subjects that did not 
survive the experiment, by design or by necessity. Organs 
were retrieved and implanted in mouse, rat, rabbit, sheep, 
pig, and non-human primate (NHP) subjects. Pregnancy 
was achieved only in mice and rats. Their pregnancies were 
terminated mid-gestation. One research team that studied 
UTx in baboons stated that UTx in humans “should be 
preceded by extensive studies in non-human primate species.”8 
Their recommendation has been affirmed by FIGO (the 
International Federation of Gynaecology and Obstetrics), 
which expressed concern that researchers have been pressured 
to act prematurely, experimenting on a woman without 
“significant research in animal models, including primates.”9 

Long-term success after UTx is generally defined as 
resumption of menstruation. In a recent study using 16 
baboons (one unsuccessful group of 6, and a second group 
of 10), only six resumed menstruation, and none achieved 
pregnancy, despite 61 mating attempts.10 Based on these 
results, the authors concluded that only the uterus should be 
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{ {Ignore any rumors of uprisings within the CBHD ranks, Paige will return to this column for the 
Spring issue. Having gladly relinquished the responsibility, she was able to focus more energy on 
research for her superb exploration of the technical and ethical issues with the emerging topic of 
uterus transplants. So it is my privilege to offer a few thoughts from the managing director’s desk.

Amidst the bustle of Black Friday, Cyber Monday, holiday parties, and the annual suspension of dietary 
willpower in the onslaught of abundant holiday treats and feasts, we may forget it is also the season 
of Advent. In this strange cultural juxtaposition of commercialism gone awry and theologically rich 

celebrations of historic Christian significance, several thoughts come to mind as we prepare for our holiday 
celebrations. Many from a more liturgical background will be familiar with Advent marking the beginning 
(and in some distinct theological ways the end) of the year in the liturgical calendar, at least for those of us 
from Protestant or Catholic backgrounds. Advent in these churches is often visibly celebrated through the 
practice of lighting candles as part of an Advent wreath—one of those rare ecumenical rituals that emerged 
from a single Protestant tradition (apparently an early Lutheran custom), but is now widely practiced across 
a spectrum of denominations. Each of the four primary candles of the wreath represents the passage of time 
in the weeks of the Advent season, but in many ecclesial traditions these candles also take on the symbolic 
representation of four Christian virtues: hope, faith, joy, and love. A fifth candle may be included, the Christ 
candle, which is lit on Christmas Eve or Christmas day to mark the beginning of Christmastide and the 
celebration of the incarnation through the birth of Jesus Christ. 

Advent is a particularly rich period in the church year, something which I have found is underscored through 
the practice of lighting the candles of the Advent wreath. “Advent” comes to us from the Latin adventus 
meaning “arrival” or “coming to.” We celebrate this beginning with the lighting of the first candle of the 
wreath, the hope candle. It reminds us of the promise of a coming savior, the messianic hope—a hope that 
as Jesus said to his disciples, “many prophets and righteous people longed to see . . . and to hear” (Matt 
13:17 NIV). We remember this hope, this promise, as it was realized in the coming of the Christ in the most 
vulnerable of human forms, in the birth of our savior and Lord. And yet, in this very same hope we remember 
that the fulfillment of the promise of the messiah’s coming in the first Advent, was also marked by the promise 
of a second Advent, the blessed hope, in which as the Nicene Creed affirms, that having been seated at the 
right hand of the Father, “he [Jesus Christ] shall come again, with glory, to judge the quick and the dead; 
whose kingdom shall have no end.” 

In the hope of Advent we remember not one, but two central tenets of the Christian faith. First, we remember 
and celebrate the coming of the promised messiah through the incarnation of Jesus Christ, the divine mystery 
of the God-man, through whom the way of redemption is made possible. In this taking on of our frail human 
flesh, the incarnation also reaffirms our humanity as embodied creatures. Given that Christmastide follows 
right on the heels of Advent, we see the clear connection between the hope of promise and its fulfilment as 
we celebrate the birth and life of Jesus. While a robust doctrine of creation and the attendant reflections of 
theological anthropology may take pride of place for many in the formulation of Christian bioethics, the 
implications of the first Advent and the doctrine of the incarnation are also critical for a robust Christian 
engagement with bioethical issues. 

Advent also marks a curious beginning/end to the liturgical year. Having celebrated Pentecost and the 
outpouring of the Holy Spirit that empowered the Christian church into life, the liturgical calendar ends with 
a season of Ordinary Time. The transition of Ordinary Time to a new year gives us pause as we stand in the 
tension between the first and second Advent. As we light the hope candle, we are reminded of the coming 
of the God-man incarnate, but we, also, are reminded that we eagerly await a second Advent. In this hope 
our attention is called to a second central tenet of the Christian faith, the doctrine of eschatology focused not 
on those things leading up to the last thing, but on the consummation of all created reality. Having recently 
watched the movie Transcendence, I was struck afresh with how easy it is to allow our human ingenuity—
and the products of that ingenuity—to become the hope and means of our salvation. When we allow our 
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desires for the realization of intermediate goods such as health 
and wellness to stand in the place of the ultimate good (a 
point the late Edmund Pellegrino so eloquently challenged 
when he spoke to us in 2008 on healthcare as a good, but 
not the summum bonum). Or, when the defeat of death and 
the extension of human life at any and all costs become the 
ultimate good of our existence. 

So very often we are tempted to place our eschatological hopes 
not in adventus, but in futurum. Futurum, as theologians such 
as Jürgen Moltmann have noted, speaks to that which is an 
extension of the present, something we can expect through 
“anticipation” as Oliver O’Donovan suggests. With utopian 
expectations of singularities and convergence prophesied in 
the not-too-distant future, we see manifestations of the power 
of futurum for our contemporary world, and the temptation 
to yield to it in the hubris of self-realization. Both adventus 
and resurrection, by way of contrast, involve divine irruption, 

introducing both continuity and discontinuity through divine 
activity with that which went before. As O’Donovan notes, 
hope offers no assurances “on the basis of the present,” but is 
“founded on promise.” He goes on: 

Yet in denying us the speculative assurance we crave for, 
promise allows hope to be born, and through hope opens 
the way to agency. . . . It enables us to face uncertainty in 
the certain knowledge that whatever the future holds, it 
holds the coming of the Son of Man.1 

In this coming year, may we continue to reflect on these 
lessons of Advent and enrich our understanding of 
the implications of a distinctly Christian hope for our 
understanding of issues at the nexus of technology, science, 
medicine, and our common humanity.  

1  Oliver O’Donovan, Self, World, and Time (Grand Rapids: Eerdmans, 2013), 
122-123.
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transplanted (without the oviducts), and 
that IVF should be used. 

As of mid-2014, no pregnancy in 
primates, let alone successful birth, 
has been reported.11 Research with 
NHPs is associated with additional 
problems. One transplant surgeon 
noted the “emotional difficulties” due 
to “their close kinship with humans.”12 
To summarize: despite lack of success 
with NHPs, UTx has been performed 
on eleven women: one in Saudi Arabia 
(uterus from live donor, unsuccessful, 
uterus removed); one in Turkey (uterus 
from dead donor, miscarriage after 
IVF pregnancy, not reported in the 
literature); and nine women in Sweden 
(all from living donors, two unsuccessful 
transplants requiring hysterectomies, 
and three live births to date) The womb 
that baby Vincent grew in was donated 
by a 61-year-old friend of his mother.13

In 2007, a team of researchers at New 
York Downtown Hospital announced 
research involving retrieval of the 
uterus. Of 1800 eligible patients, 150 
were multi-organ donors, and of these, 
nine families consented to removal of 
the uterus.14 Some questioned whether 
the donor who consents to multi-organ 
retrieval would contemplate removal of 
her uterus, as that had not previously 
been attempted.15 No successful uterus 
transplant has been reported in the U.S.

The Best Case for Uterus 
Transplantation

Science, Research, and the Quest for 
Knowledge

We are designed to explore, to learn, 
to experiment, to press the boundaries 
of human knowledge. God has 
created us with a drive to develop 
our understanding of ourselves and 
the world around us. This may be 
understood as an impetus behind the 
technological imperative, a concept 
that has two dimensions: the continual 
expansion of the boundaries of what is 
technologically possible, accompanied 
by the inevitable pressure for societal 
adoption of the technology. Look at the 
global embrace of digital technology as a 

current example.

 But the reality of our fallen, rebellious 
state is that we do not want limits placed 
on what, how, and how far we may 
explore. The assumption seems to be 
that technology is neutral, and that its 
development is an unqualified good. 
This often translates into that which can 
be done, must be done. The temptation is 
equally applicable to medical research, 
perhaps even more compellingly, since 
human health, rather than convenience 
and comfort, is at stake.16 And yet, the 
benefits of biomedical technological 
innovations are remarkable for their 
disease-curing, injury-healing, and life-
enhancing properties. The restoration 
of a womb to the womb-less may 
accomplish all of the above, and more. 
It can provide emotional, psychological, 

and social healing as well, bringing the 
once-permanently infertile woman into 
the community of birth mothers. 

The path from medical research to 
everyday medical practice is a relatively 
short one. In 1985, Dr. Robert Jarvik 
noted that the second surgery to implant 
an artificial heart was “routine,” and an 
assisting nurse called it “dull.”17 From 
the miraculous to the routine by the 
second experimental procedure. Could 
this be a harbinger of how we might view 
the ‘miraculous’ experiment that gave a 
uterus to a woman without a womb, and 
the hope of a child to the hopeless? The 
accelerating speed of front edge medical 
research turns ideas into experiments 
into treatments in micro-generations. 
Medical research can quickly be 
transferred into clinical practice, 
making the fruit of sophisticated, 
multi-specialized procedures available 
to many.

Medical research in one area may 
serendipitously benefit another 

area, particularly here, where 
organ transplantation and assisted 
reproduction technologies converge. 
The technologies and specialties 
that converge to solve a problem as 
intractable as absolute uterine factor 
infertility (AUFI) may one day be a 
bridge to other medical technologies. 
For example, deeper understanding 
of the vasculature and anastomosis 
techniques needed to attach the uterus 
to existing blood supply may contribute 
to the development of an artificial 
uterus. One might argue that there is 
a “transference” of ethical arguments 
as well. Foundational to developing an 
ethical rational for UTx was the first 
successful transplant of a human hand 
in 1998, a nonvital organ transplant 
intended to improve quality of life. Once 
nonvital, life-enhancing transplants are 

accepted in principle, the door opens up 
to myriad research possibilities.

Human Flourishing and Personal Benefit

From the recipient’s perspective, UTx 
offers what was once unthinkable, the 
possibility of experiencing pregnancy 
and childbirth. The mother has the 
opportunity to bond with her child 
during pregnancy, initiating the 
maternal-child bond at least nine 
months earlier, and in a more intimate 
way, than other options such as 
adoption. 

One of the limited options currently 
available to women with AUFI is to 
secure the services of a gestational 
surrogate. Assuming she has 
functioning ovaries, the woman and 
the father-to-be can provide the egg 
and sperm to create an embryo via 
IVF, to be transferred to the surrogate. 
They would have an ongoing genetic 

“Womb transplant babies”, continued from page 1

The assumption seems to be that technology is neutral, and 
that its development is an unqualified good. This often 
translates into that which can be done, must be done. 
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relationship to the child, but not the 
biological connection of pregnancy. The 
introduction of a third party introduces 
uncertainty, such as the possibility 
the surrogate may refuse to relinquish 
the child, triggering a legal battle. Or, 
the surrogate may reside in a country 
that restricts gestational surrogacy 
and the emigration of children born 
to surrogates. The possibility of UTx 
eliminates these potential complications, 
giving peace of mind to the infertile 
couple.18

There are also ethical concerns about 
imposing the risk of pregnancy 
morbidity and mortality on the 
surrogate. Some women are willing 
to assume a risk for the sake of their 
own child that they would not ask of a 
woman who might gestate that child. 
When coupled with concerns about 
exploitation, disregard for the dignity 
of the surrogate, viewing her body 
instrumentally, and the potential for 
coercion, UTx becomes a more attractive 
alternative. 

Ethical Concerns

Uterus transplantation raises a complex 
series of ethical questions. Michael 
Olausson, a member of the Swedish 
research team, noted that “without 
doubt, UTx covers all major aspects 
of human ethics including non-
maleficence, autonomy, beneficence, 
justice, and dignity.”19 At the moment, 
these concerns seem to outweigh any of 
the benefits identified above.

Conflict of Interest

A research team may be driven by 
the desire to be the first to announce 
a breakthrough, to establish proof of 
concept. The Swedish team obliquely 
criticized the Saudi Arabian researchers 
who rushed to do the first uterus 
transplant without experience in 
relevant surgical technique, and despite 
the lack of research in animal models. 
The hubristic impulse to be “first in the 
world” can lead medical researchers to 
ignore the state of research, take ethical 
shortcuts, miscalculate potential risks 
and benefits, and, at worst, distort 

the possibility of genuinely informed 
consent by the proposed recipient.

Selection of Women

Unlike traditional solid organ 
transplants, a uterus transplant is not 
performed to save a woman’s life. The 
goal of organ transplantation, and 
measure of its success, is a functioning 
transplanted organ. This, in turn, would 
imply elimination of the threat of death, 
or at least a reduction in the severity of 
the illness or symptoms. In the case of 
UTx, the goal is not ultimately the health 
of the recipient, even though it could be 
argued that the surgery restores a “lost” 
bodily function. Rather, the goal is 
pregnancy and the birth of a healthy 
child.

The transplant recipient is not selected 
because her illness has become life-
threatening. In fact, to be considered 
for UTx, she needs to be in “extremely 
good general health,” cancer-free if her 
uterus was removed due to cancer, and 
<38 years old.20 She needs adequate 
vascular structures to support the 
uterus (which the Saudi Arabian 
woman apparently did not have), and 
no scarring from previous surgery, such 
as oncological surgery. A solid organ 
(non-uterine) transplant recipient can 
have a healthy pregnancy and delivery if 
her body has not rejected the transplant 

within one year. Some drugs may be 
modified in anticipation of pregnancy, 
and these women have higher risks of 
complications.21

Informed consent is a bedrock 
principle of research ethics. Uterus 
transplantation would require the 
informed consent of a minimum of 
two people: the uterus recipient, and 

the donor or the donor’s next of kin. 
The demographic details of the eleven 
women have not been disclosed, but 
it is likely that they are educated and 
sufficiently informed about their health 
that they are able to understand their 
situation. These are women who are 
willing to go to any lengths and expose 
themselves to risks for the sake of having 
a child of their own. In the first case of 
the Saudi recipient, it was noted that the 
researchers were pressured to proceed 
without adequate animal studies and 
without the necessary transplant skill. 

However, these women may not 
understand their participation as 
research subjects, rather than only as 
patients. When a physician prescribes 
treatment for a particular condition, the 
recommendation is based upon years of 
research in animal models, testing for 
benefits and efficacy, assessing proper 
dosages for particular populations, and 
evaluating the risk and severity of side 
effects. This is in marked contrast to the 
goals and design of medical research, 
where human subjects are used to 
determine risks and adverse effects. 
Were the eleven women who received 
womb transplants given genuinely 
informed consent? As the history 
of IVF illustrates, couples pursuing 
infertility treatment will say yes to 
almost anything they can afford, in the 

pursuit of that which they deeply yearn 
for: a baby of their own. At least the risks 
of IVF are fairly well identified—if not 
adequately empirically studied—but 
womb transplant research is identifying 
risks case by case.

Women’s Health

As stressed above, UTx is not designed 
to treat a life-threatening condition. 

The hubristic impulse to be “first in the world” can 
lead medical researchers to ignore the state of research, 
take ethical shortcuts, miscalculate potential risks and 
benefits, and, at worst, distort the possibility of genuinely 
informed consent by the proposed recipient.
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It is an elective procedure to achieve a 
temporary goal. Advocates describe UTx 
as a quality-of-life or “life-enhancing” 
procedure.22 Furthermore, “uterus 
transplantation is the first ephemeral 
type of transplantation that has been 
introduced in which the graft is not 
intended for lifelong use.”23 Whether or 
not pregnancy is successful, the womb 
must be removed.

As with any surgery, the recipient 
undergoes the risks of serious surgery. 
There is a greater risk of hemorrhage, 
and a risk of infection. Even if the 
surgery is immediately successful, 
she may experience a post-surgical 
infection as tissue from the uterus and 
surrounding structures necrotizes 
or dies. The recipient also bears the 
risks concomitant with solid organ 
transplantation. Because she receives 
an allogeneic (donor) organ, there is the 
risk of rejection, necessitating the use of 
immunosuppressive drugs. 

Although there have been only three 
successful human births, the suggested 

guidelines are that the woman retains 
the uterus for a maximum of two 
pregnancies. A second major surgery, 
a hysterectomy, would be required 
to remove the now-unnecessary 
organ. A minimum of two major 
surgeries—transplantation and 
removal—imposes twice the risks of 
ordinary organ transplantation. She 
will face those risks, regardless of 
the success of transplantation, which 
means a successful menstrual cycle, or 
pregnancy and childbirth. At the worst, 
she will undergo two major surgeries 
for a “quality of life” or “life-enhancing” 
procedure. 

Because the procedure is so new, and 
trials in non-human primates are so 
limited, we do not know the long-term 
effects either on the woman’s health or 
the child’s health and well-being.  

Uterus Donor

Most of the focus in the literature is on 
the recipient, but there is always a second 
party involved. Without a donor, there 
would be no uterus to transplant. In the 

case of a deceased donor, concerns about 
surgical risk are eliminated, but “at brain 
death major systemic inflammatory 
changes occur which may negatively 
affect graft survival.”24 If the time 
between brain death, organ recovery, 
and transplant could be shortened, the 
outcomes might improve. Because the 
traditional issues regarding consent 
apply, the deceased donor’s family may 
also be involved. 

A living uterus donor is analogous 
to a kidney or partial-liver donor. A 
living donor may be older than 50, and 
her uterus could be rejuvenated for 
a successful pregnancy, as witnessed 
by the number of postmenopausal 
women who have given birth to their 
own grandchildren as surrogates, or 
who have given birth via IVF with 
oocyte donation. FIGO recommends 
against using a malformed uterus, or 
one from a young woman who has not 
completed childbearing.25 Removal of 
the uterus of a living donor incurs the 
risks of hysterectomy. Although a major 
surgery, it is not uncommon; about 
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35% of women in the U.S. have had a 
hysterectomy by age 60.26 Removal of 
the uterus for transplantation takes 
longer than a hysterectomy, and involves 
more tissue (arteries and veins), but the 
complication rate does not appear to be 
elevated.27 Unlike women who undergo 
hysterectomies for serious health 
reasons, removal of a healthy uterus 
for any reason is rare, and there is no 
published data about risks for the latter 
group. 

The donor may benefit psychologically. 
Often, she is the mother or close relative 
of the recipient, and alleviating a 
loved one’s distress may motivate the 
donor. She may feel particularly close 
to the child, who might be seen as a 
“miracle baby,” particularly if she is the 
grandmother. On the other hand, if the 
transplant fails, she may feel devastated. 
Obviously, there is no data about the 
social impacts of a child being gestated 
in the same womb that carried his 
mother, either for him, his parents, or 
his grandmother. (To date, all children 
born from UTx are boys.) If altruistic 

surrogacy by family members is in any 
way analogous, caution is warranted, 
as familial or friendship arrangements 
can create more emotional and ethical 
complications than commercial 
surrogacy.28

For the Child

Little attention is paid in medical, 
ethical, or popular discussions to the 
benefits or risks to the child. Many of 
the ethical commentaries focus on the 
emotional state of the recipient, as if the 
most important ethical consideration 
is the desire of a woman to experience 
pregnancy. Specific benefits for the child 

are less obvious. There does not seem 
to be a compelling reason for a child 
to be intentionally created via IVF and 
implanted in an ‘ephemeral organ’ as a 
subject of innovative medical research. 
It might be argued, on metaphysical 
grounds, that existence, regardless of 
risk, is preferable to non-existence. But 
such a position effectively sacrifices 
multiple ethical and theological goods 
on the altar of one specific good. 
How can we then say that womb 
transplantation is such a good that 
it trumps all other goods? How does 
the couple articulate their particular 
understanding of the good that is being 
pursued?

On the other hand, as a resident in 
the donated uterus, the child would 
be subjected to potential harms, such 
as those experienced by other solid 
organ transplant recipients: miscarriage 
and induced abortion, preeclampsia, 
hypertension, diabetes, C-section 
delivery, prematurity, and low birth 
weight29 (although outcomes notably 
have been improving for solid organ 

recipients). Some of the higher risks 
for other organ recipients may be 
due to the underlying disease that 
necessitated the transplant, but the risk 
of exposure to immunosuppressant 
drugs remains for UTx recipients. These 
effects include “decreased vascular 
plasticity, placentation defects, and loss 
of innervation.”30 Vincent’s mother 
experienced pre-eclampsia, mild 
headache, proteinuria and lowered 
platelet count, which necessitated the 
premature delivery at 31 weeks and 5 
days.31 Clinical data on the second and 
third women in the Swedish study who 
each gave birth to a son recently, has not 

been reported at the time of writing. 
There are additional concerns about 
breastfeeding and the exposure of the 
child to immunosuppressive drugs.32

Justice and Resource Allocation

A familiar bioethical principle is justice, 
which attends to circumstances beyond 
the individual patient or research 
subject. Fair allocation and distribution 
of resources is of particular concern 
when dealing with matters relating to 
life and death, treatment of disease, 
alleviation of pain and suffering, and 
restoration of function. In evaluating 
all the possible avenues of research, how 
do we determine not what we can do, 
but what we ought to do? And, among 
the identified obligations, how do we 
determine what we can afford to do? 
These are not abstract questions to be 
determined by the research team, or 
by the patient and her physician. They 
require us to articulate a vision of the 
common good, and how a particular 
proposal advances that vision.

In the U.S., we have a commitment to 
remedying congenital malformations 
such as cleft palate, clubfoot, and the 
more costly spina bifida. Does being 
born without a uterus fit into the 
same category? If so, what about a 
uterus that is removed due to cancer? 
From the perspective of the woman 
currently without a uterus, there is no 
compelling reason to make a distinction 
as to the reason. To do otherwise might 
provoke claims of discrimination and 
denial of equal treatment. Once UTx 
becomes as “routine” and “boring” as 
Dr. Jarvik’s artificial heart transplant, 
would it be made available to remedy 
other uterine malformations that 
adversely affect fertility, such as a 
septate uterus or fibroids? We have 
seen all too many times how a bright 
ethical line dims and is redrawn to 
accommodate newly induced demand 
or appetite for previously “miraculous” 
medical technologies. When it comes 
to mainstreaming experimental 
technologies, particularly if they can be 
adapted to a profitable business model, 
the slippery slope argument does have 

Little attention is paid in medical, ethical, or popular 
discussions to the benefits or risks to the child. . . . There 
does not seem to be a compelling reason for a child to 
be intentionally created via IVF and implanted in an 
‘ephemeral organ’ as a subject of innovative medical 
research.  

“Womb transplant babies”, continued on page 12
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The just distribution of organs for transplantation—
the ultimate example of scarce, non-renewable, and 
rationed resources—is an oft-visited discussion, as it 

should be. The dialogue is a sobering reminder of the critical 
question “Who lives when not all can?” The context is of 
utmost importance. Approximately twenty people die each 
day waiting for an organ that never arrives. Recent events—
well publicized by the media—have demonstrated that the 
distribution dilemma is not amenable to a simple “one size 
fits all” solution, especially when children are involved. The 
allocation algorithm for lungs is not the same as that for 
other organs. Sarah Murnaghan, a ten year old who was near 
death from the ravages of cystic fibrosis, ostensibly exposed 
an age-related ethical inequity that requires scrutiny. In this 
instance, Sarah’s age is critical to the discussion. Until an 
exception was recently introduced, lung recipients younger 
than age twelve were limited to lung donations from donors 
from the same age group. The policy was binding, at least 
until Sarah’s predicament, protected under the aegis of the 
Organ Procurement and Transplantation Network (OPTN).2 
Obviously, the pool of potential lung donors for children 
should be expanded by moving the age of the donor pool 
upwards. That is exactly what Sarah’s parents petitioned 
the courts to sanction when all else seemed to fail and her 
end drew near. The judge in this instance applied an ad hoc 
restraining order on behalf of the Murnaghans, and Sarah 
received her organ(s). Therein lies a dilemma (or a few) in 
contemporary pediatric transplant practice. 

Why an age-based criterion in the first place? Has every 
attempt to gerrymander the boundaries of distributive justice 
based on age solely been directed at a geriatric cohort? No. 
There were and are age-based criteria in the realm of lung 
transplants affecting those patients age twelve or less. The 
rationale behind the age-based restriction rule is essential to an 
ethical discussion of what occurred in this medical dilemma 
that captured the national headlines. 

In 2005, OPTN switched from a “first come, first served” 
approach for lung grafts (which had favored less critically ill 
patients) to an approach that considered medical urgency.3 

After five years of study, a Lung Allocation Score (LAS) was 
derived and included medical data predicting disease severity 
and likelihood of dying while waiting for an organ. Benefit is a 
good ethical criterion to apply to the deliberations. There was 
a downside, however. Unfortunately, a paucity of recipients 
twelve years of age or less in the study meant the LAS could 
not be empirically applied to Sarah and other similarly aged 
children.4 How has the LAS model played out since? 

Lung transplantation rates for older persons have increased 
and mortality for their demographic has likewise decreased. 
Conversely, however, “little children” with end stage lung 
disease are less likely to receive transplants, and as a result, 
more likely to die while waiting. Is a utilitarian calculus 
in effect? Overall, the “aggregate” benefit works for more 
people, who just happen to be older than twelve years of age. 
The benefits to the larger group must be weighed against the 
detriments to the smaller group, the patients younger than age 
twelve.

Before passing judgment—to be fair—there are additional 
confounding variables.5 Lung size is critical, that is, adult-
sized lungs generally do not fit into smaller children’s thoracic 
spaces. So there are sound logistical reasons why adult lungs 
tend to go to adult recipients. Some studies also suggest that 
cystic fibrosis persons derive less benefit from lung transplant 
than persons with other diagnoses.6 Finally, there is data that 
suggests pediatric recipients experience a higher postoperative 
morbidity and mortality (less benefit) than their adult 
counterparts during the lung transplantation process.7

Despite attention to the efficacy/benefit criteria, from an 
ethical perspective Pandora’s Box overflowed in the course of 
Sarah’s illness and transplant. There are many things that beg 
consideration, some transcending age cut points. If efficacy/
benefit data (pediatric outcome data suggesting children do 
not do as well after lung transplants as adults) is so critical 
to organ allocation, why are similar data ignored in other 
areas relevant to lung distribution? For example, more lungs 
would be available if double lung transplant was not the norm 
for adult recipients with idiopathic pulmonary fibrosis (IPF) 
and chronic obstructive pulmonary disease (COPD).8 There 

suffer noT The liTTle ones? are allocaTion 
decisions for lung TransplanTs fair? 
by gregory W. ruTecki, md
cbhd felloW
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is no compelling data that demonstrates better outcomes 
with double versus single grafts in these individuals—and 
utilization of double grafts for COPD is associated with more 
deaths on the waiting list (decreasing the potential impact of 
the lung supply for others waiting) without an increased overall 
life expectancy for recipients.9 Evidence-based medicine that 
is good for the “goose” (in this instance, potential recipients 
twelve years of age or less) should also be good for the “gander” 
(recipients older than twelve years of age with IPF or COPD). 

What if a twelve year old is big for his/her age? Should he/
she still be excluded based solely on age? It should come as no 
surprise that not all twelve year olds are the same size. But, 
would increasing access open the proverbial flood gates and 
disadvantage others? Hypothetically, if the twelve years of age 
or younger demographic was allowed to receive older donors’ 
organs in select instances, there would be little effect on organ 
supply. As of 2013, there were only eleven children ages 6 to 11 
on lung waiting lists in the U.S.10 If they were allowed access to 
adult organs when appropriate, they would not deplete supply 
significantly. Last, but definitely not least, should a judge, after 
only a few days of study, overrule a committee that has had 
ongoing access to efficacy data for years? The judicial decision 
appeared to be reached in a vacuum without any expert 
witnesses!

Some things should be apparent already. Basing allocation on 
age criteria—young or old—is unjust. That said, the age-based 
criterion in the context of lung grafts and Sarah Murnaghan 
was derived from the presence or absence of critical efficacy 
data and not imposed solely because of her age. However, it 
will probably be next to impossible to derive valid LAS for 
those twelve years of age or less. A robust number of enrollees 
for ongoing empiric study is simply not available. So, how 
should we then proceed to rectify what may be a sentinel 
event from the public’s perspective. This is underscored in 
importance all the more since transplant is totally dependent 
on the good will of society and must be transparent. Here are 
some suggestions to consider:

1. Efficacy (benefit) is a just criterion for inclusion during 
allocation decisions. So, the double lung allocation in 
present use for IPF and COPD has to be justified. If it 
cannot be justified, it must end. That decision alone 
will increase the general organ supply. While not a total 
solution to what is a very complex problem, I would 
propose it is still the right thing to do.

2. Since medical improvements make efficacy/benefit data 
fluid, continue to search for better data. One author favors 
more sophisticated modeling tools that may provide more 
clarity in the future.11 It may expand what we already 
know about lung transplants in those twelve or younger. 

3. Physicians cannot wash their hands free of blame when 
allocation practices are questioned. If their patients are 
receiving double lung grafts without proven benefit, 
physicians must do what is right and not support that 
process. 

4. Judges should not interfere unless a law has been broken. 
In this instance, the ruling appeared to be uninformed 
and capricious. Some have questioned whether the 
decision was fueled by sympathy for a child. How should 
appeals be handled? Since transplantation is a public trust, 
multidisciplinary committees with the broadest possible 
composition are preferable. They should have access to 
transparent records indicating how institutions choose 
recipients.

5. Efficacy data cannot remain static, especially in world 
of medical improvements. Children younger than age 
twelve with cystic fibrosis may eventually have outcome 
data that improves. More attention should be paid to 
lobar transplants in children, allowing smaller volumes 
of lung tissue to fit into smaller persons, growing with the 
recipient. Right now a paucity of data may disadvantage 
the little ones. If that can be changed, do it!

I am happy for Sarah Murgnahan, but unhappy with the 
media circus that surrounded her transplant.12 I cannot justify 
the judge’s actions on her behalf. The twelve-year-old rule was 
not ethically unsound. It may have needed tweaking (better 
efficacy data for this demographic and those with cystic 
fibrosis, a reevaluation of size optimization in larger children, 
and committee rather than legal responses to perceived crises), 
as the subsequent examination and exceptions to the policy 
by OPTN suggest. Double lung transplants in adults must be 
justified by the evidence. A single transplant, if appropriate, 
can serve two recipients. Sarah Murgnahan and her ordeal 
should teach us not to reinvent lung allocation if it is not 
ethically broken. 

1  Keren Ladin and Douglas Hanto, “Rationing Lung Transplants—Procedural 
fairness in allocation & appeals,” New England Journal of Medicine 369, no. 
7 (2013): 599-601; and Scott Halpern, “Turning Wrong Into Right: The 2013 
Lung Allocation Controversy,” Annals of Internal Medicine 159, no. 5 (2013): 
358-359.

2  Ladin and Hanto, 599.
3  Ibid. Cf. Monica Colvin-Adams, Maryam Valapour, Marshall Hertz, et al., 

“lung and heart allocation in the united states,” American Journal of Trans-
plantation 12, no. 12 (2012): 3214ff.

4  Ladin and Hanto, 599.
5  Ibid, 599-560. Cf. Halpern, 358-359.
6  Frederick Adler, Paul Aurora, David Barker, et al., “Lung Transplantation for 

Cystic Fibrosis,” Proceedings of the American Thoracic Society 6, no. 8 (2009): 
619-633, especially 620ff.

7  Ladin and Hanto, 599.
8  Halpern, 358.
9  Ibid.
10  Ladin and Hanto, 600.
11  Halpern, 358. See for instance the overview on simulated allocation models 

(SAMs) as noted by the Scientific Registry of Transplant Recipients available 
at http://www.srt.org/sam.aspx. 

12  After her first pair of lungs failed with hours of the surgery, she subse-
quently received a second transplant. It was reported as recently as June 
that she was now breathing on her own after receiving the lung transplant. 
Sydney Lupkin, “Sarah Murnaghan Breathing Completely on Her Own,” ABC 
News, June 16, 2014, http://abcnews.go.com/Health/sarah-murnaghan-
breathing-completely/story?id=24161157. 

http://www.srt.org/sam.aspx
http://abcnews.go.com/Health/sarah-murnaghan-breathing-completely/story?id=24161157
http://abcnews.go.com/Health/sarah-murnaghan-breathing-completely/story?id=24161157
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bioengagement

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 artifact. This column seeks to offer a 

more expansive listing of contemporary expressions 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 spectrum 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 msleasman@cbhd.org.

bioficTion
Orson Scott Card and Kathryn Kidd, 
Lovelock (Tor Books, 2001).  
Enhancement, Genetic Engineering, 
Personhood.

 

C.S. Lewis, That Hideous Strength. 
Reprint Edition (Scribner, 2003).  
Posthumanism/Transhumanism, Radical 
Life Extension.

Ramez Naam, Crux (Angry Robot, 2013). 

Cognitive Uploading, Cyborgs, Human 
Enhancement, Nanotechnology, 
Neuroethics, Research Ethics, 
Transhumanism / Posthumanism.

In this sequel to Nexus, Kaden Lane, 
creator of the neural-linking software 
Nexus, evades governments and covert 
organizations that are set on gaining 

access to the back doors in software that would allow for total 
neural control. As Nexus goes viral around the world, Lane 
desperately tries to locate his associates and thwart the rising 
threat of Nexus from being exploited as a tool of terrorists. 
Naam expertly explores a range of emerging technologies and 
the prospects, technical challenges, and societal implications 
that each may face.

bioeThics aT The box office
Delivery Man (2013, PG-13 for thematic 
elements, sexual content, some drug 
material, brief violence and language). 
Law & Public Policy, Reproductive Ethics.

Elysium (2013, R for strong bloody 
violence and language throughout). 
Emerging Technologies, Healthcare 
Allocation, Human Enhancement, 
Neuroethics, Robotics.

primeTime bioeThics
Alphas (2011-2012). 
Human Enhancement. 
Season 2 raises issues 
related to Neuroethics.

Intelligence (2014). 
Emerging Technology, 
Human Enhancement.

XIII: The Series (2011-
2012). Season 2 raises 
issues related to 
Neuroethics.

http://cbhd.org/resources/reviews


11

internship update

reflecTions on my inTernship WiTh cbhd:  
SPRING 2014
marie buTson, mdiv, ma
bioeThics educaTion inTern

For the spring semester leading up to my graduation 
from Trinity Evangelical Divinity School, I served as 
an intern with The Center for Bioethics & Human 

Dignity (CBHD), immersed in an atmosphere where 
“cultural engagement” is not an add-on, but key to its 
mission and function. There have been many practical 
lessons in this time, such as learning to work in an office 
culture and understanding office “protocol.” Working within 
communication channels, even in a small organization, takes 
adjusting and was made easy by the courtesy and kindness 
of the staff here at CBHD. Finding and evaluating bioethics 
curricula suitable for the church allowed me to integrate 
bioethics with my theological education. Helping Paige 
Cunningham and Michael Sleasman construct a survey for 
clergy and their awareness of bioethical issues taught me that 
seemingly insignificant details matter greatly in the perception 
of those who would participate. Leadership opportunities—
such as planning a webinar for the Healthcare Ethics Council 
and giving a bioethics presentation for the staff—were set 
objectives that fit perfectly with the concentration of my 
internship on adult education. Feedback on my presentation 
was far more than mere constructive criticism, as I received 
“gold” in the form of feedback from seasoned professionals 
who speak and teach on a regular basis. Even though it did 
not ultimately come to fruition, the experience of planning a 
webinar during my internship was a valuable experience as 
I felt my way through the planning process with resources 
and insights from Jennifer McVey. Leading my first planning 
meeting for the webinar with CBHD staff helped me to 
develop and practice skills essential for any leadership role in 
adult education. More importantly, I saw not only the logistics 
of the venture involving the many strategic activities of the 
Center’s staff, but, also, the critical role that personal and 
professional relationships play in CBHD’s strategic functions 
and ongoing mission. 

CBHD would not be what it is today without a global network 
of professionals in a wide variety of disciplines committed 
to and supportive of its mission. These friends of the Center 
are experts and specialists devoted to engaging with trends 
in culture, medicine, technology, and public policy who 
come from various professions and varied streams of the 
Christian tradition. Whether they are Fellows of the Center, 
instructors or speakers at the annual summer conference, 

or researchers and writers, each contributes to advance the 
Center’s engagement with various bioethical and cultural 
issues. These relationships include international students 
and cohorts who seek to study bioethics and integrate them 
into their area of practice in their own culture. The network 
of Christians from diverse ecclesial traditions who serve in 
their respective vocational arenas, I believe, is a key aspect of 
CBHD’s statement of “bringing clarity to the complex issues 
of our day.” Where there is disagreement or controversy, the 
door to dialogue stays open not merely to keep talking, but 
to demonstrate God’s love and grace with one another and 
to those served by CBHD. Maintaining the dignity of men, 
women, and children extends from the staff here at the Center 
to the broken and exploited worldwide, because of the Center’s 
commitment to Christian values and virtues. 

Early in my internship, I was told that the work done at 
CBHD can be viewed, among other frameworks, through the 
language of justice, and justice is close to the heart of God. 
CBHD speaks for those who have no voice, and they are in 
just about every issue CBHD tackles. This framework may 
not be self-evident to those more frequently focused in the 
practical dimensions of social justice arenas. Nonetheless, 
Christ followers invested in the work of CBHD pursue justice 
and other central Christian values by researching, teaching, 
writing, guiding, and ultimately ministering to the vulnerable 
and disadvantaged in today’s technologically advanced world. 
And I feel privileged to have participated in CBHD’s mission 
this semester through my internship. 

Thank you!
to our 2013-2014 Interns
 
Marie Butson, MDiv (Bioethics Education Intern) 
Jessica cernek (Communications Intern) 
Joanna Dukes (Research Intern) 
Rebecca garcia (Research Intern) 
Rosa Macrito (Research Intern) 
Ben Parks (Adult Education Intern)
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traction.

Another aspect of the common good is 
the commitment to care for the most 
vulnerable, the marginalized, and 
the disadvantaged. Is this situation 
analogous to orphan diseases that affect 
only a handful of people worldwide, and 
for which it is prohibitively expensive to 
develop drug therapies? The scope of the 
problem is unclear. One study estimates 
the number of women affected is more 
than 12,000 in the U.K., and “several 
thousands” in the U.S.,33 while another 
suggests as many as 9 million women 
of reproductive age in the U.S. have had 
a hysterectomy,34 although it is unclear 
how many had completed their intended 
childbearing.

The medical resources, combined pool 
of expertise, years of animal research, 
and sums of money expended might 
be considered disproportionate to the 
nature of the problem being addressed. 
A proposed U.S. uterus transplant was 
estimated to cost $500,000.35 For the 
individual woman, the scenario might 
resemble a credit card commercial: the 
“cost” of the child is “priceless,” and for 
everything else, there’s MasterCard®. 
One might justifiably argue that no 
price tag can be attached to the value of 
a particular child. However, the avenues 
being pursued are initiated prior to the 
existence of any child, in order to create 
that child, and not to save the life of a 
child already in existence.

Considering the transfer of UTx 
technology to a low-income, low-
resource, pronatalistic society such 
as Pakistan highlights some of the 
unanswered ethical questions.36 

For Pakistani women, adoption and 
gestational surrogacy are culturally 
foreclosed options; there is tremendous 
pressure on the new bride to be pregnant 
within months; and preference for sons 
dominates childbearing. The recipient 
may be pressured to undergo UTx, and 
unable to give truly informed consent. 
With its history of organ trafficking, 
there is reason to suspect that poor 
women could be exploited for their 
uterus. Finally, the healthcare team is 

vulnerable to committing graft, and 
may be ill equipped for the complexities 
of UTx. In summarizing the potential 
negative impact of UTx, critics of 
introducing womb transplantation 
in Pakistan question, “should this 
technology be developed [at] all?”37 I 
would suggest that this same question 
be asked before uterus transplants arrive 
in the U.S. It is not too late to reject 
this technology, perhaps not on quite 
the same grounds that would apply 
in Pakistan, but for serious reasons 
nonetheless.

Additional Reflections

None of the above arguments requires 
an explicitly Christian perspective, 
but there are important biblical and 
theological considerations to note. 
It would be helpful to sketch a brief 
theology of infertility.38 Infertility must 
be understood within the context of 
the sin and brokenness that mars all of 
creation. God designed humankind to 
be fruitful and multiply, yet not every 
couple can anticipate a child. We must 
acknowledge that parenthood is a divine 
gift, not something we are owed. God 
sovereignly opens and closes the womb, 
enabling some women, but not others, 
to bear children. We cannot explain 
the mystery of God’s providence, but 
we must understand it in the context 
of God’s purposefulness. His ways 
and purposes are far above our own. 
From our limited human perspective, 
it is regrettable that for some couples, 
biological children may not be part 
of God’s good and gracious will. 
Nevertheless, we must acknowledge 
that his will is always good and 
gracious. Walking through the dawning 
realization of infertility is a trial that can 
motivate us to pray, whether we are the 
infertile couple or family or friends.39 
This pattern of humility and trust is 
radically at odds with the aggressive, 
and extravagantly costly, pursuit 
of a “child of one’s own” via uterus 
transplantation.40 Elsewhere, we have 
cautioned against the introduction of 
third parties via use of donor gametes. 
The necessary participation of third 
parties in all assisted reproductive 

technologies “break[s] the connection 
between love-giving and life-giving in 
marriage.”41 One might counter that 
a transplanted uterus would indeed 
permit the love-giving, life-giving 
act of procreation in the mother’s 
(transplanted) womb. While it does not 
contribute genetic material, a donated 
womb is a biological matrix surrounding 
the child, perhaps influencing him 
in ways we do not presently know. 
Furthermore, IVF has been deemed 
to be necessary for pregnancy after 
UTx, forestalling the possibility of in 
utero conception. At the very least, the 
involvement of a close relative such as a 
mother or sister as a womb donor sets up 
the possibility of future conflict.

The three “womb transplant” babies 
that have been born are each precious 
little ones, made in God’s image. While 
we can imagine their parents’ joy, we 
must not overlook the deeper Christian 
theological and ethical considerations 
that remain to be explored. Serious 
identified ethical concerns counsel 
that womb transplants should not be 
continued. The lack of a solid theological 
endorsement adds greater weight to the 
“do not touch” advice. I would conclude 
that Christians should avoid this 
tempting technology. 

1  Keith Perry, “Two Women Give Birth with 
Wombs Donated by their Mothers,” The 
Telegraph, December 2, 2014, http://www.
telegraph.co.uk/news/newstopics/howabout-
that/11269613/Two-women-give-birth-with-
wombs-donated-by-their-mothers.html.

2  Mats Bränström et al., “Livebirth [sic]after Uterus 
Transplantation,” The Lancet published elec-
tronically October 6, 2014, doi:10.1016/S0140-
6736(14)61728-1. 

3  Ibid.
4  Lili Elbe is said to have died after a uterus 

transplant in 1931, due to organ rejection, 
but her case in not reported in the literature. 
she was born einar mogens Wegener, and 
underwent five surgeries to remove male sex 
organs and transplant ovaries and a uterus. hbs 
International, “Nicole Kidman as the World’s 
First Reported Woman with Surgically Corrected 
Harry Benjamin Syndrome,” SHB Europe, http://
www.shb-info.org/kidmanelbe.html. Elbe is said 
to have had Harry Benjamin Syndrome, a con-
tested transsexual disorder. See, e.g., Daniel Sch-
weimier, “Argentine Boy Sex Change Approved,” 
BBC News, September 26, 2007, http://news.bbc.
co.uk/2/hi/americas/7013579.stm. 

5  Wafa Fageeh et al., “Transplantation of the 
human uterus,” International Journal of Gynecol-
ogy and Obstetrics. 76, no. 3 (2002): 245-251. 
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http://www.telegraph.co.uk/news/newstopics/howaboutthat/11269613/Two-women-give-birth-with-wombs-donated-by-their-mothers.html
http://www.telegraph.co.uk/news/newstopics/howaboutthat/11269613/Two-women-give-birth-with-wombs-donated-by-their-mothers.html
http://www.telegraph.co.uk/news/newstopics/howaboutthat/11269613/Two-women-give-birth-with-wombs-donated-by-their-mothers.html
http://www.telegraph.co.uk/news/newstopics/howaboutthat/11269613/Two-women-give-birth-with-wombs-donated-by-their-mothers.html
http://www.shb-info.org/kidmanelbe.html
http://www.shb-info.org/kidmanelbe.html
http://news.bbc.co.uk/2/hi/americas/7013579.stm
http://news.bbc.co.uk/2/hi/americas/7013579.stm
http://www.ncbi.nlm.nih.gov/pubmed?term=Fageeh%20W%5BAuthor%5D&cauthor=true&cauthor_uid=11880127
http://www.ncbi.nlm.nih.gov/pubmed/11880127
http://www.ncbi.nlm.nih.gov/pubmed/11880127
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6  Bränström et al., “Livebirth after Uterus Trans-
plantation”; Tara Brady, “Woman Who Fell Preg-
nant after Undergoing World’s First Successful 
Womb Transplant Has Lost Her IVF Baby,” Daily 
Mail, May 15, 2013, http://www.dailymail.co.uk/
health/article-2324950/Woman-22-underwent-
worlds-successful-womb-transplant-loses-IVF-
baby.html. 

7  Ash Hanafy et al., “Uterine Transplantation: One 
Human Case Followed by a Decade of Experi-
mental research in animal models,” Australian & 
New Zealand Journal of Obstetrics and Gynaecol-
ogy 51, no. 3 (2011): 199-203.

8  Liza Johannesson et al., “Uterus Transplantation 
in a Non-Human Primate: Long-Term Follow-
up after autologous Transplantation,” Human 
Reproduction 27, no. 6 (2012): 1641, doi: 10.1093/
humrep/des093.

9  Hanafy et al., “Uterine Transplantation,” 202.
10  Johannesson et al., “Uterus Transplantation in a 

Non-Human Primate,” 1640-1648. 
11  Iori Kisu et al., “Uterine Transplantation in 

Primates: A Mini-Review of the Literature,” Trans-
plantation Proceedings 46, no. 4 (May 2014): 
1212-1216. 
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Top bioeThics neWs sTories: sepTember – 
NOVEMBER 2014
BY HEATHER ZEIGER, MS, MA
research analysT

“Next-Generation Stem Cells Cleared 
for Human Trial” by David Cyranoski, 
Nature, September 10, 2014

A Japanese patient with a debilitat-
ing eye disease is about to become 
the first person to be treated with 
induced pluripotent stem cells, which 
have generated enthusiastic expecta-
tions and earned their inventor a 
Nobel Prize. A health-ministry com-
mittee has vetted researchers’ safety 
tests and cleared the team to begin 
the experimental procedure. (http://
tinyurl.com/lzzrtg9)

The RIKEN Center for Developmental 
Biology in Kobe, Japan conducted 
the first human clinical trial using 
induced pluripotent stem cells from the 
patient’s skin. Researchers hope that 
the procedure will prove safe and halt 
the progression of age-related macular 
degeneration. This study follows on the 
heels of recent studies using human 
embryonic stem cells for retinal diseases. 
If this procedure proves to be safe, this 
may open the door for more clinical 
trials in other nations.

“White House Takes Aim at Antibiotic 
Resistance” by Sara Reardon, Nature, 
September 18, 2014

US President Barack Obama ordered 
new steps on 18 September to combat 
the spread of antibiotic-resistant 
bacteria. It is a deadly problem: 
according to the US Centers for Dis-
ease Control and Prevention (CDC), 
antibiotic-resistant infections kill at 
least 23,000 people and sicken 2 mil-
lion each year. (http://tinyurl.com/
plqe72r)

“Beyond Antibiotics: A New Weapon 
against Superbugs Shows Promise” by 
Ariana Eunjung Cha, Washington Post, 
November 6, 2014

Scientists from a Dutch biotech 
company called Micreos reported 
Wednesday at a conference on anti-
biotics alternatives that a new type 
of treatment had been effective at 
curing five out of six patients whose 
skin had been infected with MRSA 
or methicillin-resistant staphylococ-
cus aureus—one of the scariest bugs 
around because it appears to shrug 
off even the most powerful antibiot-
ics available. (http://tinyurl.com/
pq5ozk4)

Antibiotic-resistant diseases have 
become a national health priority as 
President Obama called for action steps 
to find a solution. One potential solution, 
presented at a conference in November, 
is to use enzymes that can degrade the 
bacteria’s cell membrane. These enzymes 
can target the specific bacteria causing 
the disease, and have been successful in 
limited clinical trials.

“CDC: Ebola Confirmed in Dallas 
Patient” by Janet St. James and Josh 
Davis, WFAA, September 30, 2014

A patient in a Dallas hospital was 
confirmed Tuesday to have the deadly 
Ebola virus, the Centers for Disease 
Control said Tuesday. Within hours, 
a team of CDC investigators arrived 
in North Texas to begin working on 
the first-ever case of this strain of the 
Ebola virus confirmed in the U.S. 
(http://tinyurl.com/n5wdm3o)

“Death of Thomas Eric Duncan in 
Dallas Fuels Alarm over Ebola” by 
Manny Fernandez and Dave Phillips, 
New York Times, October 8, 2014

For Louise Troh, word of the death 
of her fiancé, Thomas Eric Duncan, 
unfolded Wednesday as everything 
else has since he was found to have 
Ebola—at a distance. (http://tinyurl.
com/l3krrf9)

October marked when Ebola was no 
longer a public health crisis an ocean 
away. Although some medical personnel 
were transported back to the U.S. for 
treatment, the first patient diagnosed 
with Ebola in the U.S. was confirmed in 
Dallas on September 30. On October 8, 
Thomas Eric Duncan died from Ebola. 
Two nurses who cared for him were 
diagnosed with the virus. Many question 
whether the CDC provided accurate 
information to one of the nurses who 
flew to Cleveland with a slight fever. 
There was also controversy over whether 
Texas Health Presbyterian followed 
proper protocols. Both nurses survived 
as did the New York patient. All Dallas 
personnel who were quarantined, 
including Thomas Duncan’s family, did 
not contract Ebola. 

“Woman Has Baby after Womb 
Transplant in World First (Update)” 
by Richard Ingham, Medical Xpress, 
October 4, 2014

A 36-year-old Swede has become the 
world’s first woman to give birth after 
receiving a womb transplant, doctors 
said Saturday, describing the event as 
a breakthrough for infertile women. 
(http://tinyurl.com/oscr9xm)

A woman, who was born without a 
uterus, received a uterus transplant that 
was donated to her from a 61-year-old 
woman and close family friend. Because 
she had functioning ovaries, she was 
able to conceive a baby through IVF, 
who was born prematurely at thirty-one 
weeks. While this woman’s transplant 
and subsequent pregnancy were 
successful, some of the other women 
in the trial were not. Prior attempts to 
conceive using a donated uterus ended 
in miscarriage.
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“Terminally Ill 29-Year-Old Woman: 
Why I’m Choosing to Die on My Own 
Terms” by Nicole Weisensee Egan, 
People, October 6, 2014

For the past 29 years, Brittany May-
nard has lived a fearless life—running 
half marathons, traveling through 
Southeast Asia for a year and even 
climbing Mount Kilimanjaro. So, it’s 
no surprise she is facing her death 
the same way. On Monday, Maynard 
will launch an online video cam-
paign with the nonprofit Compas-
sion & Choices, an end-of-life choice 
advocacy organization, to fight for 
expanding Death with Dignity laws 
nationwide. And on Nov. 1, Maynard, 
who in April was given six months to 
live, intends to end her own life with 
medication prescribed to her by her 
doctor—and she wants to make it 
clear it is NOT suicide. (http://tinyurl.
com/lrcjb3t)

Brittany Maynard’s decision to end her 
life by taking doctor-prescribed fatal 
medication caused a national debate 
on whether physician-assisted suicide 
is ethical and whether it should be 
legal. On October 31, Brittany seemed 
unsure regarding the November 1 date 
saying that “now is not the right time.” 
However, on November 3, the media 
announced that Brittany passed away 
through physician-assisted suicide. 

“Scientists Coax Human Embryonic 
Stem Cells into Making Insulin” by 
Rob Stein, NPR, October 9, 2014

A team of Harvard scientists said 
Thursday that they had finally found 
a way to turn human embryonic stem 
cells into cells that produce insulin. 
The long-sought advance could even-
tually lead to new ways to help mil-
lions of people with diabetes. (http://
tinyurl.com/q7pmn4f)

“Stem Cells Seem Safe in Treating Eye 
Disease” by Antonio Regalado, MIT 
Technology Review, October 14, 2014

But today, a Massachusetts biotech 
firm reported results from the largest, 
and longest, human test of a treat-
ment based on embryonic stem cells, 

saying it appears safe and may have 
partly restored vision to patients 
going blind from degenerative dis-
eases. (http://tinyurl.com/n9auc33)

Embryonic stem cells made headlines 
as Harvard successfully cured mice 
of diabetes and Advance Cell, a 
Massachusetts stem cell company, 
demonstrated the safety of embryonic 
stem cells in human clinical trials for 
retinal disease. Embryonic stem cells 
raise many ethical questions regarding 
their source because, unlike induced 
pluripotent stem cells which are 
derived from adult cells, each embryo is 
destroyed in the process of obtaining its 
embryonic stem cells.

“Perk Up: Facebook and Apple Now 
Pay for Women to Freeze Eggs” by 
Danielle Friedman, NBC NEWS, 
October 14, 2014

Two Silicon Valley giants now offer 
women a game-changing perk: Apple 
and Facebook will pay for employ-
ees to freeze their eggs. Facebook 
recently began covering egg freez-
ing, and Apple will start in January, 
spokespeople for the companies told 
NBC News. The firms appear to be 
the first major employers to offer this 
coverage for non-medical reasons.  
(http://tinyurl.com/qgctc8j)

As part of an incentive package to bring 
more women into the tech industry, 
Apple and Facebook now offer female 
employees compensation for the cost 
of freezing their eggs. Bioethicists 
question whether this will encourage 
women to delay having children until 
it is a good time for their career. Many 
commentators have noted that this 
seems to further contribute to the 
challenge of balancing career and family 
life by encouraging what remains a 
somewhat experimental procedure as 
a solution, and does not acknowledge 
that the procedure itself comes with 
some potential health risks. Several 
bioethicists also cautioned that even if 
a woman has her eggs frozen at a young 
age, there is no guarantee that it will 

lead to a successful pregnancy, especially 
since IVF has a significant failure rate.

“Vegetative Patients Show Glimmers of 
Consciousness” by Smitha Mundasad, 
BBC, October 16, 2014

Scientists have uncovered hidden 
signatures in the brains of people in 
vegetative states that suggest they 
may have a glimmer of conscious-
ness. Doctors normally consider 
these patients—who have severe 
brain injuries—to be unaware of the 
world around them although they 
appear awake. (http://tinyurl.com/
lzu4656)

Patients diagnosed as being in a 
persistent vegetative state are considered 
unconscious. However, new studies 
reveal that some people deemed to be in 
a vegetative state may actually be aware 
after all. Bioethicists disagree as to how a 
person in PVS should be treated because 
they are considered unconscious. If they 
are actually aware, this may change 
the patient’s legal standing, and for 
some bioethicists, this also changes 
the doctors’ and caregivers’ moral 
obligations. 

“10 Women Die after Botched Surgery 
at Sterilization ‘Camp’” by Jatindra 
Dash, Scientific American, November 11, 
2014

Ten women died and 14 were in 
a serious condition after botched 
operations at a government mass ster-
ilization ‘camp’ in the central Indian 
state of Chhattisgarh, officials said on 
Tuesday. (http://tinyurl.com/kc3vefr)

In a case of clinical negligence, possible 
pharmaceutical fraud and government 
coercion, several women have died or 
become ill after attending a “sterilization 
camp” in which a doctor performed 
tubal ligation procedures. Investigators 
believe that the antibiotics used in the 
procedure from Mahawar Pharma were 
contaminated. They are also looking 
into whether the women were coerced 
into having the surgery so that health 
workers could meet sterilization quotas.
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updates & activities

staFF
paige cunningham, Jd
• in october, was interviewed on “karl 

and June Mornings” on Moody Radio 
(Chicago) about the first womb-
transplant baby.

• On October 6, Paige introduced and 
moderated a panel presentation 
on “end of life: ethical concerns, 
religious perspectives, and civil 
Law,” sponsored by the Chicago Bar 
association.

• in october, paige was a panelist 
in a roundtable conversation that 
included the future of evangelicals 
and bioethics. panelists included d.a. 
Carson, Peter Cha, Timothy George, 
Bryan Lorritts, Tom Nelson, and Ed 
stetzer, moderator.

• in november, paige taught an adult 
class on reproductive ethics at The 
cornerstone church (arlington 
Heights, IL).

Jennifer mcvey, mdiv
• In November spoke (along with 

Paige) at the Trinity Society 
of Women on Perspectives on 
Childlessness: Viewing Life from the 
Journey of Others. 

michael sleasman, phd
• In early November his article “A 

Christian Physician: Combining 
conscience, Philanthropia, and call-
ing” co-authored with CBHD Fellow 
Gregory W. Rutecki, MD, was ac-
cepted for publication in the journal 
Christian Bioethics.

• in late october was interviewed 
for the 100th episode of the Bring 
to Mind podcast, a production of 
Moody Radio’s Midday Connection. 
The episode aired in early November 
exploring the Christian life of the 
mind, updates in bioethics, and chris-
tian engagement with technology. 
The episode is available at:  
http://tinyurl.com/kvy76pc. 

• in october represented cbhd at the 
annual meeting of the american 
Society for Bioethics and Humanities 
in san diego

HEATHER ZEIGER, MS, MA
• Published “Dying to Feel Good: 

Modern Self-Realization & the 
Painkiller Addiction Epidemic” in the 
Winter 2014 issue of Salvo magazine.

For those interested in knowing what books and articles the Center staff have been reading and 
thought worth highlighting. 

On the Bookshelf:
schuurman, egbert. Faith and Hope in Technology. (Clements, 2003).
spaeman, robert. Love and the Dignity of Human Life: On Nature and Natural Law. (eerdmans, 

2012).
Tupasela, aaro, ed. Consumer Medicine (Nordic Council of Ministers, 2010).
Verbeek, Peter-Paul. Moralizing Technology: Understanding and Designing the Morality of 

Things. (University of Chicago Press, 2011).
Wright, christopher J.h. Old Testament Ethics for the People of God. (InterVarsity Press, 2004).
Zoll, Miriam. Cracked Open: Liberty, Fertility, and the Pursuit of High Tech Babies: A Memoir. 

(Interlink Publishing Group, 2013).

articles of note:
Schrag, Zachary. “How Talking Became Human Subjects Research: The Federal Regulation of 

the Social Sciences, 1965-1991.” The Journal of Policy History 21, no. 1 (2009): 3-37.
Scott, Kirstin, and Ashish Jha. “Putting Quality on the Global Health Agenda.” New England 

Journal of Medicine 371, no. 1 (2014): 3-5.
Singh, Prabhjot, and Dave Chokshi. “Community Health Workers – A Local Solution to a 

global problem.” New England Journal of Medicine 369, no. 10 (2013): 894-896.
spellberg, brad, John bartlett, and david gilbert. “The future of antibiotics and resistance.” 

New England Journal of Medicine 368, no. 4 (2013): 299-302.
Storey, Benjamin. “Tocqueville on Technology.” The New Atlantis 40 (Fall 2013): 48-71.

On thE cBhD BOOkshElF 

hER DignitY nEtWORk  
CBHD completed the Network’s first campaign 
in October, which focused on reducing maternal 
mortality, with the fourth in a series of webinars 
exploring various aspects of this important 
issue in global women’s health. The October 8th 
webinar featured a presentation by Dr. Monique 
Chireau on “Evidence-Based Best Practices 
to Address Maternal Mortality.” Videos of 
the webinars are being released through the 
Network’s website: www.HerDignity.net.

OnlinE REsOURcEs
Everyday Bioethics Audio Commentary  - Over the 
past year, all of the past episodes of the Everyday 
Bioethics Audio Commentary have been made 
available through the Center’s translational 
website: www.everydaybioethics.org. The EB 
Audio Commentary features three-minute 
discussions by Paige that originally aired on 
Moody Radio. 

The Christian BioWiki - A number of 
denominational and institutional statements on 
bioethical issues have been added or updated by 
our Fall interns Rebecca Garcia and Ben Parks. 
We encourage you to visit the website at  
www.christianbiowiki.org and join us in 
building this unique resource.

nEW cBhD staFF
CBHD welcomed several new part-time staff over 
the summer and early fall.

Jenna Perrine – Office Assistant 
R. Daniel Dake, MA – Research Assistant

MEDia REsOURcEs
CBHD.org on  
Twitter: @bioethicscenter

Bioethics.com on  
Twitter: @bioethicsdotcom

The Bioethics Podcast at  
thebioethicspodcast.com

Facebook Page at   
facebook.com/bioethicscenter

Linked-In Group at linkd.in/thecbhd

YouTube at  
youtube.com/bioethicscenter

The Christian BioWiki 
christianbiowiki.org

cOMing sOOn: annual reporT
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