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Between political posturing and pharmaceutical proc-
lamations, the specter of mandatory human papil-
lomavirus (HPV) vaccination has once again been 

raised, appearing in medical journals as well. Political pundits 
promote it to procure votes while pharmaceutical companies 
do so for dollars (with the new double-edged sword of vaccina-
tions for both young males and females). While it is commonly 
believed that the unsuccessful attempt to mandate the HPV 
vaccination in Texas was linked !nancially to interests within 
the pharmaceutical industry, the governor proclaimed in 
political debates that his move was a response to an emotional 
appeal from a victim of cervical cancer. In the midst of whirl-
ing political rhetoric, how is the lay public to properly assess 
this issue without being sucked into the spinning vortex?  

"ere are about forty di#erent types of human papillomavirus 
that infect the genital mucosa, of which approximately twenty 
are considered oncogenic. "e !rst quadrivalent HPV vaccine 
was licensed for use in 2006, but not widely utilized until 2007 
when the imprudent move was made to mandate the vaccina-
tion for public school students, a move that lacked the empiri-
cal foundation to withstand critical opposition. "is vaccine 
covered HPV types 6, 11, 16, and 18—two non-oncogenic and 
two oncogenic viral types. A second bivalent vaccine entered 
the market in 2009, covering only the oncogenic types 16 and 
18. "e vaccines have been preferentially targeted for use in 
9 to 11 year-old females (with the vaccination o#ered up to 
age 26), but in 2010 the Advisory Committee on Immuniza-
tion Practices (ACIP) of the CDC stated that the vaccination 
may be administered to 9 to 26 year-old males as well. Both 
vaccines have proven to be highly e#ective in preventing 
infection-related conditions due to the covered HPV types. 
"e e$cacy rate for the prevention of vulvo-vaginal and 
cervical dysplasia in girls receiving the quadrivalent vaccine 
was nearly 100%, while that for the bivalent vaccine was 93%. 
Correspondingly, the vaccine was 89% e#ective in preventing 
genital warts and 75% e#ective in preventing anal dysplasia in 
boys who received the quadrivalent vaccine.1 Both have proven 
to be relatively safe with only minor adverse e#ects noted, 

most commonly headache, fever, pain at the injection site, and 
syncope. 

Yet despite the media blitz, voluntary vaccination rates have 
only reached 32% of potential candidates,2 a fact that has 
concerned regulatory agencies and fueled the appeal for man-
datory HPV vaccination.3 In fact, it may also have provided 
the impetus for recommendations to extend vaccination to 
young boys. According to the CDC, female-only vaccination 
is the most cost-e#ective strategy for reducing the burden on 
HPV-related conditions since females bear a disproportionate 
burden of the infection; but “when the female vaccination rate 
drops below 80%, the vaccination of males might be cost-e#ec-
tive” (italics mine).4 Increasing the vaccination rates of females, 
however, is preferred to the additional vaccination of males.5 
But this raises a crucial question: does the e#ectiveness and 
safety of the vaccine warrant a mandate? 

One common argument for mandatory HPV vaccination 
made by private individuals6 as well as the government7 is that 
it is analogous to “other mandatory adolescent vaccinations,”8 
but such a claim makes a category mistake. "ere is a distinct 
di#erence between communicable diseases, which are airborne 
and pose an immediate risk of transmission through casual 
contact, and sexually transmitted diseases which require 
intimate contact. Historically, vaccinations for communicable 
diseases were made compulsory to protect the health of school 
children, for children cannot attend school without the risk of 
inadvertently acquiring a communicable disease; the same is 
not true of sexually transmitted diseases. Moreover, sexually 
transmitted diseases can be prevented by responsible behav-
iors; not so with communicable diseases, many of which are 
most infectious before they are fully manifest. 

A second argument for mandatory HPV vaccination concerns 
the public health threat posed by HPV infections and HPV-
related cancers. Indeed, HPV is the most common sexually 
transmitted disease in the United States with a prevalence of 
35% among those aged 14-19 years and an overall prevalence 
rate of 23%.9  Yet cervical cancer is diagnosed in approximately 
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BY PAIGE COMSTOCK CUNNINGHAM, JD
E XECUTIVE DIREC TOR

Do you know this person? “Well, we’ve met by email,” or “I know her 
voice from phone conversations.” I just returned from meetings in 
Washington DC, where this scene played out several times. Commu-

nications technology allowed us to exchange information and discover mutual interests, but I could 
not say that I knew the person until meeting face to face.

In a small way, this illustrates the power of digital technologies. On the plus side, they connect us with 
people we otherwise could not meet, such as the researcher in Australia I only know through a Skype 
video call. On the negative side, these technologies have the power to dis-connect us from people, by 
creating virtual relationships with nameless strangers, whether on Words with Friends or Facebook. 
When I occasionally drop in to Facebook, I notice posts from people I do not even recognize. (How 
did they “friend” me?)  If I met them in person, no name would come to mind. What aspect of friend-
ship could I attribute to these “Facebook friends”?

Perhaps there is nothing new to be said about these cyber-relationships. Yet, I continue to be troubled 
by the potentially de-humanizing e# ects of digital technologies. Digital communication, ostensibly a 
means of bringing people together, can also divide us. Physical presence, by itself, does not ensure that 
our attention is engaged. Video screens are mesmerizing, even the tiny ones on our mobile phones. 
Our devices insistently demand our attention, with pings, ringtones, and vibrations that alert us, 
enticing us to glance, even when driving. " e temptation and the pressure to be always “on,” always 
connected, is unrelenting. Sherry Turkle observes the corrosive impact on families: “teenagers com-
plain that parents don’t look up from their phones at dinner and that they bring their phones to school 
sporting events.”1 

Digital technologies may encourage us to create personas or alter egos, or at least to present a carefully 
groomed picture of who we are. Ooh, I’m reading a trendy book; I should post that. It even a# ects our 
language and how we refer to our self. When you hear, “Hi, this is Paige, I’m sorry I couldn’t take your 
call . . . .” you know it is not me, but a digital recording made some time ago. 

With voicemail and Facebook, Picasa and Vimeo, texts and Tweets, are we scattering bits of ourselves 
around the digital universe, while losing our sense of true identity? As we become more adept at, 
and more dependent upon, online communication, and digital representations of our selves, we risk 
becoming less comfortable in being with people “in person.” Student a# airs sta#  have noticed the 
growing phenomenon of undergrads who only communicate by texting, reluctant to use cell phones, 
let alone join a face-to-face conversation. While technology extends the reach of relationships with 
people we have already met (what a blessing to email missionaries thousands of miles away!), it cannot 
substitute for a handshake or a hug. " us my concern that digital technology tends to dis-incarnate.

" e immediacy of face-to-face encounters with other human beings stands in visible contrast to the 
disembodied prototypes envisioned by the transhumanist goal of uploading one’s brain onto a com-
puter or other substrate. " e transhumanist “self” becomes a digitized identity, dis-integrated from 
the physical body. We may sco#  at the transhumanist futuristic scenario, not realizing that we, too, 
inhabit more and more of the digital, online world. 

Yes, the technological imperative is inexorable. We cannot return to the analog, pre-digital era. How 
then do we live whole, integrated lives, discerning the bene! ts of technology and resisting its traps? We 
have a resource unavailable to digital avatars: wisdom. I believe we must actively, purposefully pursue 
God’s purposes for our life and health. Wisdom does no t show up, uninvited. It requires the generative 
ground of thought, time, and silence. In that “de-technologized” encounter, we can learn more deeply 
and more fully what it means to % ourish as human people created by a loving, incarnate God.

1 Sherry Turkle. Alone Together: Why We Expect More from Technology and Less from Each Other. (New york: Basic Books, 2011), 164. 
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Editors: "e CBHD sta# welcomes your comments and critical engage-
ment with the articles we publish here in Dignitas. While each article is 
rigorously reviewed for quality, we desire them to initiate broader dialogue 
and collegial engagement. Sometimes an author may be o#ering an update 
on a given issue, highlighting new developments in a !eld, or raising sug-
gestions for areas of additional inquiry. Other times, authors may argue for 
a particular perspective or approach that invites response or even disagree-
ment. We are !rmly committed to the value of interdisciplinary dialogue 
done in a critical, but charitable manner. If you desire to o#er a critical 
response to a recent article, please send us a note to get feedback and guide-
lines for submitting pieces at msleasman@cbhd.org. 

THINKING THEOLOGICALLY ABOUT BIOE THICS 

TO THE EDITOR: I would like to commend Dr. Hans Madueme and 
Dignitas for an outstanding article (Volume 18:3, Fall 2011). Dr. Madueme 
provides a thoughtful analysis and critique of bioethics from an Evangeli-
cal Christian Perspective. I believe that he correctly identi!ed three topics 
where "e Center for Bioethics & Human Dignity can play an important 
role in creating a much needed dialogue within the Christian community. 
"ese areas are: 1) "e role of common grace and natural law as Christians 
engage the world on bioethical issues, 2) How sin a#ects our intellectual 
lives (both believers and non-believers), i.e., the “noetics e#ects of sin,” and 
3) A structured re%ection of Christian doctrine and bioethics surrounding 
beginning-of-life issues such as abortion and embryonic stem cell research.

"e notion of common grace is of value to the Christian bioethicist 
because it informs the Christian that God places within the non-believer a 
knowing of wrong doing, even if their thinking and behavior has been cor-
rupted by sin. Without this understanding the Christian bioethicist is no 
di#erent from any philosopher who via natural law relies solely on reason-
ing to analyze human behavior in order to deduce rules of moral behavior. 
However, the Christian is called to appropriately align his or her reasoning 
with biblical truth as revealed through the Holy Spirit. Likewise a Chris-
tian bioethicist should re%ect on how sin a#ects his or her own thinking, 
as well as that of a non-believer. Such a process would be highly instructive 
and insightful for the engaged Christian bioethicist. Yet, the basis for all 
dialogue on ethical issues is the con!dence that Christian bioethics has in 
the God-ordained truths of the natural universe (Romans 2:14-15).

Finally, I believe that Dr. Madueme identi!es the need for a detailed, well-
structured position surrounding the life issues of abortion and embryonic 
stem cell research. Such a position should be re%ective of a Holy Spirit-led 
understanding of Scripture and an accurate understanding of modern 
developmental biology. It is my experience that within the Christian 
community both are not at the spiritual, scriptural, or intellectual level of 
understanding that they should be. I hope that Dr. Madueme’s article and 
CBHD will stimulate and possibly lead such an undertaking.

ARNOLD G. HYNDMAN, PHD
PROFESSOR , CELL BIOLOGY & NEUROSCIENCE

DIREC TOR , ORGANIZ ATIONAL LE ADERSHIP PROGR AM
RUTGERS UNIVERSIT Y
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12,000 women each year and accounts for approximately 
4,000 deaths per year (an incidence of 2.4/100,000 in 2007 
compared to 40.2 for lung cancer, 23.4 for breast cancer, and 
14.5 for colorectal cancer).10 Anal and penile cancers, for which 
HPV is a causal agent, are considered rare and are diagnosed 
in about 2,500 and 800 individuals respectively each year.11 
And about 25-35% of oropharyngeal cancers are attributable 
to HPV infections accounting for another 7,400 cases yearly.12 
While for any individual, a diagnosis of cancer is a signi!cant 
event, from a public health perspective, these numbers do not 
justify categorizing HPV as a major public health threat and 
invalidate this argument for mandating the vaccine. 

Both vaccines cover HPV-16 and -18, two oncogenic viral 
types that account for 70% of cervical cancers worldwide. 
However, statistics from the National Health and Nutri-
tion Examination Survey (NHANES) have revealed that the 
prevalence of these viruses among U.S. women is low. HPV 
types 6, 11, 16, and 18 were detected in only 3.4% of female 
participants, HPV-6 in 1.3%, HPV-11 in 0.1%, HPV-16 in 
1.5%, and HPV-18 in 0.8%.13 Hence, while these viral types are 
important worldwide, they are not the primary etiologic fac-
tor for cervical cancer among U.S. women.14 Moreover, while 
the vaccines have proven to be e#ective in preventing HPV 

infection with these viruses, to date, there is no evidence from 
clinical trials demonstrating that vaccination actually prevents 
invasive cervical cancer, despite the claims of the government 
and media to that e#ect.

Another crucial fact rarely mentioned in discussions of these 
vaccines is the transient nature of the viruses, especially 
among adolescents. "e average duration of infection is eight 
months with spontaneous resolution of non-oncogenic viruses 
occurring in nearly 100% of infected individuals within one 
year.15 When oncogenic viral infections are considered, 70%  
resolve spontaneously within one year and 91% will resolve 
within two years.16 Even most HPV-16 infections are undetect-
able two years a&er initial exposure.17 Resolution of the viral 
infections also entails the resolution of any virally-induced 
conditions. "is transience is a relatively new discovery that 
has signi!cantly altered the management of pap smears and 
cervical abnormalities with new guidelines established by the 
American College of Obstetricians and Gynecologists in 2009. 
Failure to take transience into consideration in discussions of 
HPV vaccination ignores essential evidence required for the 
decision-making process, information that weighs against 
mandatory vaccination. Moreover, when such facts are elimi-
nated from consent, as they frequently are, informed consent 

MANDATE, CONTINUED FROM PAGE 1
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fails to be informed. 

"e fact that many public health organizations have endorsed 
HPV vaccination for young women is o&en used to argue for 
mandatory vaccination, but endorsement does not necessitate 
a mandate. Such reasoning is otherwise referred to as the “fact-
value” fallacy: the fact of endorsement does not make vaccina-
tion obligatory or mandatory; many other 
factors deserve consideration, not the least 
of which is cost. Historically, this is the 
most costly vaccine developed for use by 
the general public; the cost of the vaccine 
to the patient, including costs of admin-
istration, is approximately $525 for three 
doses. Yet it is a cost which many would 
like to add to our bloated and una#ord-
able compendium of essential healthcare 
items. 

"e fundamental issue surrounding the 
mandate of the HPV vaccine, therefore, is 
distributive justice in healthcare. Given that these vaccines 
cover only two of the twenty or more oncogenic viruses infect-
ing the genital tract, which in turn account for only approxi-
mately 2% of all oncogenic viral infections in the U.S., the 
pap smear (not to mention abstinence) is a more cost-e#ective 
means of preventing cervical cancer than vaccination. When 
there are millions of people without healthcare in the United 
States, can we really a#ord to vaccinate all of our adolescents 
in order to possibly prevent 2,800 deaths (that 70% related to 

HPV-16 and -18) 40 years from now?  

A mandate is not an innocuous undertaking: it constitutes 
a violation of autonomy and informed consent. While such 
violations may be allowed in circumstances in which there is 
a signi!cant threat to public health, the evidence surrounding 
HPV infections neither warrants nor justi!es such a mandate. 

It seems rather curious that the promoters of women’s repro-
ductive rights (including their right to privacy with regard to 
sexuality and reproduction) now propose to invoke govern-
mental mandates to regulate one aspect of those rights. Such 
a mandate would shi& paternalism—so loudly decried—from 
the physician to the state. Why would anyone then consider a 
mandate? While purely speculative, there can be little doubt 
that mandatory vaccination of U.S. young women would serve 
to subsidize its use in developing countries where pap smears 
are not available, where HPV-16 and -18 are more prevalent, 

“A mandate is not an innocuous undertaking: it constitutes 
a violation of autonomy and informed consent. 

While such violations may be allowed in circumstances in 
which there is a signi"cant threat to public health, 
the evidence surrounding HPV infections neither 

warrants nor justi"es such a mandate. ”

MANDATE, CONTINUED ON PAGE 9

CONFERENCE COURSE INFORMATION

CBHD o#ers a number of courses around our summer conference, Reclaiming Dignity in 
a Culture of Commodi"cation.  Here we are highlighting courses that may be of particular 
interest to the readers of Dignitas. For more information on these courses, please visit our 
conference website www.cbhd.org/conf2012
 
EthIcS cOMMIttEES aNd cONSULtaNtS INStItUtE | JULy 9-12
Directed by: Robert Orr, MD, Co-taught with Lisa Anderson-Shaw, DrPH, MA, MSN
"is course is intended for individuals who are involved in, or interested in becoming involved in, ethics commit-
tees and ethics consultations within various healthcare settings. 

cONtEMPORaRy ISSUES IN ENd-Of-LIfE SEMINaR | JULy 16-18 
Directed by: Ryan Nash, MD, MA
"is course will engage the essential ethics issues involved in the growing !elds of end-of-life care and palliative 
care. Clinical cases and medical knowledge will be explored. 

BIOEthIcS IN fILM, fIctION, aNd aRt SEMINaR  |  JULy 16-18
Directed by: Christina Bieber Lake, PhD 
!is class will examine the variety of ways that narratives are being employed to frame bioethical issues, 
particularly in the area of human enhancement technologies.
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communities of influence

PAUL RAMSEY AND PRECONCEPTIVE EUGENICS
BY CALUM MACKELLAR, PHD
CBHD FELLOW

In his surprisingly prescient book entitled Fabricated Man: 
!e Ethics of Genetic Control, the U.S. bioethicist Paul 
Ramsey demonstrates in 1970 an exceptional premoni-

tion of things to come. "is includes developments in new 
reproductive procedures, such as human cloning, and other 
proposals such as those promoting a post-human future. On 
the topic of eugenics,1 furthermore, Ramsey advances his views 
of possible developments though some of them may be more 
than a bit controversial. Indeed, he indicates that not all forms 
of eugenics should be seen as ethically problematic. Some may 
even be considered as acceptable. "is is especially the case 
with preconceptive eugenics whereby an action takes place 
before an embryo is created in order to only have a healthy 
child.2 Ramsey indicates that

If the fact-situation disclosed by the science of genetics can prove 
that a given person cannot be the progenitor of healthy individu-
als (or at least not unduly defective individuals) in the next genera-
tions, then such a person’s “right to have children” becomes his 
duty not to do so, or to have fewer children than he might want.3

For Ramsey, therefore, if a couple or a person cannot have a 
child free of any serious genetic disorder, then they should not 
even conceive such a child. Ramsey continues: “it ought never 
to be believed that everyone has an unquali!ed right to have 
children . . . . Instead, pro-creation is the service of human 
beings to come, and the ordinary right to have children could 
readily become in given instances the duty not to do so.”4 

But should a preconceptive decision not to have a certain kind 
of child be seen as an acceptable form of eugenics? 

"e British philosopher Derek Par!t gives the example of 
a woman who is told that if she stops taking the pill and 
conceives immediately, her child would have a serious dis-
order. On the other hand, if she waits another three months 
to conceive, the causes for the disorder in the child would 
have receded and she could have a healthy child. Par!t then 
concludes, “It seems clear that it would be wrong for this . . . 
woman, by not waiting, to deliberately have a handicapped 
rather than a normal child.” 

However, he then develops his statement by noting that, in 
fact, a di#erent child would be born a&er the period of three 

months. "e !rst child would have been born with a disability 
and the second one, who would be a completely di#erent child 
from the !rst, would have been born healthy.5 In this regard, is 
it not a case of making a child healthier but making a eugenic 
decision between two di#erent possible children with di#erent 
biological characteristics? 

So can the decision of the woman be considered as an ethi-
cal one? Would this not also be a form of eugenics? Would 
the couple not be saying that they only want a certain kind 
of child? "is is a question that has divided members of the 
Scottish Council on Human Bioethics (SCHB) for a number 
of years (and still divides them). On one side, there are those 
who believe that if an embryo is not destroyed and a possibility 
exists of having a healthy child, then having a child by precon-
ceptive eugenics cannot be considered as ethically problematic. 
A&er all, most couples want to have a healthy child and any 
preconceptive action avoiding the birth of a disabled child can 
only be seen as positive.

On the other side, however, are those who believe that the dig-
nity and value of persons are completely independent of their 
biological status. In short, this second group from the SCHB 
questions whether the woman should even make a choice 
between the two children if she has already made a decision 
to have a child. "is is because both children have the same 
inherent dignity, worth, and value whether they are healthy or 
not. "is second view in the SCHB is less common in bioethi-
cal literature and the following discussion will, therefore, 
concentrate on its development. 

To begin with, it recognises, of course, that in some circum-
stances, the decision by a couple not to have a child may be 
unrelated to eugenic considerations. For example, a couple 
might believe that they would be inadequate parents, for rea-
sons such as age, !nances, or societal support. In this case, the 
decision is not based on selection between children or possible 
future children. Had the parents decided to have a child, they 
would have been prepared to have any child without a choice 
being made concerning the child’s biological characteristics.

In contrast, if prospective parents decide to have a child but 
subsequently change their minds solely out of concern for 
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the likely biological quality of the child, then a signi!cantly 
di#erent situation arises that may be considered as eugenic. 
"is kind of about-turn could happen in several ways, and the 
following examples may clarify the similarities between the 
di#erent decision stages:

1. Prospective parents may decide to bring a child into exis-
tence but then relinquish a child into adoption because of the 
child’s disability.

2. Prospective adoptive parents may decide to adopt a child 
but then reject the one being proposed by the adoption agency 
because he or she has a disability. 

3. Prospective parents may decide to have their own child but 
then change their minds because they were informed of the 
perceived risk that he or she would have a disorder.

In each of these three cases the ethi-
cal components are similar in that an 
initial decision was taken each time by 
the parents, but was eventually retracted 
because of eugenic considerations 
related to the biological quality of their 
prospective child.  

A similar case would exist if parents 
!rst decide to create a child and then 
choose (in a subsequent decision) to 
take speci!c drugs (or undertake any 
other measures) to in%uence the biological 
quality of their child (before he or she is conceived). Indeed, 
this second decision can also be considered as having eugenic 
aspects. It would be about making a choice between what kind 
of child the parents prefer since the children who would be 
born with or without the use of drugs (or any other speci!c 
actions) would be di#erent. 

Parents, of course, have a responsibility to be healthy for their 
own sake and this may mean behaving in a certain way such 
as taking certain medicinal drugs or dietary supplements. 
Because of this, parents who seek to live in a healthy and 
responsible manner may have a positive direct in%uence on the 
health of the prospective child. A woman who stops smoking 
before becoming pregnant is doing so as much for herself as for 
the possible future child. It is a kind of double-e#ect. However, 
if a woman behaves in a speci!c manner before conception 
with the sole purpose of having a certain kind of child then the 
situation may be seen as eugenic. 

Of course in all these previous examples, the eugenic deci-
sion is perfectly understandable and defensible if the basis of 
all ethical evaluation in society is reduced to the avoidance or 
diminution of su#ering. But where there is a deeper meaning 
to life, even in the face of su#ering, then such decisions may 
become questionable. "is happens when all human life is 
recognized as having an inherent and equal dignity or worth 

no matter how much happiness or su#ering is experienced.

Obviously, in certain, cases, it may be di$cult for the couple, 
once they have decided to have a child, to subsequently !nd 
ways of having a child without having to make a choice among 
di#erent possible future children based on biological qual-
ity. Indeed, if parents want to bypass eugenic considerations 
relating to the kinds of children they believe should exist they 
should not seek to prefer the possible future disabled child 
over another possible future healthy child or the reverse. "is 
means that parents may need to seriously examine the basis of 
their value systems before even deciding to have a child. 

For the perspective of this second SCHB position, no human 

life should ever be considered as a ‘life unworthy of life’, a ‘life 
that should not exist’ or a ‘less longed-for life.’ Every human 
life should, ideally, be equally welcomed and positively antici-
pated. From this viewpoint, Ramsey’s proposal to prevent par-
ents having the most disabled children may portray a valuation 
between human lives that is di$cult to accept.

{Editor’s Note:  As highlighted in the Fall 2011 issue of Dig-
nitas, CBHD’s Spring 2011 Consultation of the Academy of 
Fellows dedicated part of the program to re%ecting on Paul 
Ramsey’s Fabricated Man. Dr. MacKellar’s essay is a further 
development of comments he circulated at the Consultation.}

1   The concept of eugenics may be de"ned as strategies or decisions aimed at 
e#ecting, in a manner which is considered to be positive, the genetic heri-
tage of a child, a community or humanity in general. See Calum MacKellar 
and Christopher Bechtel, The New Eugenics, Berghahn Books, forthcoming.

2    This is a eugenic issue that has recently resurfaced in the UK with the Human 
Genetics Commission’s report entitled Increasing Options, Information 
Choice: A Report on Preconception Genetic Testing and Screening, april 2011, 
http://www.hgc.gov.uk/Uploaddocs/docPub/document/Increasing%20
options,%20informing%20choice%20-%20final.pdf.

3  Paul Ramsey, Fabricated Man: The Ethics of Genetic Control (New Haven, CT: 
yale University Press, 1970), 35.

4  Ibid. 97. this eugenic proposal is repeated, again and again, throughout 
Paul Ramsey’s book on pages 57, 59, 97, and 118.

5  d. Parfit, “Rights, Interests and Possible People,” in Moral Problems in Medi-
cine, ed. S. Gorovitz et al (Englewood cliffs, NJ: Prentice hall, 1976), 369 - 75.

 “Indeed, if parents want to bypass eugenic considerations 
relating to the kinds of children they believe should exist they 

should not seek to prefer the possible future disabled child 
over another possible future healthy child or the reverse. !is 
means that parents may need to seriously examine the basis 

of their value systems before even deciding to have a child.”
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Disasters have devastating e# ects. Recent examples like 
Japan in 2011, the 2010 earthquake in Haiti, Hur-
ricane Katrina in 2005, and the 2004 Indian Ocean 

tsunami reveal the extensive damage and human su# ering 
caused by disasters. " e number of natural disasters is increas-
ing steadily, with 2010 being the deadliest year in decades: 373 
natural disasters killed 300,000 people, impacted 200 million 
more people, and cost over $100 billion in damages.1 Largely 
due to the Japanese earthquake, 2011 was the costliest year 
on record, with damages estimated between $350 and $380 
billion.2 " e frequency of disasters is expected to increase. 
One assessment found that climate-related disasters (which 
make up 98% of all disasters) will impact 375 million people 
annually by 2015, a 50% increase on recent averages.3 Little 
wonder that disaster preparedness and disaster risk reduction 
are top priorities for many governments and international 
organizations. 

Disasters involve complex issues of global inequalities and our 
responsibilities towards our fellow humans. " ey also raise 
challenging ethical issues. Decisions made at high levels by 
governments and on the ground by individuals have ethical 
components. As a result, ‘disaster bioethics’ is a developing 
! eld of interest. Even the decision to classify an event as a 
‘natural disaster’ has ethical implications. Public responses 
to natural events are more positive than to those caused by 
humans, especially those involving con% ict and violence. 
Stories and images of disaster survivors are used in public 
appeals for aid. But do these convey respect for the dignity of 
the survivors? " e notion that disaster survivors sit around 
stunned, waiting for outside help, is a myth based on some of 
these images. In reality, most survivors are rescued by those 
closest to the disaster.4 " e choice of image re% ects concern for 
the ethical values projected directly or indirectly, intended or 
unintended.

When medical teams respond to disasters, they face serious 
ethical challenges. Triage decisions are commonplace, which 
some feel inadequately prepared to address. " e best treatment 
may be unclear, especially when short-term bene! ts (such as 
with amputation) may lead to long-term challenges. Doctors 
and nurses may feel powerless as patients are prioritized based 
on status or wealth, not medical need. Ethical compromises 
may be insisted on by the ‘head o$  ce’ in an attempt to retain 
permission to stay in a region. Military medical units some-
times treat civilian casualties, but then transfer them to local 
hospitals when severely injured soldiers arrive. In one case, a 
doctor watched as a young girl on a ventilator was transferred 
to a local hospital that had no ventilators. “He knew she would 
be dead within minutes. But there was no other choice.”5

Such ethical dilemmas deeply impact healthcare professionals. 
One doctor working in the a& ermath of a major earthquake 
became physically and emotionally exhausted because he 
“constantly was ! nding himself troubled by moral and ethical 
dilemmas.”6 A& erwards he was overwhelmed with guilt that 
he had not done enough to help people. A qualitative study of 
twenty Canadian-trained healthcare professionals who had 
volunteered in disaster settings identi! ed four general types of 
ethical challenges experienced:

• Resource scarcity and decisions over allocating those 
resources

• Social injustice, arising from inequalities, exploitive indus-
tries, or violence

• Frustration with aid agency policies or agendas

• Healthcare professionals’ roles and interactions.7

While some of these arise in high-income settings, they are 
intensi! ed by the degree of scarcity, the extent of need, lack 
of familiarity with cultural, social and professional norms, 

DISASTER BIOETHICS
DÓNAL P. O’MATHÚNA, PHD, 
CHAIR OF THE ACADEMY OF FELLOWS



9

and poorly de!ned roles. Sending organizations seldom have 
specialized ethics training for !eld workers, but rely on them 
using their professionalism and standard codes of ethics.8

"e variety and complexity of ethical issues in disasters is 
great. To help in disaster planning, evidence from disaster 
research is being generated. As with any human subjects 
research, ethical issues are involved. In fact this is where I 
began to engage with disaster bioethics, having been asked to 
write an article on disaster research ethics.9 "is led to a fund-
ing application to organize a symposium on disaster bioethics. 
With the support of CBHD and others, the Brocher Founda-
tion funded a symposium at their conference center in Geneva, 
Switzerland (www.Brocher.ch). An edited volume from this 
symposium will be published in 2012.10 A network of scholars 
and international humanitarian organizations developed from 
this symposium. We have submitted an application to the EU 
COST program which funds conferences and workshops in 
Europe on innovative research topics (www.cost.eu). If funded, 
this project aims to improve ethical decision-making during 
disasters by understanding the ethical dilemmas encountered 
in disasters and developing training materials and resources to 
assist policy makers, humanitarian organizations, healthcare 
professionals, and researchers involved with disasters. 

For further information, see www.DisasterBioethics.com.

1 United Nations International Strategy for Disaster Reduction, “Killer Year 
Caps Deadly Decade - Reducing Disaster Impact Is ‘Critical’ Says Top UN 
disaster Official,” United Nations, http://www.unisdr.org/archive/17613 
(accessed March 27, 2012).

2 United Nations International Strategy for Disaster Reduction, “Heavy Disas-
ter Losses for Insurance companies in 2011,” United Nations, http://www.
unisdr.org/archive/24588 (accessed March 27, 2012).

3 Oxfam International, “Forecasting the Numbers of People A#ected Annually 
by Natural disasters up to 2015,” Oxfam International, http://www.oxfam.
org/sites/www.oxfam.org/files/forecasting-disasters-2015.pdf (accessed 
March 27, 2012).

4 claire Magone, Michael Neuman, and fabrice Weissman eds., Humanitarian 
Negotiations Revealed: The MSF Experience (London: hurst & company, 2011).

5 Jim Ritchie, “When Every turn is toward death,” Today’s Christian Doctor 42 
(2011): 14-17.

6 M. S. Bilal, M. h. Rana, S. Rahim & S. ali, “Psychological trauma in a Relief 
Worker – A Case Report from Earthquake-Struck Areas of North Pakistan,” 
Prehospital and Disaster Medicine 22 (2007): 458-461.

7  L. Schwartz, et al, “Ethics in humanitarian aid Work: Learning from the 
Narratives of Humanitarian Health Workers,” AJOB Primary Research 1, no. 3 
(2010): 45-54.

8 Ibid.
9 dónal P. O’Mathúna, “conducting Research in the aftermath of disasters: 

Ethical Considerations,” Journal of Evidence-Based Medicine 3, no. 2 (May 
2010): 65-75.

10 dónal P. O’Mathúna, Bert Gordijn & Mike clarke eds., Disaster Bioethics: 
Normative Issues When Nothing is Normal (dordrecht: Springer, forthcoming). 

and consequently where the vaccine has far greater e$cacy but 
is una#ordable. 

"ese comments should not be taken as a dismissal of the 
value of the vaccine, but only of the political move to man-
date its administration. "e development of the vaccine is a 
great bene!t for third world countries with limited diagnostic 
resources and it holds the promise of serving as a catalyst for 
development of a comprehensive vaccine that will prevent all 
HPV infections. But until that time its e#ectiveness will neces-
sarily be limited. 

Ultimately, arguments in favor of state or federal mandates 
for HPV vaccination lack empirical warrant. "ere are indeed 
con!rmed bene!ts of HPV vaccination, but issues of low prev-
alence, cost, and distributive justice weigh powerfully against a 
mandate. Some have claimed that healthcare policy should be 
driven by science, but because medicine is a moral endeavor, 
healthcare policy must be driven by more than science: ethics 
are absolutely essential. "e fact that we can do something 
does not necessarily mean that we should or must. Further-
more, human knowledge, by nature, is always transient, fal-
lible, and incomplete, as is our science. History, even the recent 
history of medicine, is evidence that the science of today is the 
error of tomorrow. Political knowledge is no less fallible. It is 
therefore time to return healthcare decisions to their rightful 
owners: patients in consultation with their physicians.   

1 Centers for Disease Control and Prevention, “HPV Information for Clinicians,” 
http://www.cdc.gov/std/HPV/STDFact-HPV-vaccine-hcp.htm (accessed April 
30, 2012).

2  Centers for Disease Control and Prevention, “National Survey Shows HPV 
Vaccine Rates Trail Other Teen Vaccines,” http://www.cdc.gov/media/
releases/2011/p0825_hpv_vaccine.html (accessed april 30, 2012).

3 Lawrence O. Gostin, “Mandatory HPV Vaccination and the Political Debate,” 
The Journal of the American Medical Association 306, no.15 (October 19, 2011), 
1699-1700.

4 centers for disease control and Prevention, “fda Licensure of Quadriva-
lent human Papilloma Virus Vaccine (hPV4, Gardasil) for Use in Males and 
Guidance from the advisory committee on Immunization Practices (acIP),” 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5920a5.htm (accessed 
april 30, 2012).

5 Ibid.
6 Gostin, “Mandatory hPV Vaccination,” 1700.
7 centers for disease control and Prevention, “2011 Recommendations for 

Immunization for children from ages 7 through 18 years Old,” http://www.
cdc.gov/vaccines/who/teens/downloads/parent-version-schedule-7-18yrs.
pdf (accessed december 7, 2011).

8  Gostin, “Mandatory hPV Vaccination,” 1699.
9 centers for disease control and Prevention, “2009 Sexually transmitted 

Disease Surveillance: Other Sexually Transmitted Diseases,” http://www.cdc.
gov/std/stats09/other.htm#hPV (accessed december 7, 2011).

10  centers for disease control and Prevention, “cancer Statistics,” http://www.
cdc.gov/features/dscancerStatistics/ (accessed January 25, 2012).

11  Centers for Disease Control and Prevention, “HPV-Associated Head and 
Neck (Oral cavity and Oropharyngeal) cancer Rates by Race and Ethnicity,” 
http://www.cdc.gov/cancer/hpv/statistics/headneck.htm (accessed Decem-
ber 7, 2011).

12  Centers for Disease Control and Prevention, “HPV-Associated Anal Cancer 
Rates by Race and Ethnicity,” http://www.cdc.gov/cancer/hpv/statistics/anal.
htm (accessed december 7, 2011).

13  centers for disease control and Prevention, “2009 Sexually transmitted 
Disease Surveillance: Other Sexually Transmitted Diseases,” http://www.cdc.
gov/std/stats09/other.htm#hPV (accessed december 7, 2011).

14  Eileen f. dunne and others, “Prevalence of hPV Infection among females in 
the United States,” The Journal of the American Medical Association 297, no. 8 
(2007), http://jama.ama-assn.org/content/297/8/813.full.

15  centers for disease control and Prevention, “Sexually transmitted diseases 
(Stds): hPV Information for clinicians – fact Sheet,” http://www.cdc.gov/
std/hPV/Stdfact-hPV-vaccine-hcp.htm(accessed april 30, 2012).

16  Ibid.
17  Ibid. 
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news update

tOP BIOEthIcS StORIES: JaNUaRy - MaRch 2012 
EDITION
BY APRIL PONTO, MA, RESEARCH ASSISTANT

1.  “Correction: Stem Cell Research on 
Donor Eggs O&en Not Disclosed” by 
Frederik Joelving, Reuters, January 3, 
2012.

Of the 66 clinics that sent in a consent 
form and said they used excess embryos 
for research, just 20 told women about 
that. And only three of 38 clinics 
that used some embryos for stem cell 
research in particular disclosed that to 
donors. (http://tinyurl.com/8ayle2w)

A new study tracking informed con-
sent among women who donated their 
eggs to U.S. IVF clinics in order to 
help infertile couples, shows that some 
women were not noti!ed that their 
eggs may be used for research instead, 
including controversial embryo stem 
cell research. At this time, there 
exist no federal laws governing egg 
donation, consent, or compensation. 
Some theorize, however, that women 
would be indi#erent even if they were 
informed of the potential for their 
embryos to be used for research.

2.  “Selective Abortions Prompt Call 
for Ultrasound Rules” by CBC News, 
January 16, 2012.

A fetus’s gender should not be revealed 
until a&er 30 weeks of pregnancy, says 
an editorial in the Canadian Medical 
Journal. "is change in procedure for a 
fetal ultrasound, where the sex is usually 
disclosed to parents at 20 weeks, would 
help prevent female feticide, says Rajen-
dra Kale, editor-in-chief of the CMAJ. 
(http://tinyurl.com/6r8hj8f)

To reduce gender selective abortions 
in Canada a doctor has proposed that 
the sex of a child in the womb not be 
disclosed to parents until a&er the 
thirtieth week of pregnancy when the 
number of doctors willing to perform 
an abortion diminishes. "ough the 

practice of sex-selective abortion is not 
widespread in Canada, instances are 
higher among immigrants and families 
wanting to balance the gender of the 
children in their family.

3.  “Brain Support Cells From Umbili-
cal Cord Stem Cells” Medical News 
Today, January 19, 2012.

For the !rst time ever, stem cells from 
umbilical cords have been converted 
into other types of cells, which may 
eventually lead to new treatment options 
for spinal cord injuries and multiple 
sclerosis, among other nervous system 
diseases. (http://tinyurl.com/6ohe6sb) 

For the !rst time umbilical cord stem 
cells have been successfully trans-
formed into di#erent types of cells. 
"is research advancement avoids the 
ethical concerns surrounding embry-
onic stem cell use and may open the 
door for treating people with various 
nervous system conditions.  

4.  “HPV Vaccine for Boys Urged By 
CDC” by Carrie Gann, ABC News, 
February 3, 2012.

All 11- and 12-year-old boys should be 
vaccinated against the human papillo-
mavirus, according to new vaccination 
guidelines from the U.S. Centers for 
Disease Control and Prevention. "e 
guidelines serve as the o$cial recom-
mendation of the conclusions of a CDC 
advisory panel vote in October that 
boys should be routinely vaccinated for 
HPV, which has been recommended 
since 2006 for girls of the same age with 
the aim of preventing cervical cancer. 
(http://tinyurl.com/bvo7e4f)

"e FDA has issued new guidelines 
for administering the HPV vaccine 
stating that boys aged eleven to twelve 
years should receive the shots. "is 
announcement comes on the heels of 
research showing that men were three 

times as likely to have oral HPV as 
opposed to women. Opponents argue 
against making this vaccine mandatory 
based on charges that it is a “lifestyle” 
vaccine, while others argue it is too 
expensive for the nation’s healthcare 
system. Proponents see the vaccine 
as highly e#ective in the !ght against 
HPV as well as the prevention of cervi-
cal cancer and other speci!c forms of 
cancers.  

5.  “Catholic Bishops Group Denounces 
Contraception Compromise, Says 
‘Raises Serious Moral Concern’” by 
CNN Wire Sta#, CNN, February 11, 
2012.

"e U.S. Conference of Catholic Bishops 
denounced President Barack Obama’s 
compromise over whether to require 
religiously a$liated institutions to pro-
vide contraception to female employees, 
saying the proposal raises “serious 
moral concerns,” according to a state-
ment posted on its website late Friday. 
(http://tinyurl.com/78nvn3d)

"e U.S. Conference of Catholic 
Bishops has rejected President Obama’s 
compromise to the Health and Human 
Services mandate which would require 
universities and medical institutions 
and other organizations with religious 
ties to o#er contraception in their 
health insurance plans to women 
regardless of conscience concerns. 
"e compromise requires insurance 
organizations to o#er contraceptive 
coverage directly to women working in 
such organizations. "e U.S. Confer-
ence of Catholic Bishops issued a state-
ment calling this “needless government 
intrusion in the internal governance of 
religious institutions.” 

6.  “Doctors’ Radical Plan to Tackle 
Organ Shortage” by Denis Campbell, 



news update

11

news update

!e Guardian, February 12, 2012.
Patients could be kept alive solely so they 
can become organ donors, hearts could 
be retrieved from newborn babies for 
the !rst time, and body parts could be 
taken from high-risk donors as part of an 
urgent medical and ethical revolution to 
ease Britain’s chronic shortage of organs, 
doctors’ leaders say. (http://tinyurl.
com/83v4ypk)

In a new, controversial move, Britain has 
begun placing patients near death on 
ventilators in order to harvest organs. 
"is has revived the debate over medical 
professionals intervening in the lives of 
patients with organ failure. Doctors have 
expressed concern about this method 
believing it to be pushing the boundaries 
of medical ethics. Other doctors see this 
as a way to deal with the organ shortage 
the country faces.  

7.  “Killing Babies No Di#erent from 
Abortion, Experts Say” by Stephen 
Adams, !e Telegraph, February 29, 
2012.

Parents should be allowed to have their 
newborn babies killed because they are 
“morally irrelevant” and ending their 
lives is no di#erent to abortion, a group of 
medical ethicists linked to Oxford Uni-
versity has argued. "e article, published 
in the Journal of Medical Ethics, says 
newborn babies are not “actual persons” 
and do not have a “moral right to life.” 
"e academics also argue that parents 
should be able to have their baby killed if 
it turns out to be disabled when it is born. 
(http://tinyurl.com/785pc36)

Researchers feel that a newborn baby 
has many of the same characteristics as 
a fetus, a “potential person”; therefore, 
the baby is not entitled to the same 
rights and privileges as that of an “actual 
person.” "e journal article has sparked 
wide controversy and instigated dia-
logue between pro-life and pro-choice 
groups.

8.  “Obama Defunds ‘Snow%ake Babies’” 
by Cheryl Wetzstein, !e Washington 
Times, March 4, 2012.

"e federal government’s only program 

aimed at preventing the discarding of 
“extra” frozen human embryos is itself in 
danger of being discarded. In a move that 
pro-lifers are calling more evidence of the 
Obama administration’s “pro-abortion 
slant,” the White House has sought to 
defund the Embryo Adoption Aware-
ness Campaign in its !scal 2013 budget. 
(http://tinyurl.com/8ywwomj)

"e Obama administration has pro-
posed cutting the only government 
program supporting embryo adoption. 
Congressional appropriations com-
mittees will make the !nal decision 
as to whether these cuts will go into 
e#ect. Critics of this controversial move 
criticize the willingness of the admin-
istration to cut two million dollars for 
adoption which attempts to deal with 
the surplus of frozen embryos in an ethi-
cal manner, while at the same time seek-
ing to maintain the one million dollars a 
day appropriated to Planned Parenthood 
which has come under investigation for 
a number of ethics violations. Supporters 
of the decision argue that the informa-
tion campaign for embryo adoption has 
been e#ective and hope the money will 
be reallocated for more “urgent repro-
ductive-heath concerns.”

9.  “Scientists Use Arti!cial Womb for 
Research into Embryos” by Stephen 
Harris, !e Engineer, March 5, 2012.

Scientists at Nottingham University 
have developed an arti!cial womb to aid 
research into how early embryos develop. 
"e new device is e#ectively a so& 
polymer bowl that mimics the tissue of a 
mammal’s uterus in order to grow mouse 
embryos outside the body for long enough 
to observe the embryo developing in the 
vital !rst eight days of life. (http://tinyurl.
com/csdzpbv)

Scientists believe that the arti!cial 
womb will allow them to unravel the 
mystery of early fetal development. "is 
knowledge could lead to treatments for 
diseases that are otherwise untreatable. 
While the bene!ts appear promising, the 
broad ethical implications of this new 
development have largely gone unevalu-
ated and unquestioned.  

10.  “Parents Get $2.9M in Down Syn-
drome Girl ‘Wrongful Birth’ Suit” by 
Olivia Katrandjian, ABC News, March 
10, 2012.

"e parents of a four-year-old Oregon girl 
with Down syndrome were awarded $2.9 
million a&er doctors misdiagnosed their 
daughter as not having the condition 
during a prenatal screening. Ariel and 
Deborah Levy of Portland, Ore., !led a 
“wrongful birth” lawsuit against Legacy 
Health System, claiming that they would 
have terminated the pregnancy had they 
known they would have a special-needs 
child. (http://tinyurl.com/7g2dbyw)

Parents in Oregon have won a settlement 
for the wrongful birth of their Down 
Syndrome child. "e couple believed 
the doctors to have been negligent in 
the diagnosis of their child. "ey plan to 
use the money for the child’s care and 
upbringing. 

VISITING 
SCHOLAR 
OPPORTUNITIES:
Visiting Scholar 

Opportunities:$The Center 

is pleased to host scholars 

and professionals in any of 

the disciplines encompassed 

by bioethics who are on 

sabbatical or research leave 

from their respective employer. 

Visiting Scholars are provided 

research space and access 

to CBHD’s study center 

resources. Availability for these 

opportunities is limited and 

are o#ered on a "rst-come 

basis. To inquire about these 

opportunities, please contact us 

at!info@cbhd.org.$



updates & activities

STAFF
PAIGE CUNNINGHAM, JD
• Authored “Baby Barcodes: On Tracking 

Eggs and Embryos” for the Spring 2012 
issue of Salvo magazine. The article inau-
gurated a new column for Salvo entitled 
BioHazards: Dispatches on Bioethics.

• Spoke on “The Workplace and Brain Boost-
ers” at a monthly gathering with " fty Chris-
tian executives sponsored by Joe Slawek, 
Founder, President, and CEO of FONA In-
ternational. 

MICHAEL SLEASMAN, PHD
• Facilitated a series of roundtable discus-

sions on theological bioethics with stu-
dents and CBHD sta#  throughout the fall 
and spring semesters. Participants dis-
cussed Oliver O’Donovan’s, Resurrection 
and the Moral Order and Ellen Charry’s, God 
and the Art of Happiness. 

JENNIFER MCVEY, MDIV
• Jennifer McVey, our Event and Educa-

tion Manager, spoke at First Presbyterian 
Church of Evanston on ethics in reproduc-
tive technologies. Jennifer shared christian 
perspectives and " elded numerous ques-
tions from the attentive group of women.

• Jennifer traveled to Washington DC in 
February and attended the American As-
sociation of Pro-Life Obstetricians and Gy-
necologists Winter Educational Meeting. 
She also held strategic meetings with or-
ganizations for the global women’s health 
intiative.

HANS MADUEME, MD, PHD %CAND.&
• Accepted a position as Assistant Professor 

of Theological Studies at Covenant College 
in Georgia and will begin in the Fall. 

RESEARCH LIBRARY UPDATE

ARTICLES OF NOTE:         For those interested in knowing what books and articles the   
                        Center sta"  have  been reading

• Hudson, Kathy. “Genomics, Health Care, and Society.” New England Journal of Medicine 365(11): 1033-
1041.

• Klein, Renate. “Surrogacy in Australia: New Legal Developments.” Bioethics Research Notes 23(2): 23-26.
• Levine, Aaron. “Self-Regulation, Compensation, and the Ethical Recruitment of Oocyte Donors.” Hast-

ings Center Report 40(2): 25-36.
• Quill, Timothy, and Robert Holloway. “Time-Limited Trials Near the End of Life” ! e Journal of the 

American Medical Association 306(13): 1483-1484.
• Pike, Gregory. “What Really Is Eugenics?” Bioethics Research Notes 22(4): 47-53.
• Sandhaus, Robert. “Gene " erapy Meets Stem Cells.” New England Journal of Medicine 366(6): 567-569 .
• Strong, Carson. “How Should Risks and Bene! ts Be Balanced in Research Involving Pregnant Women 

and Fetuses?” IRB: Ethics & Human Research 33(6): 1-5. 
• Ten Have, Henk, Christophe Dikenou, and Dafna Feinholz. “Assisting Countries in Establishing Na-

tional Bioethics Committees: UNESCO’s Assisting Bioethics Committees Project.” Cambridge Quarterly 
of Healthcare Ethics 20(3): 380-388.

• White, Douglas, and Robert Arnold. “" e Evolution of Advance Directives” ! e Journal of the Ameri-
can Medical Association 306(13): 1485-1486.

• Zinberg, Joel. “When Patients Call, Will Physicians Respond?” ! e Journal of the American Medical 
Association 305(19): 2011-2012.

ON THE CBHD BOOKSHELF 

CBHD completed a digital catalog of all 
books in our main library, as well as those 
acquired for the Pellegrino Special Collec-
tion. In addition to the physical organization 
of the holdings, the digital catalog is main-
tained through the bibliographic so& ware 
Zotero facilitating library sharing, topical 
search features, and citation information 
(including the ability to export footnotes, 
endnotes, and bibliographies) for all Center 
resources. Links to Holdings: 

GENERAL HOLDINGS 

(http://tinyurl.com/CBHDLibrary) 

PELLEGRINO SPECIAL COLLECTION 

(http://tinyurl.com/PellegrinoLibrary)
EVENTS

• CBHD sponsored and facilitated a closed-door consultation that was held  at the Heritage 
Foundation in Washington, DC, on Friday, March 23rd that was a great success. A remark-
ably diverse group of organizational leaders participated in the event. The goal was to 
engage meaningful conversation about HER Dignity Network. Two organizations have 
expressed interest in becoming co-founders in the network, which is emerging out of the 
Center’s initiative in global women’s health. 

• CBHD also hosted a brie" ng for congressional sta#  on emerging issues in prenatal genetic 
diagnosis, featuring Jeanne Monahan and Dr. David Prentice from Family Research Council, 
and Nancy Mayer Whittington, founder of Isaiah’s Promise, a support for parents continu-
ing their pregnancy after a poor or fatal diagnosis. The speakers seamlessly integrated the 
science, policy, and personal narrative aspects of genetic discrimination. The event was 
well-attended and well-received. 

CBHD.org on 
Twitter: @bioethicscenter

Bioethics.com on 
Twitter: @bioethicsdotcom

! e Bioethics Podcast at 
thebioethicspodcast.com

Facebook Cause at causes.com/cbhd

Facebook Page at  
facebook.com/bioethicscenter

Linked-In Group at linkd.in/thecbhd

YouTube at 
youtube.com/bioethicscenter

" e Christian BioWiki
wiki.everydaybioethics.org

MEDIA RESOURCES

COMING SOON: 
UPDATE ON HER 
DIGNITY NETWORK


