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1Editorial

"e publication before you is the sec-
ond to last of our combined issues of 
Dignitas. With our Fall/Winter 2022 
issue, our publication cycle will be up 
to date, and we will return to quarterly 
issues. While more details will come 
in the Fall/Winter 2022 release, the 
2023 publication year will be marked 
by themed editions of Dignitas, the 
!rst of which will also o#er a peek 
into the topic of our 2023 annual 
conference, !e Christian Stake in 
Bioethics Revisited: Crucial Issues of 
Yesterday, Today, and Tomorrow. 
In the current issue, the articles 
explore everything from the integra-
tion of a religious worldview into the 
clinical ethics consultation space to 
palliative care in light of substance 
use disorders to a critique of the new 
ascetism against the backdrop of a 
Christian understanding of embodi-
ment. 
Jordan Mason, winner of the 2022 
CBHD Student Paper Competition, 
writes on the myth of secular space 

in the realm of clinical ethics consul-
tations. Refuting Janet Malek’s argu-
ment that clinical ethics consultants 
(CECs) should be devoid of religious 
in$uence in their consultive work, 
Mason opines that a secular perspec-
tive is merely another competing 
worldview in the current pluralistic 
landscape. She then evidences her 
argument through examination and 
refutation of !ve underlying assump-
tions of Malek’s position. 
First, Mason contests the notion that a 
CEC can achieve a neutrality bere% of 
personal religious values. Rather than 
religion being merely an intellectual 
system of beliefs and doctrines, she 
argues that it is an embodied practice 
that transforms the whole person, 
and that the hospital environment 
has its own kind of secular embodied 
liturgies that perform a similar func-
tion. Second, Mason contests Malek’s 
assertion that neutrality is possible 
for the CEC. While Malek seeks val-
ue neutrality, or a consultation envi-
ronment in which undue in$uence is 

not placed on the patient, she neglects 
the limitations placed on patient 
autonomy by a base set of bioethical 
principles that do not have consensus 
in the !eld. "us, Malek incorrectly 
assumes that the quasi-religious val-
ues of secularism do not place undue 
in$uence on a patient while a reli-
gious worldview does. 
"ird, Mason points out that 
assumed, standardized bioethical 
concepts are both historically and 
culturally grounded, laden with 
Western values. Fourth, even assum-
ing a generally shared Western worl-
dview, the consistency of consultation 
that Malek prioritizes is not achieved 
by a purely secular approach, as there 
remains disagreement on such things 
as the end goal of the work of the 
CEC. "ere is furthermore a great 
diversity of moral schools represent-
ed in the world of ethicists. "us, we 
must assume a diversity of recom-
mendations, even from secular CECs. 
Finally, refuting Malek’s assumed 
de!nition of “secular” as that which 
is a-religious, Mason agrees with 
James K. A. Smith that humans are 
essentially “liturgical” beings in that 
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we hold a variety of commitments, 
social and otherwise, that develop 
from ritual formation. "us, she ulti-
mately asserts that the best way to 
ensure the autonomy of the patient is 
to be aware of one’s own worldview, 
religious or “secular,” and to make 
a morally defensible argument that 
the patient can ultimately choose to 
adopt or reject. 
Adele Flaherty has composed an 
analysis of the ethical issues involved 
in palliative care (PC) for those with 
a substance use disorder (SUD). 
Focusing speci!cally on more stigma-
tized SUDs, her article explores PC 
in relation to those addicted to alco-
hol, opioids, and illicit substances. 
Exploring general hurdles to access-
ing PC services, she notes that those 
with an SUD share many of these 
same barriers. "en, diving into the 
particularities of PC for those with 
an SUD, she highlights the low per-
centage of SUD patients who access 
PC services along with the increasing 
number of those with such a disorder 
in the United States. 
Observing the discrepancies of care 
for older adults versus their young-
er counterparts, Flaherty suggests 
that ageism plays a part in the lack 
of PC access for those with an SUD. 
However, she asserts the main factor 
inhibiting PC access is the stigma 
involved with having a SUD, noting 
that the health conditions related to 
such a disorder are among the most 
stigmatized maladies. "is compli-
cates PC services, since forcing a 
patient into withdrawal during end-
of-life care puts a greater strain on his 
or her health; this is especially true 
when it comes to opioid use disorders 
and pain management. Not only does 
stigma have physical consequences, it 
can also result in patient self-stigma, 
causing one to lose a sense of self-ef-
!cacy and to gain a feeling of useless-
ness. "us, the author asserts that to 
deny PC care for those with an SUD 
betrays the principles of non-male!-
cence, bene!cence, and autonomy. 
A%er providing recommendations 
for increasing access to PC generally, 
including the initiation of a national 

PC policy and expanding research 
related to issues of PC, increasing 
both clinician skill and public aware-
ness, Flaherty turns to recommenda-
tions speci!c for those with an SUD. 
Since stigma is the main culprit to 
lack of care, her resolutions focus on 
various ways of mitigating stigma. 
One such way, as developed by the 
Health Stigma and Discrimination 
Network, is to eliminate the dis-
tinction between “stigmatized” and 
“stigmatizer,” allowing for a general 
discussion of the e#ects of stigmatiza-
tion and eliminating an “us vs. them” 
mentality. She also discusses the use 
of Chris Gastman’s concept of dig-
nity-enhancing care, focusing on the 
lived experience of the patient, which 
can only be ascertained through a 
communication-based care plan. 
Finally, public campaigns can help 
to decrease the stigma associated 
with SUDs not only in the health-
care system but within society as a 
whole. With the integration of such 
solutions, the follower of Christ can 
uphold the Christian value of dignity 
being a#orded to all, not only at the 
beginning of life but as it is carried 
through until the very end.
Todd Daly has penned an analysis of 
“the new asceticism,” a current bio-
hacking movement promoted by such 
in$uential !gures as Jack Dorsey, 
Valter Longo, and Dave Asprey. "e 
new ascetism is a crusade against the 
aging process, its followers going to 
extreme lengths to live longer than 
ever thought possible. "rough a 
strict regimen of such activities as 
fasting, meditation, ice baths, stem 
cell transplants, and trips to a hyper-
baric oxygen chamber, these !gures 
discipline the body into submission 
for their own pleasures and purposes, 
some even avoiding “encumbering” 
themselves with marriage and chil-
dren. 
In his article, Daly seeks to evalu-
ate the underlying assumptions of 
such a perspective in comparison 
to the Christian ascetic movement. 
Ultimately, his claim is that the 
new asceticism wages war against 
the Christian conception of body 

and soul and their relationship to 
one another. He asserts that while 
it might not seem at !rst obvious, 
the new ascetism has more in com-
mon with gnostic thought than it 
does with Christian ascetism. "is is 
because of the new ascetics’ negative 
view of the body, in which the nat-
ural limits of the aging process are 
viewed as “evil” and something to be 
overcome. Furthermore, it contains a 
$avor of elitism. As the secret gn#sis 
(knowledge) is available only to the 
most dedicated gnostic, so lessening 
the ravages of time is available only to 
those with the !nancial and circum-
stantial means to live such a radical 
lifestyle. 
Since war against the body is inher-
ent in this movement, Daly utilizes 
the work of Herve Juvin to examine 
why some within our society might 
pursue this new ascetic life. Applying 
Juvin’s conception of the “advent of 
the body,” Daly states that the rel-
ative comfort of the modern world 
has shi%ed the pull of asceticism 
from deprivation for the good of a 
higher cause, such as the discipline 
of the body for the necessities of the 
battle!eld, to a continued interest in 
“war” on the body, only now for the 
purposes of individual desire. In this, 
the morality of repression has been 
replaced with satisfaction, harkening 
to the modern perception that to be 
a “good person” means to get along 
well with oneself !rst and foremost. 
It also represents the overshadowing 
of the soul by the body, where the 
desires of the $esh have been given 
primacy and overtaken previous con-
ceptions of mind and intelligence. 
Daly highlights three of Juvin’s cri-
tiques of this “new longevity” perti-
nent to the Christian. First, the push 
for longevity has eradicated a sense of 
the eternal, with the body becoming 
an object owned, to be upgraded at 
will, for the purposes of serving the 
self in this limited life. Second, the 
movement is inherently Pelagian in 
that the perseverance of the will is all 
that is necessary to beat the body into 
self-satisfying submission. Finally, it 
is both voluntarist and nominalist, 
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prioritizing human will over any-
thing that might oppose it and deny-
ing the intentional ordering of the 
body, reducing the $esh to a mere 
lump of clay to be molded to one’s 
desires. 
Juvin’s “advent of the body” also 
proves useful for followers of Christ, 
those who ultimately must measure 
this new asceticism against the advent 
of God in the $esh. Since the In!nite 
chose !nitude, we too must welcome 
our state as embodied creatures, 

including the limitations this might 
entail. "e ancient ascetics used this 
advent of God as the motivation for 
their lifestyle, disciplining the body 
for the higher purpose of properly 
ordering the soul, rendering the soul 
in submission to God and the body 
in submission to the soul. "us, the 
voices of these desert fathers must 
exhort us to consider who we might 
become should we pursue the life of 
the new ascetics, considering !rst 
and foremost how we might be more 
transformed into the image of Christ.  

While continuing with our COVID 
timeline and general bioethics news 
stories, this issue also includes a 
special section on the Russian-
Ukrainian war, providing a timeline 
of news headlines that highlight the 
infringement of humanitarian laws 
by the Russian military and the bio-
ethical issues involved. In a world 
as complex as ours, bioethical issues 
may arise in sometimes unexpect-
ed places. May we be attentive to the 
needs of all those needing wisdom in 
relation to matters of life and health.
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Editor’s Note: An earlier version of this arti-
cle won CBHD’s 2022 student paper competi-
tion and was presented at the center’s annual 
conference. 

Some say it is possible, even necessary, to 
check our values at the door and remain 
neutral in clinical ethics consultation. For 
example, Janet Malek argues that clinical 
ethics consultants’ (CECs’) own religious 
worldview should never surface in their 
work: “Appeals to tenets of a CEC’s religious 
worldview, whether implicit or explicit, have 
no place in this consultation methodolo-
gy.”1 Allowing space for any values outside 
accepted standardized bioethical concepts 
(like those de!ned by Beauchamp and 
Childress),2 which are based on consensus 
in the !eld and assumed to be neutral with 
respect to worldview, “corrupts the consul-
tative process.”3 For Malek, compliance with 
standardized clinical ethics consultation 
methodology requires stepping outside of 
one’s own worldview into a no-man’s-land 
of supposed value-neutrality.

Malek’s argument is grounded in sever-
al unfounded assumptions: (1) a religious 
worldview can be set aside for the purpos-
es of clinical ethics consultation; (2) those 
without religious worldviews are neutral;4 
(3) standardized bioethical concepts are 
neutral with respect to worldview; (4) clin-
ical ethics consultation can be done without 
appeal to worldview, in what H. Tristram 
Engelhardt calls a “secular space”;5 and (5) 
there exists something like what Engelhardt 
calls a “secular space.”

I will argue that Malek’s value-neutral clin-
ical ethics consultation is not what it claims 
to be but is rather just operationalizing 
another competing worldview in our plural-
istic healthcare environment. I will further 
argue that value neutrality in clinical ethics 
consultation is not possible, and to pretend 
the secular space is value neutral actually 
smuggles a host of quasi-religious values 
into the consultation encounter. If true, then 
there is no secular space in the sense that 
Malek conceives of it, and in fact there is no 

secular space even as Engelhardt conceives 
of it. "is does not mean that clinical ethi-
cists should give into practices of coercion or 
that they should enforce their vision of good 
moral outcomes on others. Rather, it means 
that clinical ethicists should interrogate and 
articulate their ethical commitments with 
the full knowledge of the limits to enforcing 
them in the public realm. Although I believe 
Engelhardt is incorrect in his claim that 
secular space exists, he is right that there 
are limits to the enforcement of our moral 
vision on others in a cooperative enterprise. 
I conclude by exploring what those limits 
are and what strategies are acceptable for 
communicating divergent ethical beliefs 
between moral strangers who must decide 
on a course of action in the clinic. 

A Religious Worldview Cannot be Set 
Aside for a CEC

One of Malek’s unfounded assumptions is 
that it is possible for a CEC to set aside his 
or her religious worldview in the consulta-
tion process and thus to achieve neutrality. 
She writes: “An asymmetry exists where a 
consultant must be highly attuned to and 
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respectful of the religious worldviews of 
others but bracket his or her own worldview 
so that it plays little or no role in their con-
sulting work.”6 Her impulse is, I suspect, a 
concern that ethicists operating within their 
religious frameworks may overtly or covert-
ly enforce their ethical beliefs on those who 
do not share them. Given the value-laden 
nature of clinical ethics consultation and the 
high value we a#ord to patient autonomy, 
this is a serious concern and must be attend-
ed to. However, I believe Malek is incorrect 
in suggesting that the solution is for religious 
CECs to bracket their religious worldviews 
in consultation. 

"e !rst reason for this is that it is not possi-
ble for religious individuals to bracket their 
religious worldviews. In contrast to the way 
many nonreligious people view religion, 
religion is not primarily intellectual, and it 
does not consist primarily of beliefs, ideas, 
and doctrines that can be taken up or set 
aside in intellectual deliberation. In reality, 
religion is primarily a holistic, embodied 
practice that shapes the whole person as he 
or she performs it.7 As James K. A. Smith 
points out, faith is not (primarily) a set of 
dogmas and doctrines held in the mind, 
but necessarily involves an array of power-
ful, identity-forming, embodied practices 
(or liturgies) that articulate the meaning of 
human $ourishing and form us into cer-
tain kinds of people. Smith argues, along 
with other neo-orthodox theologians, that 
“secular” paradigms should not be allowed 
to de!ne religion, but religion should be 
allowed to de!ne itself on its own terms.8

If religion de!ned on its own terms is, at 
bottom, a set of embodied identity-form-
ing practices, might it be the case that there 
are other practices and institutions that 
have the same religious function yet are not 
considered “religious”? I argue, following 
Smith, that the powerful institution of the 
hospital, with its procedures, codes, pro-
cesses, and techniques, inherently contains 
“secular” liturgies that shape our attention 
to ultimate concerns. “Insofar as exclusive 
humanism has its liturgies, it remains reli-
gious,” says Smith.9 In this sense, “secular” 
space as Malek conceives of it does not exist; 
even the non-religious or a-religious space of 
procedural clinical ethics consultation is a 
religious space, because it contains liturgies 
that shape how its performers view ultimate 
reality.10 I will return to these ideas in a later 
section.

"is leads to another (related) reason why I 
do not believe the solution to Malek’s con-
cern is the bracketing of religious world-
views: it will not accomplish what she thinks 
it will, namely, neutrality. In Malek’s con-
ception, what is le% when a religious CEC 
brackets his or her worldview is a world-
view-neutral set of standard bioethics prin-
ciples that have, more or less, reached the 
level of professional consensus. I argue in 
the following sections that there is no pro-
fessional consensus on what we are doing 
when we engage in clinical ethics consulta-
tion, and standard procedural clinical ethics 
approaches are in fact hodge-podges of reli-
gious and quasi-religious worldviews. Still, 
since these procedural approaches all con-
tain normative guidelines and judgements, 
they should not be considered value-neu-
tral.11

!ose Without Religious Worldviews Are 
Not Worldview-Neutral

Malek’s desire for CECs to set aside their 
worldviews stems from the conviction 
that the principle of respect for autonomy 
requires ethicists to be neutral in order to 
permit patients or their families to make 
their own choices in accordance with what-
ever moral-metaphysical commitments they 
may possess, free from coercion or undue 
in$uence.12 "e idea is that CECs operating 
within a religious worldview exert undue 
in$uence on patients, a type of in$uence 
that inhibits the patient’s exercise of free 
choice. Once such CECs have set aside their 
religious worldview, however, they are free 
to engage in ethics consultation as a neu-
tral party. It seems, although she does not 
say directly, that Malek de!nes “neutral” as 
either value-free or those values that do not 
exert undue in$uence over a patient such 
that the exercise of free choice is limited. As 
Abram Brummett points out, though, even 
consultation based solely upon non-reli-
giously grounded bioethical values exerts 
some level of in$uence on patients.13 "e 
claim of moral-metaphysical neutrality 
inherent in Malek’s “procedural” approach 
is not absolute neutrality, but rather a neu-
trality within the limits established by appeal 
to mid-level moral-metaphysical-epistemo-
logical commitments that have acquired a 
(supposed) consensus in the !eld.14 Since 
these commitments limit the decisions that 
can be made by patients, sometimes drasti-
cally and against their will, even the proce-
dural approach amounts to what we might 

call a “quasi-religious” worldview complete 
with values and normative boundaries.15

So both religious and quasi-religious values 
in clinical ethics consultation exert in$uence 
on patient choice. "e operative question is 
whether it is undue in$uence presenting a 
barrier to the exercise of legitimate choice. 
Malek does not deal with this crux of the 
issue; instead, she seems to assume religious 
values always exert undue in$uence over 
patients, while standard bioethical values do 
not. 

Even if it were possible for CECs to bracket 
their own worldview and operate exclusive-
ly under a “secular” framework, they would 
not be neutral. "ey would be operational-
izing a whole set of quasi-religious values; in 
other words, they would be operating within 
another value-laden worldview. Malek gives 
no justi!cation for the claim that these “qua-
si-religious” values and normative bound-
aries represent an appropriate amount of 
in$uence on patients, whereas religious val-
ues represent undue in$uence. 

John Milbank, in his highly in$uential 
!eology and Social !eory, makes the case 
that “secular reason” is not what it claims to 
be—i.e., secular—but rather a heterodoxy of 
various belief systems, including paganism 
and nihilism.16 "is is not to be understood 
pejoratively, since for Milbank paganism, 
heresy, and nihilism are merely a stripped-
down version of the Christian message. 
He thus views them as containing valuable 
pieces of truth, but missing the core of the 
Christian gospel. Nonetheless, he argues 
convincingly that we must acknowledge the 
religious and quasi-religious undertones 
to secular reason. "ere is no view from 
nowhere. I will return to Milbank’s argu-
ment below.

Standardized Bioethical Concepts Are Not 
Worldview-Neutral

Malek writes that although a clinical eth-
ics consultant ought not in$uence a patient 
with his or her own religious values, he or 
she may in$uence the patient with non-reli-
gious arguments and values without undue 
imposition. "is is because “unlike prefer-
ences and commitments that grow out of 
an individual’s religious worldview, areas of 
bioethical consensus are derived from beliefs 
and values that are available to all people 
regardless of their religious a&liation.”17 But 
are there beliefs and values that are available 
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to “all people”? Standardized bioethics con-
cepts, such as Beauchamp’s and Childress’ 
tetrad of respect for autonomy, bene!cence, 
nonmale!cence, and justice, are not world-
view-neutral; they arise from particular cul-
tures and historical realities.18 "ey assume 
many Western democratic values such as 
individualism that would seem anathema 
to certain populations, deeply philosoph-
ical ideas about the purpose and nature of 
medicine and the role of the physician (e.g., 
to heal the body, reduce pain, tell the truth, 
and so on), and quasi-religious appeals to 
justice and equality that resonate with many 
religious traditions, but of course not all. It 
is true, of course, that values arising from 
deeply particular cultures, times, and plac-
es can be normatively taken up and applied 
in other contexts; however, they will not be 
fully coherent with the metaphysical foun-
dations of those contexts.

One need only to consider cultures in which 
one of these principles is devalued to realize 
the truth of this. Autonomy, for instance, is 
not of particular value in East Asian coun-
tries, where important decisions are more 
likely to be made by close family members 
than patients themselves. Many Asian fam-
ilies consider it a loving family obligation to 
withhold fatal diagnoses from their family 
members and take the responsibility of deci-
sion-making on themselves.19 "e roots of 
our Western standard bioethical concepts 
are obviously varied, but it is important to 
realize that all concepts grow out of world-
views, whether overtly religiously grounded 
or not. And these cultural worldviews are 
not any more universally applicable than the 
ones we think of as classically religious.

Engelhardt asserts that the very existence 
of CECs and the !eld of clinical ethics “pre-
supposes a rich set of local cultural expec-
tations,” and is the result of Enlightenment 
assumptions that a canonical morality, or 
at least a normative consensus, can be dis-
covered through rational argumentation.20 
Unfortunately, this has been proven not to 
be the case. Sound rational argument has 
not been able to establish normative agree-
ment across moral-metaphysical worldview 
boundaries, and it is not even clear why con-
sensus would count as morally normative.21

Malek disagrees, writing: “"e focus on 
secular reasoning . . . does not re$ect a pri-
oritization of that approach over religious 
reasoning but rather the need for shared 

concepts in a dialogue among individu-
als with di#ering worldviews.”22 While she 
recognizes that moral questions cannot be 
answered between strangers speaking dif-
ferent moral languages, she stops short of 
seeing the full scope of the problem. 

Engelhardt goes further in addressing this 
concern. Instead of merely arguing that 
moral deliberation requires a shared lan-
guage, he recognizes that a shared moral 
language requires a shared worldview. For 
Engelhardt, content-full moral deliberations 
can occur only between those who share a 
common moral-metaphysical worldview.23 
"ose who do not are “moral strangers” 
and cannot deliberate on moral problems 
because reason alone cannot o#er substan-
tive guidance. Whereas Malek sees standard 
bioethical concepts as a universally accessi-
ble common language, Engelhardt recogniz-
es this is not the case. When moral positions 
are argued via “secular” reasoning, all either 
beg the question, employ circular reasoning, 
or in!nitely regress.24 To be truly universally 
accessible, a moral position must complete-
ly divest itself of content; conversely, to hold 
content, a moral position must by nature 
be coherent only to those within its world-
view. "erefore, for Engelhardt, there can be 
no content-full secular ethics grounded in 
secular reason, even in medicine, and any 
attempt to ground a particular normative 
view in reason merely disguises a subjective 
measure as an objective tool.25

Dissensus on the Nature of Clinical Ethics 
Consultation 

So far, I have argued that those with reli-
gious worldviews cannot set them aside for 
clinical ethics consultation, that those with-
out religious worldviews are not value-neu-
tral, and that standard bioethics concepts 
entail a worldview with “secular” liturgies 
and normative value-judgements. But I have 
not yet addressed the question of whether 
CECs operating within religious worldviews 
are in some way less e#ective or less respect-
ful of autonomy than those operating within 
nonreligious worldviews.

Malek believes consistency among the 
recommendations delivered by CECs is 
vitally important in order to ensure the 
high quality of the delivered “product.” 
Although she does not directly address the 
nature of the “product” in her view, she 
seems to view clinical ethics consultation 

as primarily a mediation technique that 
safeguards patients’ autonomous choice 
and delivers a defendable and reproducible 
recommendation to the healthcare team. If 
variation in the substance of recommenda-
tions is to be eliminated, she writes, consul-
tation practices based on the CEC’s religious 
worldview must be eliminated.26 "e belief 
that consistency ensures quality in ethics 
consultation is one that ought to be interro-
gated, but more important for our purpos-
es here is the belief that there is consistency 
in secular ethical reasoning that is under-
mined by religious worldviews. As many 
scholars have demonstrated, even strictly 
“secular” bioethics contains a multitude of 
divergent approaches, values, and priorities. 
"is is made abundantly clear by Brummett 
and Salter in their recent taxonomy of views 
on clinical ethics expertise.27

"e diversity of views on clinical ethics 
expertise arises partly from dissensus on 
what the professional obligations of CECs 
are.28 Professional obligations are deter-
mined largely by the ends or goals of that 
profession. "e problem quickly arises, 
then, that there is no consensus on the ends 
or goals of the profession of clinical ethics 
consultation.29 "e variety of views on this 
question are so divergent that Brummett 
and Salter o#er a taxonomy, which they 
organize around the fundamental question: 
“Can clinical ethicists o#er justi!ed nor-
mative recommendations in active patient 
cases?”30 "ey call views that a&rm ethi-
cists’ ability to o#er normative recommen-
dations positive views and those that deny it 
negative views. Examples of negative views 
have been prominent in bioethics literature 
since the establishment of the !eld, includ-
ing Churchill, Singer, Beauchamp, Archard, 
Gesang, and Adams. Among negative views, 
varied explanations are given as to why eth-
icists cannot give normative recommenda-
tions and what ethicists can o#er instead. 
On the positive side, Brummett and Salter 
identify varying positions on how ethics 
recommendations are to be generated, what 
is the nature of the recommendations, how 
the recommendations are justi!ed, and how 
they are communicated.31 "ese variables 
represent a complex debate on the nature 
of clinical ethics consultation that makes 
clear there is no consensus in the !eld even 
on basic questions regarding the nature of 
the process. Even the way a CEC approach-
es his or her work, then, represents value 
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commitments that are not universal among 
CECs, much less the rest of the constituents 
in the process.

Engelhardt agrees, claiming that were there 
an avenue to moral consensus among bio-
ethicists, they would be able to claim their 
expert role of guiding clinical choice.32 
"ere is a deep feeling that, without being 
able to ground this claim to moral exper-
tise in something like consensus, there is 
no ground on which the profession may 
stand. "erefore, there is a great “hunger for 
consensus”33 in bioethics, especially among 
CECs, as the !eld moves to legitimate itself 
through certi!cation programs and the 
like.34 However, consensus on the contro-
versial issues of bioethics is not theoretically 
or practically possible given the diversity of 
worldviews and moral schools represented 
by ethicists.35 “"ere is agreement neither 
regarding the moral content of bioethics nor 
about a conclusive theoretical foundation 
that would warrant the claims of canonical 
normativity,” writes Engelhardt.36

Clint Parker further argues that, although 
there are aspects of the job CECs can engage 
in without normative appeal to world-
view (legal and policy boundary disclo-
sure, mediation, advocacy, arbitration, and 
promoting patient satisfaction),37 making 
independent ethical judgements in active 
patient cases can be done only with appeal to 
“metaphysical, epistemological, meta-eth-
ical, axiological, and political beliefs,”38 i.e., 
one’s worldview. “If we are going to develop 
internally consistent intellectual lives, this 
type of reasoning is unavoidable.”39 Parker 
correctly identi!es that CECs using non-re-
ligious worldviews to justify their ethical 
judgements rely on metaphysical beliefs 
just as religious CECs do. It seems more 
reasonable to expect not consistency, but a 
multitude of recommendations among non-
religious CECs. Additionally, Parker asserts 
that to consider the religious CEC’s world-
view insu&cient to ground his or her ethi-
cal judgements, one would need to demon-
strate an internal incoherence or otherwise 
non-rationally defensible position. "e 
burden of proof lies with those who would 
discount the religious CEC’s ethical judge-
ment, because it has not been demonstrated 
that religious beliefs corrupt the consultative 
process by appealing to irrational or false 
premises. Parker writes that “while atheists 
may hold their beliefs strongly, they have 

not succeeded in demonstrating that theists 
are irrational in their beliefs . . . regarding 
morality. Neither have they demonstrated 
that theists’ beliefs are false.”40 "erefore, it 
seems to me that when making moral judge-
ments the Christian CEC, like the atheist 
CEC, is engaged in the same epistemic enter-
prise—namely, trying to make justi!ed, true 
moral judgements, in part, by appealing to 
important background beliefs, using coher-
ence and non-coherence with these back-
ground beliefs as a way to assess the degree 
of justi!cation of these judgements.41

Parker suggests, contra Malek, that CECs can 
appeal to their background beliefs (as even 
nonreligious CECs do) as long as they reach 
the standard of coherence. While in rare 
limit cases this fairly low standard may still 
allow for coherent yet harmful beliefs such 
as racism or sexism to seep into a CEC’s rec-
ommendation, CECs have no decision-mak-
ing power in patient care. If we establish a 
paradigm of persuasion and reject coercion 
in clinical ethics consultation, as I argue in 
the !nal section, we need not fear di#er-
ences of belief or work to unify every party 
under the same beliefs. Recommendations 
based on harmful yet coherent beliefs can-
not be coercively imposed on the patient or 
healthcare team. Parker’s argument seems 
to speak to Malek’s concern that religious 
CECs may end up imposing their unjusti!ed 
beliefs on others, while avoiding some of the 
misconceptions of her argument.

!ere Is No Secular Space

In this section I will return to the idea of 
“secular” space and make the case, following 
others, including John Milbank, James K. A. 
Smith, and Charles Taylor, that it does not 
exist in the sense that Malek believes it does. 
First, a clari!cation of terms. According to 
Taylor, the term “secular” can have three 
connotations. First, it can mean the realm 
of the mundane, as in “secular” as opposed 
to “sacred.” Second, it can refer to a space 
where there is a plurality of beliefs and reli-
gious options, similar to a pluralistic soci-
ety. Finally, “secular” can mean neutral and 
a-religious, a realm divested of the irratio-
nalities and particularities of religious tradi-
tions, which I take to capture Malek’s use of 
the term.42

Smith argues convincingly that our 
social-scienti!c accounts of the world need 
to drop the idea of “secular” in this sense 

and instead embrace the post-secular recog-
nition that humans are essentially religious 
animals. “"at claim does not mean that 
humans inescapably believe in God, gods, or 
even transcendence,” he writes.

Rather . . . I mean that humans are litur-
gical animals whose orientation to the 
world is shaped by rituals of ultima-
cy: our fundamental commitments are 
inscribed in us by ritual forces and elic-
it from us orienting commitments that 
have the epistemic status of belief. . . . we 
become believers through ritual forma-
tion—and such formative rituals have 
the status of “liturgies.” "is identi!ca-
tion of religion with liturgy e#ects a dou-
ble displacement: it displaces the site of 
religiosity from beliefs to practices, and 
it displaces the identi!cation of religion 
with only transcendent or “otherworld-
ly” models.43

When seen this way, it becomes plausible to 
consider even the clinical space as religious, 
i.e., full of rituals of ultimacy that shape us 
as we participate in them. Engelhardt agrees 
when he writes that ethical norms are not 
heady static ideas but necessarily live in 
actual communal practices: social rituals.44 
"ey re$exively shape us by becoming our 
habitual ways of acting in and seeing the 
world, which are realized in particular, con-
crete contexts. When these rituals and corre-
sponding background beliefs are engaged in 
uncritically, they have the power to shape us 
without our full knowledge. Just as Malek is 
concerned that religious CECs may impose 
their values on patients, I am concerned that 
CECs who uncritically engage in the rituals 
of clinical ethics consultation are in even 
greater danger of imposing their values on 
patients. To pretend the “secular” space of 
ethics consultation is value-neutral smug-
gles in a host of quasi-religious values into 
the consultation encounter. "is encounter 
does not cut through biased worldviews to 
a neutral truth, but simply operationalizes 
another competing worldview in our plural-
istic healthcare environment.

Where did we get the idea that a neutral, 
secular space exists? Milbank argues that 
the invention of the “secular” occurred at 
the end of Christendom as an attempt to 
carve out space where Christianity was not: 
it had to be invented and instituted both in 
theory and in practice. Although our com-
mon myth is that the “secular” is what was 
le% over when the world was desacralized, in 
reality it was a positive creation of a di#erent 
economy of power than that of Christendom, 
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one that privileged the political and the state 
rather than the Church.45 "e creation of 
the overarching “secular” public domain 
assured over time that the public political 
sphere would be primary, and theology, cast 
as the content of private worldviews, would 
need to prove its value in order to carve out 
space in that political sphere. If it succeed-
ed, it would be policed by state power, and 
limits would be placed upon it.46 Although 
some may argue this is necessary in order 
to preserve a liberal democracy and ensure 
freedom from coercion, I fear this becomes 
a self-ful!lling prophecy. Where space is 
redrawn into two domains, sacred and sec-
ular, we become unable to see it any other 
way.

Consulting Without Coercion

"roughout this paper I have a&rmed 
Malek’s belief that “respect for autonomy 
requires that a patient (or surrogate on his 
behalf) be empowered to make decisions 
based on his own worldview without manip-
ulation or undue in$uence from others.”47 I 
believe this ideal can be realized, however, 
only when a CEC is consciously aware of the 
worldview he or she carries and how it in$u-
ences the consultation encounter. Malek 
agrees (at least, for religious CECs) when she 
writes: “An awareness of one’s own religious 
worldview and its e#ect on one’s beliefs and 
practices is necessary for conducting ethics 
consultation. . . . A consultant therefore has 
a duty of self-re$ection; that is, an obligation 
to consider the ways in which her beliefs 
could in$uence her interactions and anal-
yses.”48 In the context of developing stan-
dards for the professional certi!cation of 
CECs, "e American Society for Bioethics 
and the Humanities (ASBH) also recog-
nized the importance of self-re$ection, stat-
ing: “Ethics consultants need to be sensitive 
to their personal moral values and should 
take care not to impose their own values on 
other parties. "is requires that consultants 
be able to identify and articulate their own 
views and develop self-awareness regarding 
how their views a#ect consultation.”49

However, those who mistakenly believe 
bracketing religious worldviews is both 
possible and necessary for “neutrality” 
miss this opportunity because they uncon-
sciously smuggle in various background 
moral-metaphysical values into clinical 
ethics consultation. Instead of attempting 
to bracket worldviews, CECs should work 

to ground their ethical recommendations 
!rmly in their respective moral-metaphysi-
cal worldviews and constantly work toward 
greater internal consistency with their basic 
convictions. In the consultation process, 
CECs should faithfully articulate their posi-
tions on moral questions, giving reasons for 
their positions that are rationally defensible 
to other stakeholders.50 "is respects the fact 
that a CEC is a moral agent who constantly 
makes moral judgements, whether overtly 
or not, and is responsible for those judge-
ments.51 As Parker notes, a CEC’s integrity 
depends on the ability to express his or her 
own judgements and make arguments for 
those judgements that are rationally defensi-
ble and grounded in their worldview. 

Without the ability to normatively ground 
ethical judgements in a moral-metaphysi-
cal worldview that is rationally defensible, 
CECs are le% with no moral force or claim 
to moral expertise. Instead, what they pos-
sess is ethics that is only legally, not morally, 
normative. "eir function becomes that of 
quasi-lawyers, a function that would be bet-
ter carried out by actual lawyers.52 “Under 
the cover of supporting a particular set of 
moral and bioethical commitments, they 
function as partisans for a particular legal 
and public policy vision, as supporters of a 
particular political vision.”53 "is point leads 
Engelhardt to conclude that CECs ought to 
inform the public that their real role is to 
o#er quasi-legal advice, provide risk man-
agement, and mediate con$icts —not to 
o#er ethical expertise.54 My conclusion is 
instead that CECs need to drop the façade of 
moral neutrality, or of justi!cation based on 
consensus, and reclaim their normative role 
qua normative ethicists.

"is does not mean, however, that a CEC 
can enforce his or her ethical judgements on 
other autonomous persons. Rather, CECs 
attempt to o#er autonomous decision-mak-
ers well-reasoned, morally defensible 
options that are in accord with their exam-
ined worldview. It is then up to the auton-
omous decision-makers to decide whether 
CECs’ option(s) are persuasive to them. 
"ey can accept the option(s) for the same 
or di#erent reasons than the CEC does; they 
can reject the option(s) and choose anoth-
er.55 Regardless, beliefs and convictions have 
been clari!ed, each party understands more 
clearly why he or she is making a particu-
lar choice or recommendation, and each 

party grows in mutual understanding of 
the others’ position.56 Whether the CEC’s 
worldview is religious, atheist, or otherwise, 
all he or she can o#er is an option or range 
of options that seem, from the worldview 
in which he or she lives, to be morally and 
rationally defensible. Without pretending 
her opinion is neutral with respect to world-
view, the CEC is now free to take ownership 
of her moral agency and ful!ll her profes-
sional obligations.57

For those who are moral strangers, living in 
di#erent moral-metaphysical worlds, dia-
logue and debate is likely to rarely bring the 
two sides together. But in a pluralistic soci-
ety, we are committed to allowing a plural-
ity of moral beliefs; in this space, those who 
ground their moral judgements in religious 
worldviews have just as much of an epistem-
ic right to their beliefs as those who ground 
their moral judgements in nonreligious 
worldviews.58 Parker writes: “To respect 
other persons is not to accept their posi-
tion or to o#er only reasons that one thinks 
they might accept, but to be authentic, to 
be serious, to be truthful, to let them make 
up their own minds, and to try assiduously 
to avoid using coercive force to get them to 
act against their moral judgments once they 
have been made.”59 

Avoiding coercive force is no easy task. In 
fact, Milbank writes that the logic of liberal 
democracy (i.e., secularism, myth of neu-
trality) eventually gives way to postmodern 
skepticism, then to nihilism.60 Every version 
of secular reason ultimately succumbs to the 
Nietzschean reduction of the will to power, 
and its political expression is fascism. "is is 
a strong claim, but if Milbank is right, there 
is violence at the core of secular social theo-
ries, and thus a clinical ethics consultation 
based upon it. How then to avoid violent 
coercion?

One’s only resort at this juncture, other than 
despair, is to return to the demonstration 
that nihilism, as an ontology, is also no more 
than a mythos. To counter it, one can only 
try to put forward an alternative mythos, 
equally fallible, but nonetheless embodying 
an “ontology of peace,” which conceives dif-
ferences as analogically related rather than 
equivocally at variance.61

"is claim deserves more attention than I 
can a#ord here, but for Milbank, the only 
way to an ontology of peace is a theological 
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turn in which di#erence is dealt with by 
asserting the fundamental relationality 
of all things, or in other words, by o#er-
ing an alternative mythos. "is is because 
the secular, for Milbank, is itself a mythos, 
just another “religion,” but one of ontologi-
cal violence.62 If he is right, the only way to 
avoid using coercive force is, counterintu-
itively, to step outside the myth/religion of 
secular space and its ontology of violence, 

and o#er instead a theological ontology of 
peace. In this ontology of peace, methods of 
dialogue can center on persuasion instead of 
coercion.63

Following Milbank, I argue the only way 
to convince someone to follow your ethical 
recommendation, besides coercion, is to 
give up on dialectics and embrace narrative 
persuasion. “"e encounter of . . . diverse 

reasons cannot be contained and mediat-
ed by dialectical conversation alone: at the 
limits of disagreement it will take the form 
of a clash of rhetorics, of voices addressing 
diverse assemblies.”64 By contrast, non-co-
ercive persuasion involves o#ering up an 
alternative vision of the moral possibilities, 
rooted in a metaphysical worldview, which 
is a narrative and an embodied practice, not 
a set of propositions.

1. Janet Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious 
Worldview in Consultative Work: Nearly None,” HEC Forum 31 (2019): 95, https://
doi.org/10.1007/s10730-018-9363-6.

2. Tom L. Beauchamp and James F. Childress, Principles of Biomedical Ethics, 8th ed. 
(New York: Oxford University Press, 2019).

3. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 
in Consultative Work,” 95.

4. To be more precise, her argument is that those approaching the ethics consulta-
tion process without religious worldviews, or those who set theirs aside, operate 
instead under the concepts that have been accepted by consensus in the !eld. 
She believes these concepts are accessible to everyone, as opposed to religious 
concepts, which are morally esoteric. In this sense, those without religious world-
views are “neutral.”

5. H. Tristram Engelhardt, Jr, The Foundations of Bioethics, 2nd ed. (New York: Oxford 
University Press, 1996).

6. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 
in Consultative Work,” 97.

7. James K. A. Smith, “Secular Liturgies and the Prospects for a ‘Post-Secular’ Sociol-
ogy of Religion,” in Philip S. Gorski, ed, The Post-Secular in Question: Religion in 
Contemporary Society (New York: NYU Press, 2012).

8. Smith, “Secular Liturgies and the Prospects for a ‘Post-Secular’ Sociology of 
Religion,” 161–2.

9. Smith, “Secular Liturgies and the Prospects for a ‘Post-Secular’ Sociology of 
Religion,” 162.

10. This idea is not original; it represents the postmodern and post-liberal critique of 
rationality and the “secular” by Wolterstor", Stout, Milbank, and many others, who 
have cast doubt on the epistemological foundations of secularism itself. For two 
#agship works in this area, see John Milbank, Theology and Social Theory: Beyond 
Secular Reason (Malden, MA: Blackwell, 2013) and James K. A. Smith, Desiring the 
Kingdom (Grand Rapids, MI: Baker, 2009).

11. I am not implying that, because they are not neutral, standard clinical ethics 
consultation approaches and the mid-level principles they operationalize are bad 
or wrong. They may very well be the best we have. But they are not neutral.

12. Notice that this emphasis on patient autonomy is already normative and certainly 
not value-neutral.

13. Abram Brummett, “The Quasi-religious Nature of Clinical Ethics Consultation,” 
HEC Forum 32, no. 3 (2020): 199–209, https://doi.org/10.1007/s10730-019-09393-5.

14. Brummett, “Clinical Ethics Consultation as a Quasi-Religious A"air.”
15. Wording is Brummett’s, “The Quasi-Religious Nature of Clinical Ethics Consulta-

tion.”
16. John Milbank, Theology and Social Theory: Beyond Secular Reason (Malden, MA: 

Blackwell, 2013), xiv.
17. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 

in Consultative Work,” 97.
18. Beauchamp and Childress, Principles of Biomedical Ethics.
19. Tana Nilchaikovit, James Hill, and Jimmie Holland, “The E"ects of Culture on Illness 

Behavior and Medical Care: Asian and American Di"erences,” General Hospital 
Psychiatry 15, no. 1 (1993): 41–50, https://doi.org/10.1016/0163-8343(93)90090-b.

20. H Tristram Engelhardt, Jr, “Credentialing Strategically Ambiguous and Heteroge-
neous Social Skills: The Emperor without Clothes,” HEC Forum 21, no. 3 (2009), 294, 
https://doi.org/10.1007/s10730-009-9106-9.

21. Engelhardt, “Credentialing Strategically Ambiguous and Heterogeneous Social 
Skills,” 295.

22. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 
in Consultative Work,” 100.

23. Engelhardt, The Foundations of Bioethics, 9.
24. Abram Brummett and Erica K. Salter, “Taxonomizing Views of Clinical Ethics Exper-

tise,” The American Journal of Bioethics, 19, no. 11(2019): 50–61, https://doi.org/10
.1080/15265161.2019.1665729. For more on the failures of secular reasoning, see 
Engelhardt, The Foundations of Bioethics, and H. Tristram Engelhardt, Jr., Bioethics 
and Secular Humanism: The Search for a Common Morality (Philadelphia, PA: Trinity 
Press, 1991).

25. Engelhardt, The Foundations of Bioethics.
26. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 

in Consultative Work,” 96.
27. Brummett and Salter, “Taxonomizing Views of Clinical Ethics Expertise,” 50–61. 

See also Je"rey P. Bishop, Joseph B. Fanning, and Mark J. Bliton, “Of Goals and 
Goods and Floundering About: A Dissensus Report on Clinical Ethics Consulta-
tion,” HEC Forum 21, no. 3 (2009): 275–91, https://doi.org/10.1007/s10730-009-9101-
1.

28. J. Clint Parker, “Religion, Authenticity, and Clinical Ethics Consultation,” HEC Forum 
31, no. 2 (2019): 103–17, https://doi.org/10.1007/s10730-019-09375-7.

29. Parker, “Religion, Authenticity, and Clinical Ethics Consultation.
30. Brummett and Salter, “Taxonomizing Views of Clinical Ethics Expertise,” 54.
31. Brummett and Salter, “Taxonomizing Views of Clinical Ethics Expertise,” 54.
32. H Tristram Engelhardt Jr, “Consensus Formation: The Creation of an Ideology,” 

Cambridge Quarterly of Healthcare Ethics 11, no. 1 (2002): 7, https://doi.org/10.1017/
s0963180102101034.

33. Engelhardt, “Consensus Formation,” 7.
34. American Society for Bioethics and Humanities (ASBH), Core Competencies for 

Healthcare Ethics Consultation, 2nd ed. (ASBH, 2011). See also “Healthcare Ethics Cer-
ti!cation Program,” ASBH, accessed June 9, 2022, https://asbh.org/certi!cation/
hec-c-exam-information.

35. Engelhardt, “Consensus Formation,” 7.
36. H Tristram Engelhardt Jr, “Core Competencies for Health Care Ethics Consultants: 

In Search of Professional Status in a Post-Modern World,” HEC Forum 23, no. 3 
(2011): 130, https://doi.org/10.1007/s10730-011-9167-4.

37. Even the engagement of these activities, however, involves normative value 
judgements. For example, one must decide when and how to appropriately apply 
legal mandates, who to invite to the mediation table, who to speak to !rst in 
mediation, whose voices to advocate for, whose interests are worth protecting, 
etc.

38. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 111.
39. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 111.
40. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 112.
41. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 112.
42. Smith, “Secular Liturgies and the Prospects for a ‘Post-Secular’ Sociology of 

Religion,” 163–64. See also Charles Taylor, A Secular Age (Cambridge, MA: Belknap 
Press, 2007).

43. Smith, “Secular Liturgies and the Prospects for a ‘Post-Secular’ Sociology of Reli-
gion,” 165 (emphasis original).

44. Engelhardt, Ethical Norms and Social Rituals, 11.
45. Milbank, Theology and Social Theory, 9–10.
46. See Milbank, “Policing the Sublime,” in Theology and Social Theory, 101–44.
47. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 

in Consultative Work,” 97.
48. Malek, “The Appropriate Role of a Clinical Ethics Consultant’s Religious Worldview 

in Consultative Work,” 97.
49. ASBH, Core Competencies for Healthcare Ethics Consultation, 9.

Notes



10

50. By “rationally defensible” I do not mean that sound argument grounds the nor-
mative force of the CEC’s ethical recommendation. I agree with Engelhardt that 
secular reason cannot ground normativity. Instead, I mean that the CEC’s ethical 
recommendation should be internally consistent with her worldview in a way that 
can be rationally demonstrated and cogently argued, even though the argument 
itself does not justify her position; the metaphysical worldview does.

51. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 114.
52. Engelhardt, “Core Competencies for Health Care Ethics Consultants,” 129.
53. Engelhardt, “Core Competencies for Health Care Ethics Consultants,” 144.
54. Engelhardt, “Core Competencies for Health Care Ethics Consultants,” 144.
55. There are limits, of course, to what other choices a decision-maker can decide; as 

stated above, standard bioethics creates a range of acceptable options but does 
not allow patients or surrogates to request simply anything they want. There 
are good reasons for this that are not all religious. Secular humanists o"er good 
reasons to limit patient autonomy (see Abram Brummett, “Responding to the 
Incredulous Brow: Naturalizing the Harm Principle for Ethics Expertise,” [diss., St. 
Louis University, 2019]). The important thing is to recognize this means bioethics 
is not neutral.

56. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 114–16.
57. There is more work to be done in parsing out what this means for the employ-

ment of CECs. For instance, is it appropriate for hospitals to hire CECs whose 
moral-metaphysical worldviews align with that of the institution? As professional 
obligations for CECs are increasingly standardized by ASBH, and as allowance for 
conscientious objection increases in American society, this range of concerns will 
continue to grow.

58. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 113.
59. Parker, Religion, Authenticity, and Clinical Ethics Consultation, 115.
60. Milbank, Theology and Social Theory, 278–326.
61. Milbank, Theology and Social Theory, 279.
62. Milbank, Theology and Social Theory, 380.
63. Milbank, Theology and Social Theory, 327–442.
64. Milbank, Theology and Social Theory, 341.



11In My Time of Dying: Ethical Considerations in End-of-Life Care for Individuals with a Substance Use Disorder

Introduction

Palliative care (PC) has the ability to enhance 
quality of life for people who are diagnosed 
with a life-limiting, serious illness. However, 
there are populations whose experience of 
PC may not measure up to the standard of 
care that most palliative patients receive. 
Individuals with substance use disorders 
(SUD) o%en encounter barriers to opti-
mal care. "e World Health Organization 
(WHO) de!nes SUDs as “a group of condi-
tions related to alcohol or other drug use,” 
all of which include the use of psychotropic 
substances that may or may not have been 
prescribed clinically.1 "ese include alcohol, 
opioids, cannabinoids, sedatives, hallucino-
gens, cocaine, and other stimulants such as 
tobacco. "is paper will focus on more stig-
matized SUDs related to alcohol, opioids, 
and illicit substances, as many PC programs 
do not have adequate knowledge on how to 

care for these individuals and their unique 
concerns. "is paper will examine common 
barriers to PC in the general population 
and discuss those exclusive to those with 
an SUD. Recommendations on improving 
access to PC for both populations are also 
discussed.

General Barriers to Palliative Care

According to the WHO, an estimated 40 
million people worldwide need PC yearly. 
However, despite increasing options related 
to PC, gaps persist in the number of people 
eligible for it who are accessing it in the 
United States and globally. "e focus of this 
paper will be issues pertinent to the United 
States. Palliative care is a specialized treat-
ment approach for individuals of any age 
with a serious illness.2 "e goal of PC is to 
improve the quality of life of patients with 
potentially life-threatening illness and their 
families and/or caregivers. "is is achieved 

through the prevention and relief of suf-
fering by means of early identi!cation and 
treatment of pain and other problems physi-
cally, psychosocially, and spiritually related 
to their condition.3 Hospice care is distinctly 
di#erent, because it is PC that is exclusively 
for those with a prognosis of death within 
six months. However, while this distinction 
exists, its bearing upon the present topic is 
minimal. "us, I will remain largely focused 
on PC throughout this essay. 

Unfortunately, only about 14% of people 
who need PC receive it.4 In the United States, 
it is estimated that about 6 million would 
bene!t from PC services, yet less than 2 mil-
lion access these services each year.5 One 
of the primary reasons for this is the vari-
ability in access due to geographic and other 
setting-related characteristics. For instance, 
a 2019 study by the U.S. Center to Advance 
Palliative Care (CAPC) showed that 90% of 
hospitals with PC are located in urban areas, 
while only 17% of rural hospitals with 50 
or more beds report having PC programs.6 
"at means someone with a serious illness 
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living in an urban area has access to sig-
ni!cantly more hospital PC programs than 
those living in regions that are largely rural.

Lack of understanding about PC also 
impacts its utilization. PC nurses perceive 
communication as the number one issue 
that needs improvement in end-of-life care. 
"is includes dialogues between health-
care teams and providers, and providers, 
patients, and their families.7 Healthcare 
providers o%en remark that they either “lack 
time” or are “reluctant” to have conversa-
tions about end-of-life care for various rea-
sons.8 Topics such as clari!cation of resus-
citation wishes, potential treatment plans if 
the prognosis deteriorates, appointing a sur-
rogate decision-maker, or clarifying goals 
at the end of life and a%er death are glossed 
over or avoided because physicians do not 
believe their patients are ready for such con-
versations, they do not want patients to give 
up hope, and/or they perceive such discus-
sion as an indication of failure on the physi-
cian’s part.9

"ere is also a lack of public awareness of 
what PC is and what services it provides. 
"is particular barrier to access is wrought 
by fear surrounding conversations about 
the end of life as well as misinformation 
about what PC requires from the patient, 
including the notion that they must forgo 
all treatment.10 In one study regarding end-
of-life communication barriers, it was found 
that 58% of those interviewed did not want 
to engage in such conversations with their 
providers.11 Other patient-related barriers 
include lack of awareness of hospice as an 
option, preference for more aggressive ther-
apies, con$ict between spiritual beliefs and 
the goals of PC, and an inherent mistrust of 
the medical system.12 Many of these percep-
tions also stem from a lack of knowledge or 
poor observations regarding what pallia-
tive and hospice care are—for instance, that 
hospice care “bumps people o#” or is a sign 
of “giving up.” "ese individuals may also 
be unaware of the severity of their illness, 
which depends on how truthful the doctor 
and family have been about their prognosis. 
Patients and their families may also believe 
that acknowledging the severity of their ill-
ness may hasten the patient’s death.13

Another barrier to PC access is a lack of ade-
quate medical and nursing workforce with 
training and expertise in PC. Currently, 
the United States has 7,600 physicians who 

are board certi!ed in PC.14 Unfortunately, 
these numbers are dwindling. "is means 
that many providers who are working with 
patients who have a serious illness and refer-
ring them to PC are not adequately trained 
to handle end-of-life care. "is trend will 
continue as burnout among these special-
ized providers continues and the number 
of incoming physicians and PC specialists 
remains stagnant. Aside from the fact that 
the number of specialty physicians entering 
the !eld cannot meet current and burgeon-
ing demands, limited funding also creates 
a barrier to adequate PC access. For gradu-
ate medical education, funding is provided 
through Medicare, which caps the num-
ber of slots in teaching hospitals each year 
at 80,000—a number that has not changed 
since 1997 despite changing demograph-
ics and the introduction of new specialties 
like PC.15 "ere is also a reluctance from 
primary care physicians to engage with 
end-of-life curriculum beyond what is cur-
rently required because current curriculum 
already has a demanding training load and 
there is an expectation that PC specialists 
will !ll in gaps.16 "e combination of lack of 
specialists, lack of knowledge of services by 
non-specialists and other healthcare work-
ers (i.e., nurses), and a reluctance to refer to 
PC services only perpetuates the inequities 
present in access to and utilization of PC 
services.

Concerns related to cost and insurance 
coverage of palliative and hospice care by 
healthcare consumers, their families, and 
even providers also create barriers to these 
services. Many families simply do not 
understand what is covered by their insur-
ance companies with regards to PC and 
hospice. A study by the National Hospice 
Foundation showed that 90% of Americans 
do not realize that hospice care is fully cov-
ered through Medicare.17 In fact, Medicare, 
Medicaid, and most private health insur-
ers provide a full array of PC services for 
patients who are hospitalized or in hospice 
care and their families.

Barriers to Palliative Care for Individuals 
with Substance Use Disorder 

Although individuals living with an SUD 
share many of the same barriers as the gen-
eral population with regard to accessing PC, 
they also have unique obstacles to navigate. 
"e actual number of individuals in pal-
liative or hospice care with an SUD is not 

entirely known, although some studies sug-
gest that the numbers probably mimic that 
of the overall population. "e 2018 National 
Survey on Drug Use and Health estimated 
that 19.7 million (6.0%) Americans aged 12 
years or older had an SUD. Other studies 
estimate that up to 25% of palliative and hos-
pice care patients present to treatment with 
an active SUD or in recovery from one.18

Consider that the U.S. population of per-
sons 65 and over is rising exponentially. 
According to the Global Burden of Disease 
Study, mental health and SUD condi-
tions account for 7.4% of the global disease 
burden worldwide, and this percentage is 
expected to increase. Neuropsychiatric dis-
orders (including SUDs) are also expected 
to comprise 5 of the top 10 causes of dis-
ability worldwide. "e Census Bureau 
estimates that by 2050 the U.S. population 
of persons 65 and older will increase to 70 
million.19 Despite research that suggests that 
drug use diminishes as individuals age, the 
Baby Boomer generation continues to show 
a higher rate of drug abuse and misuse than 
previous generations, although Generation 
X (1963–1982) and Millennials (1983–2002) 
show signi!cantly higher rates of alcohol, 
marijuana and opioid use, misuse, and abuse 
in comparison.20 "e potential for opioid 
abuse related to pain management has also 
increased with the introduction of highly 
addictive drugs such as Oxycontin and 
increasing costs associated with its produc-
tion and distribution. With 94% of palliative 
and hospice care patients entering care at 65 
or older, a consideration about the impact of 
SUDs, cognitive function, and risks at the 
end-of-life is necessary if optimal care is to 
be provided.21

"e impact of an in$ux of older adults with 
comorbidities on a PC model that is already 
ill-equipped to handle palliative patients 
with an SUD should not be understated. 
While empirical research on geriatric PC 
is scarce, there is evidence that the type of 
care older adults are receiving is already 
severely lacking compared to their younger 
counterparts. "is means that the unique, 
unknown, or misunderstood needs of older 
adults with SUDs o%en go unchecked or 
are misdiagnosed.22 Inconsistent screening 
protocols might cause providers to over-
look the symptoms of SUDs or attribute 
them to the diseases or comorbidities asso-
ciated with their PC enrollment. Not only 
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can unconscious or conscious stigma and/
or bias related to SUDs impede the health-
care experience for this population, but 
the additional burden of ageism can also 
further inhibit seeking and obtaining care 
and have a negative impact on patient out-
comes. Ageism is de!ned by the WHO as 
stereotypes, prejudices, and discriminatory 
actions that are conceived, felt, and acted 
upon on as a result of as person’s age.23 "ese 
can be experienced at the intrapersonal, 
interpersonal, and institutional/systematic 
levels—for instance, thinking that older 
people are di&cult to deal with, are frail and 
helpless, or ignoring older people’s needs in 
favor of those of younger patients. 

Perhaps the biggest barrier facing individu-
als with an SUD is the stigma associated 
with these disorders. In fact, there exists 
such a gap between the number of individu-
als with SUDs and those who receive any 
form of treatment for them in any setting 
that the National Institute on Drug Abuse 
identi!ed understanding and decreasing 
the stigma of SUDs as a major priority mov-
ing forward.24 Stigmas set an individual or 
group apart from “normal” society, thus 
inviting stereotyping, prejudice, and nega-
tive actions towards those who possess what 
sociologist Erving Go#man called the “mark 
of disgrace.”25 Substance use disorders are 
more highly stigmatized than any other 
health condition; therefore, individuals liv-
ing with them experience negative reactions 
at a higher rate.26 "ese individuals are more 
o%en perceived as dangerous or unpredict-
able, unable to make autonomous decisions 
about treatment or !nances, or blame-
worthy or responsible for their SUD, non-
compliance to treatment, and/or moral fail-
ures.27 "is perception not only comes from 
the public, it persists in the medical !eld. It 
manifests in the form of lower-quality care 
and hesitance or resistance to administer-
ing certain types of treatment. It can a#ect 
the individual with an SUD in the form of 
self-stigma; that is, awareness of public atti-
tudes, beliefs, and behaviors towards some-
one with their illness can a#ect mental and 
physical health.28 "is can lead to lower 
self-esteem, decreased self-e&cacy, and feel-
ings of uselessness. Structural stigma also 
occurs in the form of lower levels of funding 
for treatment, limited access to treatment 
modalities, and other institutional policies 

that enhance stigma and further marginal-
ize those with an SUD.29

"e use of stigma-reduction methods for 
healthcare professionals and paraprofes-
sionals can aid in the reduction of stigma 
towards individuals with SUDs. Such meth-
ods include educational interventions where 
participants learn about the SUD, stigma, 
and their e#ects on health; skill-building 
activities that allow providers to acquire 
skills to work with stigmatized populations; 
hands-on learning wherein participants 
actively assist in interventions with stigma-
tized populations; group contact that also 
involves working alongside persons with 
lived experience; and structural changes 
that involve policy changes at the institu-
tional level, providing clinical materials or 
facility restructuring.30

Ongoing prejudice and discrimination 
towards those with an SUD can create a 
barrier to PC treatment—particularly those 
with an opioid use disorder (OUD), consid-
ering pain management is a key component 
of PC.31 A 2016 study of physicians in various 
!elds showed high levels of desire for social 
distance from people with an OUD: many 
were unwilling to have a person with pre-
scription OUD marry into the family (79%) 
or to work closely with the respondent on 
the job (77%). More than half (66%) viewed 
people with a prescription OUD as more 
dangerous than the general population.32 
Palliative care providers remain hesitant 
to provide care to a chronically ill person 
with any history of an OUD for a variety of 
reasons. One recurring theme is, as one PC 
nurse put it: “We are not trained in addic-
tive medicine.”33 Others fall back on miscon-
ceptions and misrepresentations of OUDs 
fueled by structural and public stigma: “"is 
is not a comfortable situation for a clinician 
to be in, where now I have to be a cop.”34 
"is quote also alludes to another concern 
within the medical community: the possible 
legal rami!cations of exceeding prescrib-
ing limits or the repercussions associated 
with unintentional consequences such as an 
overdose. "ese, in and of themselves, attach 
stigma related to the prescriber’s intentions 
and actions.35

Ongoing stigma towards individuals with 
past or current histories of OUD in these 
instances only serve as yet another barrier 

towards PC. For instance, individuals who 
have a debilitating or terminal illness may 
qualify for PC at some point over the course 
of their illness. During this time, they may 
also require pain management. Chronic 
pain management for those with an SUD is 
already of concern, especially considering it 
is known that individuals with active or his-
tory of substance abuse are known to be at 
high risk for undertreatment for pain.36 So 
while diversion or misuse of pain medica-
tions in palliative or hospice care may be 
related to OUD, other factors such as those 
related to maladaptive coping (chemical 
coping) or uncontrolled pain may also be a 
cause. "ose with an active SUD are also at 
a disadvantage in places that cannot or will 
not accommodate current/ongoing drug 
or alcohol use. "is may put an additional 
burden on their health if they are denied PC 
or are forced into withdrawal.37 "e ques-
tion becomes whether it is more important 
to address the SUD or relieve the patient’s 
su#ering from their life-limiting illness 
and highlights ethical dilemmas created 
by a desire to control the SUD and balance 
symptoms of their illness. 

Denying equal access to PC on the basis of 
a stigmatized condition challenges the bio-
ethical principles of justice, bene!cence, and 
nonmale!cence. In bioethics, justice refers 
to the idea that everyone should have equal 
access to healthcare. "e principle of bene!-
cence requires providers to provide the most 
bene!cial care, while nonmale!cence asks 
them to “do no harm.”38 Denial of care on 
the basis of status as an active substance user 
calls all of these principles into question 
and may be considered unethical. It could 
also be argued that requiring PC candidates 
to be non-users challenges the principle of 
respect for autonomy, which acknowledges 
that autonomous individuals are free to 
make their own decisions so long as they are 
cognitively capable and it is an informed, 
voluntary decision. Contingencies such as 
non-usage may be considered coercive and 
impact the patient’s decision. Lack of under-
standing of these issues can compromise 
palliative or hospice care for an individual 
with an SUD who is o%en under more scru-
tiny than other “normal” patients. Currently 
there is a paucity of studies regarding hos-
pice and PC medicine providers’ compe-
tence to diagnose SUDs, but one study did 
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show that less than half (48%) had a work-
ing knowledge of addiction, and a majority 
(60%) had four hours or less training on opi-
oid misuse.39

Acknowledging that there are gaps both 
in the administration of PC to individuals 
with SUDs and the amount of empirical 
research being done to analyze and address 
such gaps is vital to the process of improv-
ing and enhancing PC for this population. It 
is promising that there is growing academic 
interest in this issue, as the paucity of litera-
ture is in and of itself an ethical concern. No 
universal solution currently exists. However, 
there are strategies that may be useful in 
alleviating inequities that still exist in PC 
models. Although systematic research of PC 
for individuals with an SUD is scarce, what 
we can draw from what little research we 
do have on this population, as well as docu-
mented experiences of addicted and non-
addicted individuals in PC, may be useful 
in the generation of recommendations for 
improving and enhancing current models of 
PC to include the needs of those living—and 
dying—with an SUD.

Recommendations for General Palliative 
Care Improvement 

A 2020 review of challenges present in the 
provision of PC for cancer patients noted 
that there were several policy and/or pay-
ment-level challenges to implementing and 
maintaining adequate PC, including lack of 
funding, lack of a comprehensive national 
PC plan, a fragmented or weak healthcare 
system, and lack of government support.40 
On a global scale, the WHO identi!es lack 
of integration of PC into national health 
policies and systems as a barrier to it.41 As 
for the United States, the National Academy 
of Medicine (NAM) recommends !nancial 
and policy reform by public and private 
insurance and healthcare delivery pro-
grams for patients with serious illnesses or 
in need of end-of-life care. "ey note that 
any !nancial incentives that currently exist 
are written into Medicare and Medicaid 
reimbursement guidelines, o%en resulting 
in fragmented care and an increased risk of 
unnecessary services that would itself con-
stitute Medicare fraud and/or abuse.42

Issues such as these at the policy and pay-
ment levels of care can be addressed by 
designing and implementing a national PC 
policy. "is can be achieved through the 

involvement of stakeholders, budget sup-
port, and negotiating for secure government 
or health insurance funding provisions. 
Enhancing and increasing research about 
PC were also identi!ed as essential policy 
facilitators that help in identifying the needs 
of and gaps present in the delivery of PC. In 
2014, the World Health Assembly approved 
its !rst global resolution on PC, calling upon 
the WHO and its Member States to improve 
access to PC as a core component of health 
systems.43 In an attempt to address gaps that 
persist in access and utilization of pallia-
tive services globally, they emphasized the 
need for national-level changes that include: 
health system policies that integrate PC 
services into national healthcare systems; 
policies that strengthen and expand human 
resources, including training of existing 
health professionals and inclusion of pal-
liative curricula into training programs for 
new health care professionals; educating 
volunteers and the public; and policies that 
ensure the availability of “essential medi-
cines” for managing symptoms, particularly 
opioid analgesics.44

Recommendations from U.S. stakeholders 
such as the NAM, CAPC, and the National 
Palliative Care Research Center are like 
those of the WHO. "ese organizations 
emphasize the need for policies that enhance 
clinician skills, workforce development, 
increased public awareness (especially at the 
state level), payment reform, enhanced qual-
ity and standards for PC services, and pro-
motion of PC research.45 Since the recogni-
tion of PC as a distinct medical subspecialty 
in 2008, organizations such as the CAPC 
and National Palliative Care Research 
Center have o#ered guidance at the state 
and national level to address these concerns. 
Some states have passed laws that require 
continuing education in PC and closely relat-
ed topics such as pain management and safe 
opioid prescribing. Private health plans now 
recognize and require clinician training in 
basic palliative components. In the United 
States, there is now board certi!cation in 
PC for physicians and PC certi!cation for 
nurses as well.46 Changes in payment sys-
tems are also progressing. Medicare allows 
speci!c payment for advance care planning 
and complex chronic care management. 
Several private insurance companies are 
also changing the way they address payment 
for PC at hospital and non-hospital levels. To 
address the issue of quality of PC, the United 

States’ National Quality Forum established 
the Geriatrics and Palliative Care Standing 
Committee to more rigorously review and 
enhance quality measures for older adults 
receiving PC services. Research focused on 
PC has also received more attention and 
funding in recent years.47

What some of these global- and national-
level reports sometimes fail to consider or 
adequately address are the barriers to PC 
that exist within organizations, such as lim-
ited physical infrastructure and geographi-
cal considerations that could hinder access.48 
"ese could be addressed within policies 
created at the state, national, and global 
level—speci!cally those related to fund-
ing, training, and workforce. While gaps in 
these areas persist, progress in recent years 
is encouraging. A micro-level analysis of the 
barriers to PC shows that individual- and 
social-level barriers largely focus on knowl-
edge, attitudes, beliefs, skills, and the culture 
of families, healthcare practitioners, and the 
public. Barriers could be addressed by pro-
viding continuous education for providers 
as well as adequate education to patients, 
families, and the public regarding PC ser-
vices. Person-centered PC that includes cul-
tural aspects of care and values patients’ per-
sonal preferences and beliefs is another step 
towards enhancing access to and provision 
of these services.

Recommendations for Palliative Care 
Improvements for Individuals with 
Substance Use Disorders 

As stigma continues to hinder e#orts to pro-
vide equitable care for individuals with SUDs 
in general aspects of healthcare, let alone for 
specialty services such as PC, the consensus 
among providers and consumers of such ser-
vices is that there is a lack of education both 
on PC and SUDs. One way to address this is 
to provide healthcare providers with foun-
dational understandings of stigma and how 
it manifests in healthcare. "e use of a theo-
retical framework such as the Health Stigma 
and Discrimination Framework would be 
bene!cial in this regard, as it updates pre-
vious frameworks that tend to focus on 
one condition in isolation or generally only 
mental health conditions.49 "e Health 
Stigma and Discrimination Framework fol-
lows the process of stigmatization across the 
socio-ecological spectrum of health, which 
varies according to economic context. It also 
makes an important distinction from other 
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frameworks in that it does not distinguish 
the “stigmatized” from the “stigmatizer,” 
thus eliminating the chance of develop-
ing an “us” versus “them” mentality that is 
inherent in the stigmatization process. "is 
framework could not only be used in clinical 
training but also as a guide for intervention 
development, measurement, research, and 
policy.

Another approach to mitigating stigma in 
the treatment of individuals with SUDs is 
the use of “dignity-enhancing care.” Initially 
developed by Chris Gastmans for nursing 
practice, dignity-enhancing care privileges 
dignity while providing care.50 Respect for 
dignity has come to mean di#erent things 
depending on the interpretation of what 
“dignity” means. Whether one believes it is 
dependent on merely being human, or that 
dignity is bestowed upon all from God, dig-
nity-enhancing care speaks to the assertion 
that respect for dignity is an ethical impera-
tive—regardless of an individual’s status.51 
Individuals with SUDs are o%en not treated 
with dignity because of their health condi-
tion. Dignity-enhancing care uses lived 
experience as a starting point to address 
this. It employs interpretative dialogue as 
a normative standard to access the other’s 
lived experience. Respecting a person’s 
dignity requires understanding the person 
holistically; this is achieved through e#ec-
tive, meaningful communication. "e aim 
of the communication is to understand the 
patient as a person and then, a%er multiple 
dialogues between the patient and provider 
team, to design the care plan.52 "e purpose 
of this approach is to heal, not simply to 
!x the wound. "is is particularly impor-
tant in palliative patients, who are striving 
to !nd ways to improve their quality of life 
while living and dying with serious illness-
es.53 "is is evident in the increased push for 
“death with dignity” laws that have passed 
in recent decades.54

Provider education should also include a 
component that focuses on SUDs, as they are 
not isolated to any aspect of healthcare. As 
reports have shown, interest in and need for 
PC training for medical students and nurses 
is on the rise. Despite this, there is a distinct 
lack of experience in PC sta# with individu-
als with an SUD. "ese individuals interact 

with the healthcare system for similar rea-
sons as the general public, so it is vital that 
healthcare professionals have a basic under-
standing of the pathology of SUDs and their 
e#ect on all aspects of health. Education of 
this type complements and supports any 
education of stigma and stigmatizing health 
conditions.55 

Public education on SUDs has changed dra-
matically over the course of the !rst part of 
the twenty-!rst century. In a sharp contrast 
to the punitive nature with which drug use 
and misuse was handled in the twentieth 
century, the U.S. federal government has 
gradually shi%ed its drug control approach 
to a policy focused on prevention, treatment, 
and rehabilitation. In 2018, the U.S. Surgeon 
General released “Facing Addiction in 
America: "e Surgeon General’s Spotlight 
on Opioids,” which calls for a change in the 
way society addresses SUDs.56 It emphasizes 
the importance of focusing on prevention 
and treatment and considering the biologi-
cal, psychological, and social factors that 
in$uence SUDs. "is change in focus can 
facilitate more cogent understandings about 
SUDs and in$uence the way in which people 
who have SUD engage with the healthcare 
system. However, media continue to control 
certain narratives about the opioid epidemic 
that perpetuate negative stereotypes about 
substance use/misuse in general.57 Creation 
of public health educational campaigns 
such as “Stop the Stigma” serve to inform 
the public about the realities of SUDs and 
may also help mitigate personal-level stig-
mas that o%en prevent people from seeking 
help for their SUD. On the same level, pub-
lic health campaigns for PC like the Public 
Health Strategy developed by the WHO can 
also promote awareness and education sur-
rounding PC services.58 "e hope is to make 
PC and discussions about end-of-life servic-
es more common and easier to access.59

Provision of PC services must also adapt 
to provide equitable care for individuals 
with SUDs. "is will require organiza-
tional changes, as policies and procedures 
for caring for this population within the 
purview of PC are underdeveloped or non-
existent. "ese may include changing the 
way(s) in which PC patients are screened 
for drug use/misuse; developing/expanding 

interdisciplinary relations with departments 
such as addiction therapy to provide addi-
tional, disease-speci!c supports; incorpo-
rating evidence-based treatments such as 
medication-assisted treatment and/or harm 
reduction methods into PC; and collabo-
rating with researchers to develop/improve 
protocols for individuals with SUDs within 
the health system being served.

Conclusion 

Ideally, it is the hope that the convergence 
of all these things will provide, at a mini-
mum, adequate PC services throughout 
global healthcare systems. Global/national 
level policy changes, changes in organi-
zational infrastructure, updated health 
provider curricula and training, and com-
munity/personal level interventions such 
as public health campaigns may all have a 
unique, positive e#ect on individuals with 
SUDs and people in general with regards to 
access to and experiences in PC. "e desire 
for social justice in medicine in the form of 
equal access is not a concept that is relegated 
to principle-based ethical decision-making 
that is popular in Western bioethics; the 
desire to recognize, respect, and uphold the 
dignity a#orded in all by God has become 
an edict in Judeo-Christian medicine.60 
Recognizing that every human has equal 
value in the eyes of God means that we 
recognize the dignity and vulnerability of 
others, regardless of where they are in their 
lives—from beginning to the end. In Pope 
John Paul II’s encyclical letter Evangelium 
vitae he wrote:

"e dignity of life is linked not only to its 
beginning, to the fact that it comes from 
God, but also to its !nal end, to its destiny 
of fellowship with God in knowledge of love 
of him.61

Understanding this, it is important for 
healthcare providers who are followers of 
Christ to advocate for patients who may 
bene!t from PC—especially those who are 
particularly vulnerable to stigma and dis-
crimination. In the meantime, it is essential 
that all stakeholders in palliative care focus 
on issues at every level of care to ensure equi-
tability for everyone who would bene!t from 
its services—including those with an SUD.
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At 5:00am each morning, Jack Dorsey, 
cofounder and CEO of Twitter, wakes up 
and consults his sleep monitoring device 
for irregularities before immersing himself 
in an ice bath. Instead of strong co#ee, he 
downs a concoction of Himalayan sea salt, 
water, and lemon. Dorsey sets aside an hour 
each morning and evening for meditation. 
His bedtime routine is not for the faint of 
heart, as he “transitions” from a dry sau-
na to another ice bath. On weekends, he 
fasts from all foods, drinking only water. 
"ough raised as a Catholic, Dorsey prac-
tices Vipassana meditation, all in hopes 
of living much longer. Dorsey, now in his 
mid-forties, considers himself one of a spe-
cial breed of entrepreneurial tech elites 
known as biohackers.1 Dave Asprey, founder 
of Bulletproof co#ee, is another biohacker 
who follows a regimen that includes bian-
nual stem cell transplants, hundreds of daily 
supplements, regular visits to his hyperbaric 
oxygen chamber and meditation $oat tank, 
and plenty of time on a muscle-stimulating 

vibrating platform.2 His recent book, 
Superhuman: !e Bulletproof Plan to Age 
Backward and Maybe Even Live Forever 
(2019), trades on the growing popularity of 
transhumanism, a movement dedicated to 
using technology to greatly extend life and 
transcend the limits of being human.3

Dorsey, Asprey, and others are exploiting the 
well-established connection between fasting 
and longevity.4 Valter Longo, a gerontolo-
gist at the University of Southern California 
and self-described “fasting evangelist,” has 
been actively exploring the science behind 
caloric restriction (CR) in hopes of develop-
ing a regimen exploiting the body’s innate 
abilities to remain functional longer than 
normal. Longo’s “programmed longevity” 
approach combines speci!c nutrition with 
an occasional “fasting mimicking diet” 
(FMD), which is able to spur cell regenera-
tion and activate the body’s own self-healing 
program—something roughly resembling 
embryogenesis.5 Unlike intermittent fasting, 

which entails varying periods of time in 
which no calories are consumed, FMD is 
a low-calorie eating plan that e#ectively 
fools the body into thinking it is fasting. 
Mirroring a pescatarian diet, the FMD regi-
men involves a scienti!cally developed !ve-
day diet program called ProLon that assists 
the body in performing a cellular cleanup, 
which can be repeated every few months 
throughout the year.6 By doing so, he plans 
on living into his late nineties or early hun-
dreds. Longo distances himself from the 
likes of fad diets and snake-oil remedies, 
touting his approach as a “natural inter-
vention” that operates in harmony with the 
evolutionary development of human metab-
olism. Many of these prolongevity apolo-
gists like Dorsey and Longo have eschewed 
the encumberments of family life in order 
to devote more time to solving the puzzle of 
extending the human lifespan.7 

"ese entrepreneurs and scientists are 
among the new “secular monks” who 
“submit themselves to ever more rigorous, 
monitored forms of ascetic self-control in 
order to extend the healthy lifespan as long 
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as possible.”8 "e language of “monk” or 
“ascetic”9 certainly seems to apply to these 
new elite, though in this particular context 
these terms are emptied of their richness. 
"ough Christian asceticism has always 
strived to distance itself from Gnostic 
thought, which disparaged the material 
body as evil and hence at war with one’s soul 
or spirit, we might wonder whether this new 
asceticism is more openly Gnostic for view-
ing the body as an enemy to be disciplined 
(and indeed Gnostic insofar as this partic-
ular form of knowledge [gn'sis] is available 
only to the elite and promises salvation from 
the ravages of time). However, many of these 
new ascetics distance themselves from the 
more radical forms of transhumanism that 
hopes to attain earthly immortality by aban-
doning the body altogether. While these 
new ascetics consider aging an adversary, 
for them the aging body is simultaneously 
an enemy and the locus of salvation. In other 
words, salvation from decline and death will 
not come by escaping the body, but through 
adapting a more nuanced stance towards 
one’s body that views it as both friend and 
foe. On the surface, this sounds similar to 
the sentiment of John Climacus, the seventh 
century Abbot of Sinai, who described the 
body as both “my helper and my enemy.”10 
"ough the !nal visions of these competing 
ascetic regimes diverge given their di#erent 
worldviews, the metaphor of war is common 
to both. While this new asceticism might be 
tempting for Christians, especially given 
its apparent a&nity with ancient Christian 
ascetic practice, I will attempt to show that 
the secular ideology and ultimate aim of 
these practices negate foundational concepts 
regarding the body and the soul and their 
relationship to one another.

In order to unpack this secular understand-
ing of the body, it will be useful to consid-
er the work of the French philosopher and 
statesmen Hervé Juvin, who, in !e Coming 
of the Body, has considered the political and 
moral implications of this new ascetic war 
in what he calls “the advent of the body,” 
a renewed attention on the signi!cance of 
human embodiment.11 Juvin claims that in 
the past the fruits of asceticism, privation, 
and renunciation served the state by allow-
ing the soldier to release his frustrations on 
the battle!eld “at a single stroke.”12 However, 
our present era of peace (if we may call it that) 
no longer requires such sacri!ces, but “opens 
up new territories—aggression turned 

inwards, [a] war on the self.”13 "e way has 
been cleared for “the advent of the body, 
which nothing foreign can threaten now.”14 
In other words, the political and socioeco-
nomic situation in the developed world has 
shi%ed so radically over the last century that 
the body, which once demanded attention 
for survival or service—whether against 
nature or the enemy—has given way to the 
body as the locus of individual desire.15 But, 
as Juvin observes, this “advent” undermines 
the very peace that has occasioned its arrival 
by continuing to draw on the theme of war. 
In other words, the metaphor of war contin-
ues to describe this advent of the body. In the 
past the soldier disciplined his body in the 
service of some greater good—the welfare of 
the state—which would o%en require sacri-
!ce on the battle!eld. Now, however, the dis-
cipline of the body is turned inward, where, 
in times of political peace, one’s own ideal of 
health and longevity are aggressively turned 
towards the body as the passive instrument 
of one’s ideal-fueled desires. Before moving 
on, it is perhaps worth noting that the meta-
phor of war against one’s body is hardly for-
eign to the Christian faith. "e apostle Paul 
could speak of disciplining his body, mak-
ing it his slave (1 Cor 9:27). But, as we will 
see, the metaphor of war takes on di#erent 
meanings when embedded in di#erent worl-
dviews.

If the new asceticism can be described as a 
“war on the self,” the body itself is no less at 
war. Valter Longo, for instance, describes 
the human body as “an army of cells at 
war” in the interminable battle of homeo-
stasis, where proper nutrition is described 
as rearmament. “Like an army in need of 
rations, ammunition, and equipment, the 
body needs proteins, essential fatty acids 
. . . minerals, vitamins, and, yes, su&cient 
levels of sugar to !ght the many battles rag-
ing inside and outside [the body’s] cells.”16 
David Sinclair, director of the Paul F. Glenn 
Center for the Biology of Aging at Harvard 
Medical Center, also uses the language of 
war. He derives comfort from the “armies 
of chemists” at work in battling the aging 
body.17 "rough disciplined research, these 
armies will provide the weapons necessary 
to realize our desire for longer life, allow-
ing us to wage war on a body already at war 
with itself. "ough the metaphor of war 
may indeed be appropriate to describe the 
body’s activities on the cellular level, when 
it begins to become the dominant metaphor, 

aging itself becomes the enemy, and merely 
reinforces the desire to pursue medicine and 
ascetic regimes in waging battle against it. 
Before formulating a Christian response to 
this new asceticism, we will unpack its mor-
al elements.

Certainly, this “new asceticism”—like all 
practices—has its own morality. As Juvin 
sees it, the advent of the body has replaced 
the older morality of repression with satis-
faction.18 "e good life is the life we desire. 
"e advent of the body is the advent of satis-
faction, underwritten by the central princi-
ples that animate the economy, politics, and 
morality.19 "is new morality is a marked 
departure from older forms of Christian 
morality—most notably asceticism—
where the body was subdued or repressed. 
According to Juvin, western philosophy 
and religion had once “worked in common 
to put down a body that was the ‘profane 
garment of the soul,’ an enemy of eternal 
salvation being capable of desire, capable of 
pleasure and folly, hence of sin . . . a body cut 
o# from heaven and from God.”20 He sees 
the desert ascetic St. Antony (ca. 251–356) 
as the emblematic !gure of this repression. 
Juvin notes,

Being a good person these days does not 
mean curbing the sinful longings of the 
body, mortifying the weak $esh, fol-
lowing your conscience and preparing 
through constant prayer for your depar-
ture from this life here below; it means 
living well. . . . "e libraries of personal 
development repeat in a competitive 
litany that to get on well with others, at 
home, at work, you have !rst to get on 
well with yourself.21

"is is the new religion of the body’s trans-
formation, what he calls the religion behind 
the demise of Christianity.22

Whether Juvin has fairly represented St. 
Antony and the asceticism of the Desert 
Fathers, he asserts that the curse of the sinful 
body has e#ectively been turned inside out. 
Whereas for the old ascetics the body was 
something to be overcome because it was 
viewed as inherently bad, the body can now 
be improved because it is capable of both 
giving and receiving pleasure. However, the 
soul ends up getting lost in this new moral-
ity of the body. Or rather, the relationship 
between body and soul is being transformed, 
with the former assuming more importance 
than the latter. "e desires of one’s soul are 
taken as an unquestioned given. As Juvin 
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notes, “Recognition of the primacy of the 
body places muscles, bones, sexual organs, 
skin, where soul, mind and intelligence used 
to be: overhanging everything.”23 "us,

"e habit no longer makes the monk; the 
body makes him, by revealing his eating 
and drinking habits, by showing signs 
of the attention or neglect given to it, by 
saying everything about itself, the things 
nothing else can say.24

"e promises of youth and beauty become 
one’s own responsibility, with the body pro-
viding constant feedback on how well (or 
poorly) one is doing. As Juvin points out, 
this new asceticism is a new “duty owed to 
the body.”25 "ere is a certain irony here, for 
in reality the new asceticism of longevity 
hardly does away with habits. Juvin is only 
pointing out that one’s own morality can be 
better read o# the body than by one’s atti-
tude, desires, or disposition. However, as the 
brain is increasingly identi!ed as the sole 
basis for love, !delity, and faith, when things 
like belief and the apprehension of beauty 
are reduced to neuropsychological states 
that can be manipulated, the body’s libera-
tion from the immaterial is nearing its com-
pletion. As Juvin puts it, “the digital revolu-
tion, information technology, and arti!cial 
intelligence ensure the body’s revenge on the 
soul, the mind and the other foggy entities 
in which religion, ideologies, and mysticism 
used to !nd a foothold.”26 

"us, in the new asceticism the body 
becomes everything, says Juvin, because 
nothing else is worth that much. "is ascet-
icism con!rms “that the body has become a 
material, a plastic substance that should lend 
itself to being changed, modeled to project 
the desired image.”27 "is new morality 
carries its own creed: “my body is my own 
property, my own responsibility; I choose it, 
mark it, distinguish it, shape it to my will.”28 
"e body becomes managed property under 
the moral imperative of self-improvement.29 
In this new morality indeterminacy is the 
particular form of freedom turned against 
the self.30 But the weight of responsibility 
proves no less burdensome than the sup-
posedly conquered regime of repressive 
Christian asceticism. Rather, the morality of 
the body simply introduces new categories 
of good and bad. “"e myth of the perfect, 
untiring, non-corroding body conjures up 
another myth,” notes Juvin, “that of purity, 
the obsession with performance, the dead-
ly intoxication of surpassing oneself: of the 

superman.”31 "e irony is that the body, in 
a sense, disappears. “It [the body] is forbid-
den to be what it is—tired, dirty, wrinkled, 
addicted, sweaty rumbling and panting—
required to be pure image, odorless, without 
moods, without excretions.”32 "e echoes of 
transhumanist dogma—whether acknowl-
edged or not—are strong. 

Once again, this new morality may very well 
prove more burdensome than the Christian 
asceticism it rejects. Juvin describes this new 
morality as “frighteningly severe,” for the 
body is worth keeping alive only as long as 
it is able to bring a certain degree of satisfac-
tion to itself and others.33 As Juvin striking-
ly puts it, in order for the soul to reach the 
surface of the skin itself—which is his way 
of describing the eclipse of any discrepancy 
between one’s desired ideal of the body and 
one’s actual body—nothing less than duti-
ful, relentless e#ort is demanded. "e proj-
ect of self-fabrication is simply “to choose 
oneself.”34 Here the opposition of soul and 
body, internal reality and outward appear-
ance, loses all meaning.35

Medicine used sometimes to heal the 
soul to help cure the body; now the body 
has to be healed to ensure that the soul is 
all right. "e cult of the self replaces all 
the others quite handily. It is !nalizing 
the conditions for the advent of the body. 
My skin says everything about me; it is 
me.36

But perhaps the most burdensome aspect of 
this new morality, says Juvin, is the loneli-
ness of such projects. “For to choose your-
self by yourself and for yourself is the most 
unbearable of all choices.”37 In such con-
ditions, one’s lifetime becomes one’s most 
important asset. Yet, in spite all of our tech-
nological advances, our power over nature 
is extremely limited. "e violence of time, 
fatigue, boredom, age, and disgust eventual-
ly show through.

It is not too di&cult to see the new asceti-
cism as an example of the advent of the 
body. Juvin’s critique highlights at least three 
aspects of the new longevity worth mention-
ing here. 

First, it is clear that this new asceticism of 
greater longevity is deeply secular. Juvin 
rightly asserts that in gaining longer life, 
we have lost eternity: “We have wrested 
long life from the gods, from sickness, from 
death.”38 Dorsey, Asprey, Longo, and oth-
ers embrace what Charles Taylor has called 

the “immanent frame,” where “we come to 
understand our lives as taking place within a 
self-su&cient immanent order.”39 It requires 
nothing of the transcendent. Instead, the 
ultimate, unquestioned vantage point is 
rooted in the individual will, where one’s 
view of the world is properly basic, and worth 
pursuing, whatever one’s ideal of bodily lon-
gevity might entail. "e body can be indef-
initely upgraded as material to be managed 
by one’s unquestioned desires. "is view says 
“I am !nite, time is scarce, and this world is 
all there is.”40 One wonders whether these 
practitioners aren’t haunted by an existential 
anxiety and loneliness, especially the likes of 
Dorsey and Longo who are choosing to for-
go family life. Being unmarried and child-
less used to mark adherence to a particular 
religious order; now it bespeaks devotion 
to the practices aimed at achieving the per-
petually young body. Indeed, they may very 
well be described as “secular monks.”

Second, we can describe these projects as 
Pelagian insofar as the human will is all that 
is necessary to pursue one’s moral projects 
apart from divine grace. "ough Pelagius 
was rightly concerned with the morality of 
the church, he denied any necessary con-
nection between Adam’s sin and the rest 
of humanity, asserting that the belief that 
all of humanity somehow shares in Adam’s 
moral corruption was not only unbiblical, 
but far too pessimistic.41 Nevertheless, the 
new ascetics are Pelagian to the degree that 
their behaviors, dispositions, and desires 
are largely things for which they are fully 
responsible, things they must amend under 
their own strength. With Pelagius, these new 
ascetics reject the idea that we are born into 
any particular condition that would require 
such a deeply metaphysical word like “sin.” 
"ough the social pressure to pursue this 
new asceticism will always be present, ulti-
mately, one’s morality is one’s own respon-
sibility, and primarily a matter of one’s will. 

Finally, we can describe this new asceticism 
as deeply indeterminate, a term favored by 
Juvin.42 While he links this indeterminacy 
to human freedom, there are two related 
concepts that help underscore the type of 
freedom Juvin is describing: voluntarism 
and nominalism. To say this new asceticism 
of longevity is voluntarist is simply to assert 
the primacy of the human will (Latin: vol-
untas) over against anything else that might 
oppose one’s will, whether it be rationality 
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or one’s body. In a more formal sense, the 
human will determines right and wrong 
with respect to the body. "is project also 
betrays a nominalist (from the Latin nomen, 
meaning “name”) bent, which, at its root, 
asserts that the world is a collection of indi-
vidual entities that have no necessary, dis-
cernable order. Any supposed category that 
we might use to discern some order, logic, or 
structure in the world (e.g. tree, cloud, the 
human body) exist in name (nomen) only. 
In short, nominalism encourages us to see 
the world, and especially our bodies, as lit-
tle more than a random collection of cells 
that have no necessary order or template by 
which to determine how the body should 
be. "e ideal body is nothing more than an 
arbitrary template unique to each individu-
al, which may or may not choose to impose 
on the real body. "e body is, in a sense, a 
lump of clay waiting to be shaped to whatev-
er one desires. "ere is no discernable order 
to nature itself that might suggest any limits 
to our impulses for self-expression. 

Juvin’s use of the word of “advent” when 
referring to the body may remind Christians 
of a prior advent, that of the Son of God, the 
divine Logos, who did not merely occupy 
a body, but came as the embodied Jesus of 
Nazareth, conceived by the power of the 
Holy Spirit and born of the virgin Mary. 
"us, in using such terminology, Juvin does 
us a favor by encouraging Christians to 
re$ect on the Advent by which all subsequent 
advents must be measured. Indeed, histor-
ically the church has measured the yearly 
passage of time beginning with the season 
of Advent in December. More particularly, 
it was this Advent—the Incarnation—that 
informed the fasting of the Desert Fathers 
like St. Antony and challenges the well-worn 
assumption that Christian asceticism was 
primarily about repression, as Juvin claims. 
"ough the Desert ascetics did indeed treat 
the body harshly, Antony’s $ight to the des-
ert was a moral project in which the body 
was heavily implicated in the reformation 
of the soul even as the body also reaped the 

fruit of the soul’s reformation. "e Advent 
of Christ in the Incarnation bespeaks the 
appropriateness of being !nite, embodied 
creatures. Contrary to what is o%en thought, 
the Desert Fathers were not at war solely 
with the body, but primarily engaged in bat-
tle with the disordered desires of one’s soul. 
"ey sought to bring the soul in submission 
to God through the body, not merely against 
it. Rather than seeing the body as an instru-
ment of the soul—i.e. as the instrument or 
mere object of one’s thoughts, desires, or 
feelings—the body and the impulses and 
desires arising from it were accorded the role 
of instructor in order that one might once 
again experience a deeper communion with 
God, as did prelapsarian Adam and Eve.

According to the Church Father Athanasius 
(d. 373), St. Antony was the paradigmatic 
!gure of the desert ascetic who, in denying 
the body through fasting, was able to come 
face to face with his own recalcitrant, twist-
ed will. "e goal of fasting was not primar-
ily to transform the body to some ideal for 
longevity, but was a !rst step in bringing 
one’s body and soul into their proper order: 
the soul in submission to God and the body 
in submission to the soul. Unlike the new 
asceticism, however, which seeks to render 
the body a slave to one’s desire to live lon-
ger and reshaping it accordingly, St. Antony 
recognized that the path towards transfor-
mation meant dealing with the bodily needs 
and impulses that have the potential to drag 
one away from Christ. "ough the body is 
fallen through sin (Gen 3), having a !nite 
body is nevertheless appropriate to our crea-
tureliness, as attested by Jesus’ aging, !nite 
body. If the new asceticism aims at reduc-
ing the distance between body and soul by, 
in the words of Juvin, bringing the soul to 
the surface of the skin (i.e. the body e#ec-
tively mirrors one’s desires), where the body 
e#ectively becomes who one is, or merely 
re$ects one’s ideal of longevity, the Desert 
Fathers sought to maintain their distinc-
tion and order. "ough the body is certainly 
meant to serve the soul, attention was !rst 

directed towards subduing the impulses 
and distractions of bodily needs and desires, 
thereby acknowledging that the body and its 
limitedness has something to teach us about 
being human.

Interestingly however, Athanasius and 
Antony also recognized that such fasting 
would transform one’s body, allowing it 
to become more like Adam’s body in the 
Garden of Eden—speci!cally, by slowing 
down the aging process and potentially 
regaining the longevity enjoyed by the bib-
lical patriarchs (Gen 5; 11). In other words, 
they believed that a greater bodily longevity 
was the inevitable bodily byproduct of hav-
ing a well-ordered soul (i.e. thoughts and 
desires). Indeed, Antony himself lived to 105 
years of age. But it is important to note that 
this longevity was never the primary goal; it 
is vastly di#erent than the “new asceticism.” 
"ough both the new and the old asceti-
cism involve a transformation of the body, 
the Desert Fathers’ intentions were with 
the soul, that is, one’s character—not to the 
exclusion of the body, but for its bene!t. If 
the “new asceticism” sees the body as a proj-
ect, the “old asceticism” sees the body as a 
gi$, o#ering the possibility of a longer life, 
with the moral character to go with it.

From a Christian perspective, we may very 
well be sympathetic to the concerns animat-
ed by this new asceticism, namely, that as 
embodied beings we are subject to !nitude, 
degradation, and decay. If, as Christians, we 
rightly celebrate embodied life as a gi% from 
God, as attested to in the Incarnation, it is 
certainly not wrong to desire long(er) life. 
But the means by which this might happen 
also matter. Certainly, there are numerous 
other questions that might be asked of life 
extension from a Christian perspective. 
"e Desert ascetics remind us that we must 
ask who we might become if we engage in 
life-extension projects, namely, whether or 
not we are more or less likely to be trans-
formed into the image of Christ.43 
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“When ! ey Warn of Rare Diseases, ! ese Prenatal Tests Are 
Usually Wrong” by Sarah Kli#  and Aatish Bhatia, ! e New York 
Times, January 1, 2022

" e tests initially looked for Down syndrome and worked very 
well. But as manufacturers tried to outsell each other, they 
began o# ering additional screenings for increasingly rare condi-
tions. " e grave predictions made by those newer tests are usu-
ally wrong, an examination by " e New York Times has found. 
(https://tinyurl.com/ym4u7zpy)

“Study Raises Questions About Popular Genetic Test for 
‘Abnormal’ Embryos” by Azeen Ghorayshi, ! e New York Times, 
April 20, 2022

" e genetic test, called preimplantation genetic testing for aneu-
ploidy, or PGT-A, has, over the last two decades, become a stan-
dard add-on to already pricey I.V.F. procedures. But the test, which 
can cost anywhere from $4,000 to $10,000, has become controver-
sial over the years as studies have cast doubt on whether it increas-
es birthrates from I.V.F. at all. (https://tinyurl.com/mpanjjdb)

A New York Times report and a study published in the journal Human 
Reproduction add to concerns that prenatal and embryonic genetic tests 
do not predict whether a child will be healthy or not. " e New York 
Times looked at the ! ve most popular genetic conditions that are tested 
for using non-invasive prenatal tests, or NIPT. Unlike risky prenatal tests 
that require a cell sample either from the embryo or from the placenta, 
NIPT only requires a blood sample from the mother. " e test works well 
for Down syndrome, but for other conditions, the test has, on average, 
an 85% false-positive rate. " e FDA has since issued a warning that these 
tests are not cleared or approved by any regulatory body.1

" e Human Reproduction study looked at the pre-implantation genetic 
test that is used to evaluate whether embryos made through in vitro fer-
tilization have chromosomal errors. Typically, any “abnormal” embryos 
are not implanted; however, these “abnormal embryos” can result in a 
normal baby. " is means many parents have made decisions based on 
the false assumption that abnormal embryos will not result in a pregnan-
cy or a healthy child. 

“In 1st, US Surgeons Transplant Pig Heart into Human Patient”
by Carla K. Johnson, Associated Press, January 10, 2022

In a medical ! rst, doctors transplanted a pig heart into a patient 
in a last-ditch e# ort to save his life and a Maryland hospital said 
Monday [January 10] that he’s doing well three days a% er the high-
ly experimental surgery. (https://tinyurl.com/5f6r7a3d)

“US Man Who Got 1st Pig Heart Transplant Dies a" er 2 Months”
by Lauran Neergaard and Carla K. Johnson, Associated Press, March 
9, 2022 (https://tinyurl.com/4hxh523e)
David Bennett, 57, died Tuesday at the University of Maryland Medical 
Center. Doctors didn’t give an exact cause of death, saying only that his 
condition had begun deteriorating several days earlier.

David Bennett, who underwent an experimental pig-to-human heart 
transplant, died two months a% er receiving the transplant; however, 
doctors say that the transplanted heart was doing well. " ey are unsure 
if the presence of an animal virus in Bennett’s tissues had anything to 
do with his decline or if it was due to Bennett’s multiple health issues. 
Bennett had advanced heart failure and did not qualify for a (human) 
transplant because he was “non-compliant.” An article in Wired’s ideas 
section outlined the ethical issues surrounding non-compliance as a 
disquali! cation for being on the transplant list, yet still qualifying for a 
highly experimental procedure.2

Past animal-to-human transplantations have failed because the human 
body rejects the animal organ. However, for Bennett’s procedure, doctors 
used pigs that were genetically modi! ed so the human immune system 
will not attack the organ. Furthermore, Bennett received a new immu-
nosuppressant drug, and the heart was transported in a special bath of 
water, hormones, and dissolved cocaine.
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“Are We About to Cure Sickle-Cell Disease?” by Dhruv Khullar, 
! e New Yorker, March 22, 2022

More than a century a% er sickle-cell disease was ! rst diagnosed, 
advances in gene therapy are poised to make it not just treatable 
but curable. But technology is only one part of medicine. " e treat-
ments won’t be cheap, and many of the people who need them the 
most are on the fringes of a medical system that has marginalized 
them. (https://tinyurl.com/mr2e9ppf)

Several gene therapies have shown early results in alleviating sickle cell 
disease symptoms, which includes sudden attacks of pain, debilitating 
fatigue, and emergency blood transfusions. Vertex Pharmaceuticals, 
working with CRISPR " erapeutics, has treated over 45 patients with 
sickle cell and beta thalassemia, with 22 of them seeing signi! cant 
improvement, according to an NPR report. Bluebird Bio uses a viral vec-
tor to insert genes into blood cells, and has also seen success, although 
there have been some side e# ects that need to be evaluated. Still, sickle 
cell disease may be the ! rst disease that is curable using genetic editing 
technologies.

“Supreme Court Has Voted to Overturn Abortion Rights, Dra"  
Opinion Shows” by Josh Gerstein and Alexander Ward, Politico, 
May 2, 2022

" e Supreme Court has voted to strike down the landmark Roe 
v. Wade decision, according to an initial dra%  majority opinion 
written by Justice Samuel Alito circulated inside the court and 
obtained by POLITICO. " e dra%  opinion is a full-throated, 
un$ inching repudiation of the 1973 decision which guaranteed 
federal constitutional protections of abortion rights and a subse-
quent 1992 decision—Planned Parenthood v. Casey—that largely 
maintained the right. (https://tinyurl.com/ys7zvprb)

Despite the media furor over the leaked document, there have been 
rumblings about the Supreme Court overturning Roe and Casey since 
December 2021. Axios reported on the oral arguments for the Dobbs case 
in “Supreme Court Appears Likely to Roll Back Abortion Rights.”3 One 
of the key points in the oral arguments was the “viability line” as the 
standard for when abortions are permitted under both court cases.

Someone associated with the U.S. Supreme Court leaked a dra%  majority 
opinion of the Dobbs v. Jackson Women’s Health Organization case. " e 
dra%  overturns Roe and Casey, which made the legalization of abortion 
protected by the federal constitution under the “right to privacy.” " e 
dra% , which was the precursor to the o&  cial opinion of the Court, pub-
lished in June 2022, places the onus on the states and the legislature to 
determine the legality and boundaries of abortion.4

Even though in hindsight we know the leaked document turned out to 
be authentic, Poynter had a helpful article on the ethics of choosing to 
report a Supreme Court leak and a critique of Politico’s lack of transpar-
ency on how they authenticated the documents.5

“US Overdose Deaths Hit Record 107,000 Last Year, CDC Says” by 
Mike Stobbe, Associated Press, May 11, 2022

More than 107,000 Americans died of drug overdoses last year, 
setting another tragic record in the nation’s escalating overdose 
epidemic, the Centers for Disease Control and Prevention estimat-
ed Wednesday [May 11th]. " e provisional 2021 total translates to 
roughly one U.S. overdose death every 5 minutes. It marked a 15% 
increase from the previous record, set the year before. " e CDC 
reviews death certi! cates and then makes an estimate to account 
for delayed and incomplete reporting. (https://tinyurl.com/mrxb-
dv4w)

Overdose deaths have been steadily increasing since the 1990s because of 
the availability of opioids. However, last year saw an increase in overdose 
deaths that were unevenly distributed across the U.S. and across socio-
economic and racial groups. Native Americans and Black Americans saw 
the highest percentage increase in overdose deaths. Part of this was due 
to the stressors associated with the pandemic. However, another reason 
for an escalation of overdoses is due to pills, obtained illegally, that are 
tainted with fentanyl, a highly potent opioid.

“China’s Treatment of Uyghurs Amounts to Genocide, U.K.-
Based Panel Finds” by Sha Hua, ! e Wall Street Journal, December 
9, 2021

An independent panel wrapped up its yearlong examination of 
China’s treatment of Uyghurs and other ethnic minorities in 
Xinjiang, concluding that China’s policies in the region amounted 
to a form of genocide. " e Uyghur Tribunal, a U.K.-based panel 
of lawyers, academics and activists, said " ursday [December 9th] 
it found that the Chinese government, through policies including 
what it described as forced birth control and sterilizations, intends 
to partially destroy the predominantly Muslim Uyghur commu-
nity and its way of life; and that Chinese President Xi Jinping 
and other senior o&  cials bore “primary responsibility for acts in 
Xinjiang.” (https://tinyurl.com/yhw9tjwc)
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“! e Faces from China’s Uyghur Detention Camps” by John 
Sudworth, BBC, May 24, 2022

" ousands of photographs from the heart of China’s highly 
secretive system of mass incarceration in Xinjiang, as well as a 
shoot-to-kill policy for those who try to escape, are among a huge 
cache of data hacked from police computer servers in the region.
(https://tinyurl.com/43c2j2m6)

An international tribunal comprised of lawyers, academics, activists, 
doctors, businessmen, and ex-diplomats determined that China has 
been engaging in an ethnic assimilation campaign that amounts to cul-
tural genocide of the Uyghurs and other Turkic minorities living pre-
dominantly in China’s northwest province of Xinjiang (Xinjiang Uyghur 
Autonomous Region). " e tribunal announced its ! ndings in December, 
two months before the start of the Beijing Winter Olympics. " e United 
States, Canada, the U.K., and several other countries said they would 
diplomatically boycott the Beijing Olympics due to human rights abuses.

Additionally, the United Nations International Labor Organization’s 
annual report found that China has continued to engage in forced labor 
and even physical and psychological torture of Uyghurs in Xinjiang. 
" ose that had been detained are forced to work in inhumane condi-
tions. " ousands of others have been forced to work in factories in oth-
er parts of China, separated from their families under a dubious labor 
transfer scheme called “Xinjiang Aid.”6

" en, in May, the BBC published photos of thousands of Uyghurs and 
other Turkic minorities who have been detained. " ese are from leaked 
documents of a police database from a province in Xinjiang, known as 
the “Xinjiang Files.” " e ! les provide some of the starkest evidence of 
conditions in the detention camps. Additionally, Axios reported that 
a former detainee who is Christian, ethnically Kyrgyz, and trained 
in law, made it to the United States and will be a key witness for the 
International Criminal Court’s prosecution against China for commit-
ting crimes against humanity.
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DECEMBER 2021
December 1: “US Reports 1st Case of Omicron Variant in Returning 
Traveler” (Associated Press)

December 1: “Meta Removes Over 600 Accounts Linked to COVID 
Disinformation E#ort by China” (Axios)

December 6: “New York City Orders a ‘1st-in-the-Nation’ Vaccine 
Mandate for Private Companies” (NPR)

December 9: “CDC’s Covid Vaccination Rates Appear In$ated, 
Experts Worry” (NBC News)

December 13: “China Reports First Omicron Covid-19 Case in the 
Mainland” (!e Wall Street Journal)

December 14: “As U.S. Nears 800,000 Virus Deaths, 1 of Every 100 
Older Americans Has Perished” (!e New York Times)

December 15: “C.D.C. Virus Tests Were Contaminated and Poorly 
Designed, Agency Says” (!e New York Times)

December 17: “WHO Approves Novavax Vaccine for Emergency 
Use Against COVID” (ABC News)

December 20: “EU Approves Fi%h Jab as WHO Urges Greater E#ort 
to End Pandemic” (Medical Xpress)

December 27: “CDC Recommends Shorter COVID Isolation, 
Quarantine for All” (Associated Press)

December 30: “US Children Hospitalized with COVID in Near-
Record Numbers” (Associated Press)

JANUARY 2022
January 4: “New COVID Records in US, UK, France as Omicron 
Runs Rampant” (Medical Xpress) 

January 6: “COVID-19 May Have Killed Nearly 3 Million in India, 
Far More "an O&cial Counts Show” (Science)

January 13: “COVID-19 Pill Rollout Stymied by Shortages as 
Omicron Rages” (Associated Press)

January 14: “Supreme Court Halts COVID-19 Vaccine Rules for US 
Businesses” (Associated Press)

January 19: “US Begins O#ering Free COVID Test Kits, But Doubts 
Persist” (Associated Press)

January 20: “WHO Says No Evidence Healthy Children Adolescents 
Need COVID-19 Boosters” (Reuters)

January 26: “Covid-19 Deaths in the U.S. Top 2,100 a Day, Highest 
in Nearly a Year” (!e Wall Street Journal)

January 26: “Hospitals are Denying Transplants for Patients Who 
Aren’t Vaccinated Against Covid, with Backing from Ethicists” ( 
STAT News)

January 28: “Welcome to Beijing’s Covid Olympics: ‘"e Situation Is 
Going to Be Strict for a While’” (!e Wall Street Journal)

January 31: “"e Latest Covid Variant is 1.5 Times More Contagious 
"an Omicron And Already Circulating in Almost Half of U.S. 
States” (CNBC)

January 31: “US Gives Full Approval to Moderna’s COVID-19 
Vaccine” (Associated Press) 
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FEBRUARY 2022
February 1: “Pandemic Pits Health Care Experts Against the Media” 
(Axios)

February 2: “’Take Back Life’: More Nations Ease Coronavirus 
Restrictions” (Associated Press)

February 3: “A Deluge of Medical Waste Is Swamping the Globe, a 
U.N. Report Says” (!e New York Times)

February 4: “COVID Falling in 49 of 50 States as Deaths Near 
900,000” (Associated Press)

February 4: “Covid-19 Vaccines Linked to Menstrual Cycle 
Changes” (!e Wall Street Journal)

February 4: “Lockdowns Only Reduced COVID-19 Death Rate by 
0.2%, Study Finds: ‘Lockdowns Should be Rejected Out of Hand’” 
(Fox News)

February 14: “CDC: COVID-19 Booster E#ectiveness Wanes A%er 
Four Months” (!e Scientist)

February 16: “WHO: New COVID Cases Drop by 19% Globally, 
Deaths Stable” (Associated Press)

February 17: “California Adopts Nation’s First ‘Endemic’ Virus 
Policy” (ABC News)

February 25: “CDC to Signi!cantly Ease Pandemic Mask Guidelines 
Friday” (Associated Press)

February 25: “Another Casualty of Russia’s Invasion: Ukraine’s 
Ability to Contain the Coronavirus” (!e New York Times)

MARCH 2022
March 3: “Arthritis Drug Reduces Mortality in Severe COVID-19 
Huge Clinical Trial Finds” (Science)

March 4: “Most EU Women Blame COVID Pandemic for Spike in 
Gender Violence—Poll” (Reuters)

March 7: “Mainland China Daily Local COVID Cases Climb to 
2-Year High” (Reuters)

March 8: “WHO Says COVID Boosters Needed, Reversing Previous 
Call” (Associated Press)

March 16: “Report: N.Y. Health Agency ‘Misled’ Public on Nursing 
Home COVID Deaths” (Axios)

March 21: “Overwhelmed by Omicron, Hong Kong Runs Out of 
Space for Its Dead” (!e Wall Street Journal)

March 23: “Omicron BA.2 Variant Represents Rising Share of U.S. 
Covid-19 Cases” (!e Wall Street Journal)

March 29: “CDC Recommends Second Booster Shot for Americans 
Over 50” (Axios)

APRIL 2022
April 4: “New Laws Let Visitors See Loved Ones in Health Care 
Facilities, Even in an Outbreak” (NPR)

April 6: “"e F.D.A. Suspends Use of a Glaxo Antibody Drug in the 
U.S. as an Omicron Subvariant Spreads” (!e New York Times)

April 12: “WHO Says It Is Analyzing Two New Omicron COVID 
Sub-Variants” (Reuters)

April 14: “Shanghai Cases Hit Record as Xi Reiterates Urgency of 
COVID Curbs” (Reuters)

April 15: “WHO: COVID Cases, Deaths in Africa Drop to Lowest 
Levels Yet” (Associated Press)

April 15: “Valneva Covid Vaccine Approved for Use in UK” (BBC)

April 18: “BA.2 Proves the Pandemic Isn’t Over, But People Are 
Over It” (!e Wall Street Journal)

April 26: “FDA Approves First COVID Treatment for Children 
Under 12” (Axios)

MAY 2022
May 5: “WHO: Nearly 15 Million Deaths Associated with 
COVID-19” (Associated Press)

May 5: “FDA Limits Use of Johnson & Johnson’s Covid-19 Vaccine, 
Citing Clotting Risk” (STAT News)

May 5: “CDC Tracked Millions of Phones to See If Americans 
Followed COVID Lockdown Orders” (VICE News)

May 9: “Covid-19 Cases Rise in Parts of U.S. with High Vaccination 
Rates” (!e Wall Street Journal)

May 16: “FDA Rejects Antidepressant Seen as Possible Covid-19 
Treatment” (STAT News)

May 16: “’A Pretty Big Deal’: U.S. Makes COVID-19 Technologies 
Available for Use in Developing Countries” (Science)

May 17: “FDA Clears COVID Booster Shot for Healthy Kids Ages 5 
to 11” (Associated Press)

May 18: “FDA Greenlights Nonprescription Test for Covid, Flu and 
RSV” (NBC News)

May 19: “WHO Clears China’s CanSino COVID Vaccine for 
Emergency Use” (Associated Press)

May 24: “As Reports of ‘Paxlovid Rebound’ Increase, Covid 
Researchers Scramble for Answers” (STAT News)

May 26: “Rhode Island to Open First Federally Backed COVID Site 
Providing Anti-Viral Pills” (Axios)
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UKRAINE NEWS TIMELINE
Heather Zeiger, MS, MA | Research Analyst

On February 24, Russian forces invaded Ukraine. In the months following, the Russian military has been accused of violating international 
humanitarian laws, including the Geneva Conventions, the Hague Regulations of 1907, and international human rights laws.1 "e media,2 
the United Nations,3 non-governmental organizations,4 speci!c countries, including the United States,5  and the international community6 
have been documenting potential war crimes by Russian forces against Ukraine. In March, the U.S. Department of State formally accused 
Russian forces of war crimes. 

Ukraine is contending with a disaster scenario, which has seen the breakdown of its medical infrastructure in some parts of the country. 
Ethics in disaster situations is a unique category of bioethics because it constitutes a large in$ux of patients in a very short amount of time, 
sometimes in a setting where normal infrastructures are precarious, limited, or unavailable. "is situation creates an acute shortage of 
medical workers and medical supplies. Over the last two-and-a-half years, the world has encountered a global disaster from the Covid-19 
pandemic. However, disaster situations can also occur because of war.

Below is a selection of headlines from bioethics.com that demonstrate the range of bioethical issues encountered in Ukraine following the 
invasion from Russia.

February 24: “Russia Invades Ukraine on Many Fronts in ‘Brutal Act of 
War’” (Associated Press)
March 1: “Ukraine’s Surrogacy Industry Has Put Women in Impossible 
Positions” (!e Atlantic)
March 1: “’We Don’t Know How to Survive Here’: A Cancer Ward for 
Ukrainian Children Under Siege” (!e Guardian)
March 2: “Ukrainian Maternity Ward Moves to Basement for Shelter” 
(Associated Press)
March 3: “Disabled Orphans Fleeing Kyiv Received by Poles, Hungarians” 
(Associated Press)
March 7: “Food and Medicine Shortages in Ukraine Prompt Global Relief 
E#ort” (!e Wall Street Journal)
March 8: “W.H.O. Condemns Attacks on Health Care Services in Ukraine 
and Calls for Safe Passage for Medical Supplies” (!e New York Times)
March 9: “Airstrike Hits Ukraine Maternity Hospital, 17 Reported Hurt” 
(Associated Press)
March 11: “WHO: At Least 26 Ukraine Health Facilities Attacked Since 
Russian Invasion Began” (Axios)
March 14: “"e War Puts Ukraine’s Clinical Trials—and Patients—in 
Jeopardy” (Wired)
March 15: “Exclusive: Ukraine Has Started Using Clearview AI’s Facial 
Recognition During War” (Reuters)
March 16: “’"ey Draw Bombs, Tanks and Wishes for Peace’: Ukraine’s 
Child Mental Health Crisis” (!e Guardian)
March 16: “"e War in Ukraine Is a Reproductive Health Crisis for 
Millions” (Wired)
March 18: “Young Ukrainian Cancer Patients Get Medical Help in Poland” 
(Associated Press)

March 18: “Big Pharma Faces an Ethical Dilemma: Should "ey Keep 
Selling to Russia?” (Wired)
March 22: “Russia’s War with Ukraine Is Devastating for Ukraine’s War 
on TB” (NPR)
April 4: “In Ukraine, New Reports of War Crimes Emerge as Russians 
Retreat from Kyiv Area” (!e Wall Street Journal)
April 8: “Horrors of Ukraine’s Bucha Laid Bare on Yablunska Street” (!e 
Wall Street Journal)
April 8: “Doctors, Crater Disprove Russia’s Hospital Airstrike Misinfo” 
(Associated Press)
April 11: “"e Race to Archive Social Posts "at May Prove Russian War 
Crimes” (Wired)
April 11: “Mariupol Mayor Says Siege Has Killed More "an 10K Civilians” 
(Associated Press)
April 20: “Aid Groups Fight to Deliver Lifesaving Supplies Despite Losing 
Lives to Russian Shelling” (!e New York Times)
April 22: “UN: Human Rights ‘Horror Story’ Is Unfolding in Ukraine” 
(Axios)
April 25: “Satellite Images Reveal Another Mass Grave Site Near Mariupol” 
(Axios)
May 11: “At Least 3000 Have Died in Ukraine for Want of Disease 
Treatment: WHO” (Reuters)
May 19: “Captive Medic’s Bodycam Shows Firsthand Horror of Mariupol” 
(Associated Press)
May 27: “War Crimes Watch: Russia’s Onslaught on Ukrainian Hospitals” 
(Associated Press)
May 31: “A ‘Terrible Nightmare’: Treating Ukraine’s Wounded Civilians” 
(Associated Press)
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1. “War and International Humanitarian Law,” International Committee of the Red 
Cross, October 29, 2010, https://www.icrc.org/en/doc/war-and-law/overview-war-
and-law.htm.

2. “War Crimes Watch Ukraine,” Associated Press, accessed August 29, 2022, https://
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5. Press statement by Antony J. Blinken, Secretary of State, “War Crimes by Russia’s 
Forces in Ukraine,” U.S. Department of State, March 23, 2022, https://www.state.
gov/war-crimes-by-russias-forces-in-ukraine/.

6. “Statement of the ICC Prosecutor, Karim A.A. Khan QC, on the Situation in Ukraine: 
‘I have decided to proceed with opening an investigation,” International Criminal 
Court, February 28, 2022, https://www.icc-cpi.int/news/statement-icc-prosecutor-
karim-aa-khan-qc-situation-ukraine-i-have-decided-proceed-opening.

Notes
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BIOFICTION

Heaven's River 
(Dennis E. Taylor, 2020). 
Transhumanism, Arti! cial Intelligence, 
Cloning, Bobiverse Series #4, Sci-Fi 
Comedy

Upgrade: A Novel
(Blake Crouch, 2022). 
Transhumanism, Genome Editing,
Sci-Fi " riller 

PRIMETIME BIOETHICS

Severence
(2022, AppleTV+, TV-MA).
" e Nature of Consciousness, " e Na-
ture of Self, Bioenhancement, 
Dystopian Sci-! 

Our Father
(2022, Net$ ix, TV-MA) 
Reproductive Ethics, Informed Con-
sent, Infractions of the Hippocratic 
Oath, True Crime Documentary 

Five Days Memorial
(2022, AppleTV+, TV-MA) 
Medical Drama, Ethical Crisis, Disaster 

BIOETHICS AT THE BOX OFFICE

Spiderhead
(Net$ ix, R, 2022)
Research Ethics, Pharmaceutical Ethics, 
Mind Altering Drugs, Sci-Fi " riller 

! e Auxiliary
(Frederic Plasman, 2018, Watch on Vimeo)
Transhumanism, " e Nature of Con-
sciousness, Embodiment, Winner of the 
2019 Bio-Fiction Short Film Competi-
tion 

Jurassic World: Dominion
(Universal Pictures, 2022, Rated PG-13 for 
language, intense sequences of action and some 
violence)
Biotechnology, Ethical Limitations of 
Genome Editing, Cloning 

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

Readers are cautioned that these resources repre-
sent 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/resourc-
es/reviews. If you have a suggestion for us to include 
in the future, send us a note at research@cbhd.org.
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Twitter | CBHD 
@bioethicscenter

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

• In June, Curtis Pierce, our Communications and Marketing Manager, and his family moved to Holland, Michigan. 
His wife, Dr. Madison Pierce, begins a new position as Associate Professor of New Testament at Western "eological 
Seminary this fall. "ankfully, Curtis will continue working with CBHD from a distance. 

• In February, Executive Director Matthew Eppinette presented a three-hour pre-conference workshop on “"e Bible and 
Bioethics” for the Evangelical Free Church of America's (EFCA) 2022 "eology Conference.

• In March, Dr. Eppinette spoke on end-of-life issues for Wellspring Family Church in St. Louis, Missouri.

• April saw him visiting Madison, Wisconsin to present “Navigating Taking, Making, & Faking Life in our MedTech 
World” to the EFCA's Forest Lakes District conference.

CBHD Annual Conference

Sta! News

• Our 29th annual summer conference, Integrity and Conscience: Bioethics and the Professions, was a smashing success. 
We held it as a hybrid event with about two-thirds of the participants in person and the rest joining online through the 
Whova app. We had a full slate of plenary addresses, workshops, paper presentations, and more. 

• Details for next year, our 30th annual summer conference, have been set. "e theme will be !e Christian Stake in 
Bioethics Revisited, and we have a terri!c lineup of plenary speakers already in place, including Peter Jaggard, Bryan 
Just, Christina Bieber Lake, Adam Omelianchuk, Scott Rae, and others. In addition, we will be pulling from our video 
archives to hear from past speakers like Edmund Pellegrino, Allen Verhey, Jean Bethke Elshtain, Robert Orr, and Harold 
O.J. Brown. Save the date so you can join us in Deer!eld, June 22-24, 2023!

• Just before the conference, we published a special report entitled “Fetal Tissue Research and Christian Bioethics: A 
Review of the Scienti!c Developments, Policy Landscape, and Ethical Considerations.” It will be something of a “living” 
resource that has been posted on our website and will be updated as developments in the !eld warrant. 

Publications

• Our Academy of Fellows met in February of this year for a weekend of research sharing, intense discussion, and fellow-
ship. We welcomed two new Fellows, Mihretu P. Guta of Biola and Adam Omelianchuk of Stanford.

Academy of Fellows

• As a part of the preconference workshops, CBHD hosted a free workshop for pastors on reproductive technologies. D. 
Joy Riley and Dennis Hollinger guided a group of pastors through the major reproductive technologies available today 
and the ethical questions connected to them.  

Pastoral Care & Support

YouTube | CBHD 
/bioethicscenter

Facebook | CBHD 
@bioethicscenter

Twitter | Bioethics.com 
@bioethicsdotcom
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" e Center for Bioethics & Human 
Dignity (CBHD) is a Christian bioethics 
research center at Trinity International 
University that explores the nexus of 
biomedicine, biotechnology, and our 
common humanity.

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