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The Human Corpse in Art: Why You Can’t and Shouldn’t Look Away
Jessica Adkins
Department of Philosophy
Saint Louis University

Abstract: When we think of death, we usually think of death as it exists inside private and hidden spaces like
hospitals and graveyards. Now, the presence of death is playing a larger role in the public sphere given recent
technological advancements. If we take a look at social media, we will find numerous accounts with millions
of followers run by morticians, pathologists, and anatomists who display and discuss death, disease, and the
corpse. Pathology and medical museums are seeing increases in attendance. Additionally, an increasing
number of artists are using the human corpse and bodily fluids in their art work, both as medium and
content. For example, Anthony-Noel Kelly created a plaster sculpture from a corpse, and Teresa Margolles
casted fetuses in concrete, displayed a pierced tongue from an anonymous victim of drug violence, and had
exhibit visitors walk through water vapor created from the water used to wash corpses in the morgue.
Perhaps most famously, Gunther von Hagens displays his full body plastinates in traveling exhibits around the
globe, and many museums own permanent plastinates in their collections. Many have called attention to the
ethical issues of works of arts involving corpses. Anthony-Noel Kelly was convicted for theft of human
remains, and von Hagens faced a lot of hot water for issues pertaining to body provenance. While I do not
wish to devalue the ethical concerns of using dead bodies in art, I think there are other questions on which
we should focus some attention. First, I ask, how can we explain the feelings of disgust and unease we
experience when we view works of art that incorporate the human corpse? Second, why do we choose to
view works of art that incorporate the dead human body if they cause feelings of unease? And third, what
aesthetic value do these works of art serve that other mediums or replicas could not serve? Why is it
important to use real human remains?
To explain our unease with viewing the human corpse, I look to psychological theories of the abject,
the uncanny, and the Uncanny Valley. To understand our interest and draw towards looking at grotesque
works of art using the body, I rely on Noel Carroll’s philosophy of art-horror, drawing many similarities
between corpse art and fictional horror movies, as well as feminist disability studies to help understand our
interest in viewing abnormal bodies. The value question, however, will be more challenging to answer. Von
Hagens finds value in his plastinates because they are educational and promote the democratization of
anatomy. Margolles’ use of body in her art is said to have value because it draws attention to the social
inequalities related to the Mexican drug trade, such as the invisibility of lower class victims and the
corruptness of government. While I do not deny these values, I wish to explore further their aesthetic value,
or their value for art’s sake. Some claim that displaying the corpse is just a voyeuristic tactic of the artist. I
claim that the value exceeds mere voyeurism.
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Surgical Masks and Masked Review:
On Authorial Identity, Anonymity, and Implicit Bias in Medical Peer Review
Ben Almassi, PhD
Division of Humanities and Social Sciences
Governors State University

Abstract: Across disciplines and different fields of study, journals and other scholarly venues have long been
committed to peer review as a social-epistemic mechanism to safeguard the reliability and credibility of
published research. Yet just how peer review is put into practice allows for considerable variation, including
differences between pre- and post-publication review, standards for acceptance and rejection, and degrees
of participant anonymity. The last of these can include single, double, and triple-blind review as well as
completely unblinded or open review practices. Authorial identities can be masked or made known to
reviewers and editors; reviewer identities can be masked or made known to authors and editors. Arguments
for blinding, masking, or anonymizing participant identities so as to mitigate bias in reviewers’ and editors’
judgments have moved scholarly journals in many disciplines and fields to adopt double or triple-blind
review, while journals in other disciplines and fields have eschewed such measures toward increased
participant anonymity. In this presentation, we evaluate the reasons offered in defense of this disparity:
specifically, we consider the arguments given by journal editors and commentators for and against masked
review in medical research. Certainly, anonymizing procedures in order to mitigate bias are a standard
practice in medical research itself; less clear and rather more contentious is whether masking and
anonymizing participants’ identities is necessary for the peer-review process as well. Here we look to see how
the question of masked review is taken up differently, across different journals and in different subfields or
specializations, for medical research publication as compared to scholarly publications in the humanities,
physical sciences and social sciences. Do the arguments for triple-blind review to mitigate bias in, say, biology
or bioethics properly extend to medical research publication? Is unmasked authorial identity less susceptible
to reviewer or editor implicit biases in medicine than in these other fields? To the degree that disparities
around anonymity persist between different journals and different disciplines, do such disparities call for
resolution or for acceptance? Here we seek to answer such questions through careful, thorough critical
analysis of the arguments given by journal editors and commentators in defense of contemporary peerreview practices in medical-research publication.
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Supported Decision-Making for Persons with Mental Illness:
A Measure for Promoting Epistemic Justice
Mike Ashfield
Department of Philosophy
University of Southern California

Abstract: A knowledgeable speaker, that is, a speaker who asserts something she knows, is plausibly entitled
to some measure of an audience’s credibility, in virtue of her epistemic status as a knower. To accord a
knowledgeable speaker less than the appropriate degree of credibility is to violate this entitlement. This
violation amounts to a kind of degradation of the speaker. For to degrade a person is to treat them as if they
were of a lower status than they, in fact, are.
In Miranda Fricker’s highly influential taxonomy of epistemic injustices, to accord a speaker less
credibility than which she is entitled is to be guilty of a credibility deficit. Conversely, to accord a less-thanknowledgeable speaker more credit than which she is entitled is to be guilty of a credibility excess. These
testimonial injustices can be one-offs, but they are often systematic, leading to testimonial silencing of those
suffering systemic credibility deficits (or testimonial amplification of those undeservingly accorded credibility
excesses). Kristie Dotson identifies two kinds of silencing. Testimonial quieting occurs when an audience fails
to offer a speaker appropriate uptake. Testimonial smothering occurs when a speaker recognizes her
audience is unwilling or unable to give the appropriate uptake to her testimony, and in response, limits and
shapes the content of her testimony to suit her audience’s demonstrated testimonial (in)competence. In
addition, Fricker identifies a distinct class of epistemic injustices, arising from structural injustices in the
availability of hermeneutical resource, which she calls hermeneutic injustice. Hermeneutical injustice occurs
when a lack of collective interpretative resources prevents for a speaker from expressing, or an audience
from understanding some significant aspect(s) of their social experience.
A growing body of literature recognizes that persons with mental illness regularly suffer testimonial
and hermeneutical injustices, and these vary with their diagnoses and individual symptoms. And as Anastasia
Scrutton observes, the knowledge experients possess and the knowledgeable testimony that gets discounted
or ignored, includes not only knowledge of the experience itself, but, in some cases, knowledge of what’s
good for them.
Research shows that self-determination and the right to make life choices are key elements for a
meaningful independent life. Yet, people with mental illness are often placed in overly broad and restrictive
guardianships, denying them their right to make daily life choices about where they live and who they
interact with, their finances, and their healthcare. Supported decision-making (SDM) is a process by which a
trusted third party (e.g., a friend, family member, professional, or peer support group) assists or helps a
person to make legally enforceable decisions by themselves, without substituting their decision for the
person supported. The support person enables the individual to exercise his or her legal capacity to the
greatest extent possible, by maintaining the wishes and preferences of the individual.
My interest is in evaluating the prospects for extending the SDM model to persons with mental
illness as a means to preventing epistemic injustice and promoting epistemic justice.
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On Being a Patient with a Walking Stick
Shirley Bach, PhD
Department of Philosophy & Center for the Study of Ethics in Society, Western Michigan University
Program in Medical Ethics, Humanities, and Law, WMU Homer Stryker MD School of Medicine

Abstract: When you look at my walking stick now, it is easy to tell that it serves a useful purpose. I need it to
steady me, to prevent me from falling, from tripping on the stairs. It wasn’t always this way, however. Not so
long ago my concern was geared more for show. Tripping on the stairs was less of a problem than having to
wait for the next cable car to lift me to my next landing along the Swiss or Italian mountain trail. Perhaps I
should have been more concerned with ordinary trips and falls, but I took it for granted that these were
under control. I tended to my walking stick as if it were a colorful item of clothing. When I rested on a rock,
while eating a peach alongside a stream and colorful springtime alpine flowers, I carefully placed my walking
stick alongside so it would not be blown away by an alpine gust of wind. I wanted to make sure that I reached
the alpine town of Lauterbrunnen, and then Wengen, in time to get fine views of the Jungfrau while the
weather was clear.
As I got older the walking stick found an important different purpose. I should have questioned the
reason for my loss in height earlier, but I did find out that a significant problem of aging is vertebral fracture
and therefore collapse. The attendant pain was terrible to bear. When several such vertebrae called out for
help and some help was available, it turns out that the new treatment was not a panaceae. A glue-like
substance can be injected into a space created by the collapsed vertebrae and there is hope that this will lead
to pain relief, either immediately or in time. After the procedure, those who heard me in the recovery area
thought they heard the rhythm and rhyme similar to a famous Edgar Allen Poe poem, “The Raven.” When I
returned to my room, I continued writing the walking stick version of “The Raven,” “On Being a Patient with a
Walking Stick,” which I will read. And now you will recognize me by my continued use of my walking stick to
prevent falls, hoping that it will reduce the need to be a patient.
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Sharing Lived Experience – Listening to the Junkie
Ariane Bakhtiar
Department of Philosophy
York University

Abstract: There is a need for humanizing and empowering care of persons with chronic drug and alcohol
addiction challenges. What is needed is a focus on the personal stories of clients and patients with these
challenges, namely their “lived experience” with addiction. In using the term “junkie” I highlight the reality of
addiction—a reality that includes marginalization and social stigma. This reality belongs to a broader
narrative about mental illness.
In my work, I discuss and explore the value of shared lived experience from an ethical perspective
within the realm of mental health care. From my own experience in addiction treatment centers throughout
Ontario, in self-help support groups like Alcoholics Anonymous and Narcotics Anonymous, and by talking with
other addicts who have similar experiences, I have come to understand that what some of us find valuable is
the experience of having the professionals who treat us listen to our stories—validate them. By relying on this
lived experience, I analyze the importance of mental health narratives within an interdisciplinary framework.
My work considers notions of creativity, self-expression, selfhood, and wellbeing to defend the following
position: there is value in having our lived experience as addicts heard in a medical and therapeutic
treatment environment. I reference authors who focus on the value of shared lived experience to explore
important philosophical themes, like those mentioned. I apply the theories of these authors to draw
conclusions about what I think addiction treatment should look like for persons who choose to take the
conventional medical and therapeutic treatment route, e.g., rehab, medical detox, group and one-on-one
therapy. I also draw on my experiences working as a facilitator for a mental health peer support group where
participants had addiction and various mental health challenges.
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Ethical Issues Embedded in Everyday Hospice Practice
Barbara Banfield, PhD, RN, Madonna University
Rebecca M. DeRaud, DSW, LMSW, Angela Hospice, Livonia, MI

Abstract: Hospice is a philosophy of care that addresses the self-identified physical, emotional, and spiritual
needs of a person with a terminal illness. Rather than focusing on a traditional, curative medical model of
care, hospice advocates for an end-of-life experience that promotes dignity, autonomy, and respect not only
for the person with a terminal illness, but for their family as well.
Topics discussed in the ethical literature frequently concentrate on the biomedical principles at
abstract, philosophical discourse level versus common, everyday language. In the reality of hospice care, the
direct caregivers encounter ethical issues that are embedded in their daily practice of caregiving. These daily
caregivers, nurses, social workers, hospice aides, volunteers, and spiritual care caregivers, may not have had
the benefit of coursework focused on the development of knowledge and skills required to identify,
understand, and/or address ethical issues. Without this knowledge, direct care providers often experience
difficulty in identifying and/or seeking to resolve ethical issues. This results in the creation of tension that can
impact the delivery of care, including the quality of the relationship between the care giver and the patient
and family.
Resolution of these tensions allows for caregivers to better relate to their patients, to treat those
patients with respect and dignity, and to provide more holistic, person-centered, and empathetic care.
Providing hospice workers with the tools necessary to recognize and respond to ethical issues conveys value
and respect for their work, and results in better care for the patient and family.
To promote excellence, our ethics committee has begun to utilize a narrative approach that provides
a forum for the direct caregivers to explore issues that they encounter in their daily work providing end of life
care. Caregivers bring their perspectives, and share their experiences, including their thoughts and feelings.
In this environment, feelings and concerns are validated and concerns are addressed rather than dismissed.
When hospice workers are treated with dignity and respect they are more likely to feel recognized and
considered as a valuable member of the team. Our goal is that hospice workers will develop the confidence
to implement the tools they have learned when faced with everyday ethical issues.
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Why Doctors Must be Creative
Jay Baruch, MD
Department of Emergency Medicine; Program in Clinical Arts and Humanities
Warren Alpert Medical School of Brown University

Abstract: Understanding and responding to many of the complex health needs and challenges
facing patients requires physicians—and all healthcare providers—to think creatively.
Knowledge and information are not enough. We must prepare future physicians to think
differently and to be mindful of how they think to improve patient and provider well-being.
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Evaluative Delusion and Narrative Selfhood in Borderline Personality Disorder
Anna Bergqvist, PhD
Department of History, Politics, and Philosophy
Manchester Metropolitan University

Abstract: As a clinical example of introspective conditions in which the normal sense of self is disrupted, the
phenomena of evaluative delusion of intrinsic worthlessness and resistant belief in Borderline Personality
Disorder is of special interest to philosophers investigating the epistemic and phenomenological structures of
introspection in relation to evaluative first personal thinking and emotional ownership of thought. A common
strategy is to use self-ascription as a tool for analyzing the implications of resistant belief and evaluative
delusion for our understanding of self-knowledge, a problem captured by the narrative theme of mental
agency. Influential views on self-knowledge presuppose that we cannot come to know a resistant belief in a
first-personal way. As a result, one often hears the claim that clients with BPD cannot properly introspect; the
experience of self as agentic is seen as disrupted in BPD, for which reason they at best self-attribute a ‘false
self.’
In this presentation I turn that explanatory strategy of the significance of evaluative delusion and
resistant belief in BPD on its head: I draw on a BPD client’s self-report on the intrinsic strangeness of her
experience of herself as herself being disrupted from the practical deliverances of the very target thought to
make two amendments to the literature on the relationship between agential self-awareness and the
agentive sense of self-authorship, and the relationship of self-awareness and narrative selfhood more
generally. The first is a formal distinction between two phenomena sometimes conflated under the rubric of
‘agentive self-awareness’ or first personal sense of self. The second is a weakening of presumed claims to
disruptions to agential sense of self-hood to that of narrative identity.
The narrative approach faces certain challenges in accounting for those pathologies of agentive
awareness, such as the delusion of alien control, in which agents fail to experience themselves as the authors
of their actions, in as much as the thoughts themselves as presented to the subject as originating from
outside. I regard this as a very different phenomenon than the type of disruption in which the normal sense
of self is disrupted in BPD on precisely at this point: while, on my construction, the “rational” voice is
presented to the subject as originating from within as her agential self, there is still a disconnect with the
corresponding action.
My take on this in what follows is to suggest a potential rapprochement between the narrative
construction of selfhood and a thinner notion of agential awareness in introspective conditions in which the
normal sense of self is disrupted. I object to the received conception of agential self-knowledge in BDP, and
argue that delusions and resistant beliefs of this evaluative kind are better understood in terms of affective
adaptiveness rather than psychopathology. I then draw some conclusions about the nature of fragmentation
and the scope of narrative self-hood in BPD. Without wanting to spoil the ending I will be working towards
the conclusion that resistant beliefs and evaluative delusions in BPD are best seen against the background of
clients’ narrative agency as whole persons.
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Using Art to Find Meaning in Observation
Mary Buchinger Bodwell, PhD
School of Arts & Sciences
MSCPHS University

Abstract: In a study published in the Journal of General Internal Medicine, Harvard Medical School
researchers report that first year medical students’ clinical observational skills increased by nearly 40% after
a nine-week course designed to improve visual literacy skills through viewing and discussing works of art.
Students are encouraged to voice and compare their observations in discussion with others which provides
opportunities for the recognition of and grappling with multiple interpretations—thus encouraging a
flexibility of thinking and greater comfort with ambiguity. Students report they gain more confidence in their
clinical observations from their experience of hearing various perspectives and multiple interpretations of
artwork. In the dialogue about the art, they gain appreciation for the work of interpretation and the
construction of meaning from observation. In this workshop, participants will examine together a projected
image of an artwork focusing on elements of color and pattern in relation to emotions and themes.
Participants will be encouraged to respond in writing and then discuss and compare their observations and
written responses. Please note, the image that will be used is one that has been used in similar workshops for
healthcare providers and instructors of healthcare providers.

9

Silent Spring Revisited: The Pervasive Use of Residential Lawn Chemicals
Dale Brown
Department of Philosophy
Western Michigan University

Abstract: In her hugely influential book, Silent Spring, Rachel Carson argues against the indiscriminate use of
chemicals for the purposes of “controlling” the natural environment. Specifically, she challenges scientists’
confident assertion that the use of such chemicals will have effects only on those individuals targeted for
extermination (e.g. mosquitos) and not humans or the biota as a whole. Although the book has been
heralded as a success, many common practices involving chemicals, including the maintenance of residential
lawns, should give us pause in assessing it as such.
Picture the typical lower or middle-class suburban neighborhood: rows and rows of slightly
degraded, but (for the time being) well(ish)-maintained houses, many of which—more than not in my
experience—have a perfectly manicured lawn. These luscious oases are unnaturally weed-free and of the
deepest shade of green—obviously brought about through the use of regimented chemical use. This is
exactly the type of neighborhood in which I live—and for that reason I should (and do) consider myself lucky,
simply because there are far worse places that I could have ended up raising a family. But I heard Carson’s
message; I have avoided indiscriminate chemical use. My lawn is full of dandelions and violets, and gets a
little crispy during the hottest bits of the summer. And this is perfectly fine with me.
But picture again that lower or middle-class suburban neighborhood. This time picture a small child,
say, one that belongs to non-chemical-users, playing in the backyard of one of those houses. The nonchemical-users’ house connects to five contiguous properties. All five of the contiguous property owners use
chemicals on their lawns. There are no fences or fixed boundaries to keep the child from walking onto the
chemical-using neighbor’s lawn. Perhaps the child should respect the property lines, but he is a child and
does not understand property lines. Perhaps the parents should not let the child wander onto adjacent
properties, or, further, put up a fence.
I contend, however, that even a fence would not properly mitigate the potential problems caused by
the neighbors use of chemicals. I contend that a child’s right to roll around on the ground—or the right of the
child’s parent(s) to allow the child to safely do so—supersedes the right of the adjacent home-owners to use
lawn chemicals. One reason is that, even with a fence (but especially without one), the application of the
chemicals usually crosses the physical property line. Another reason is that chemicals absorbed in the soil
travel beyond one’s tax paying plot by way of water and soil run-off. At minimum, information should be
provided to contiguous property owners—especially with small children, or, I suppose, animals—about the
contents of the chemical employed.
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The Ethics of Using Deep Brain Stimulation Technology in Military Combat
Robert Budron
Department of Philosophy
Loyola University Chicago

Abstract: Deep Brain Stimulation (DBS) is a recently developed neurological implant that sends electrical
pulses through a wire into the brain in order to counteract harmful or unwanted brain activity. It has shown
promise as an effective treatment for Parkinson’s Disease and other ailments. However, studies have
demonstrated the potential for it to cause serious side-effects, including feelings of self-alienation,
inauthenticity, and compulsive behavior. Given these side-effects, it is clear that DBS has important
implications for notions of personhood, autonomy, and moral responsibility. Despite the questions
surrounding this new technology, some have considered its potential for use beyond the treatment of brain
disorders as a potential enhancement for military combat. Because it works to counteract brain activity, it
could be used to inhibit fear responses or moral inhibitions leading to ‘more perfect soldiers.’
While there is a significant amount of literature addressing what I have labeled ‘localized concerns’
of DBS, e.g. effects on conceptions of self, autonomy, etc., its potential for use in military combat has yet to
be adequately addressed. My presentation gives an account of the moral concerns surrounding the
implementation of DBS for warfare purposes in order to give an evaluation of its moral permissibility.
I argue that it is not morally permissible to use DBS technology as a combat enhancement. The
primary ethical concerns presented by the use of DBS in combat are the potential harm to soldiers and
civilians as well as the complications created for assigning moral responsibility. Through a thorough
examination of these concerns, I establish that a justifiable use of DBS for military combat is limited to its use
as a treatment for soldiers already experiencing traumata. Ultimately, its use as an enhancement is
impermissible.
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Clinical Ethics and Humanities Elective:
The Use of Art to Introduce Cases in a Distributive Model of Medical Education
Avery Carter; Christen Kelley, MD; Ryan Shibata; Robert N. Mucciola, MD
Ross University School of Medicine

Abstract: Many schools of medicine find themselves depending on activities and patient interactions that are
distributed across several locations, employing a dispersed faculty. The delivery of a quality and meaningful
clinical ethics curriculum within a distributive model of medical education presents challenges.
The Liaison Committee on Medical Education (LCME) evaluates how an institution provides a
comparable experience for all students within an individual course. Bedside experiences may vary by location
and specific clinical setting. Adhering to this comparability standard requires that the educational experiences
remain analogous, and are designed to accomplish the same educational objectives.
We have fulfilled this standard by providing a centralized, online curriculum that is familiar to all
faculty and students. Our Clinical Ethics and Humanities Elective syllabus makes use of visual art to introduce
each topic or case scenario in a geographically dispersed model of ethics education. We have chosen several
works of classical and modern art as introductions to the discussion thread. Students are then assigned
textbook chapters, articles and other forms of literature to further enhance their clinical experiences.
We propose an interactive discussion of both classic and modern art interpretation. Specific nuances
to clinical ethics topics such as Informed Consent, End of Life Issues, and Conflict of Interest will be proposed
and entertained. A sample of specific works include: The Courtroom (Elizabeth “Grandma” Layton),
Hippocrates Refusing the Gifts of Artaxerxes (Anne-Louis Girodet), and The Patient and Researcher (Louise
Riley).
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Death, Dignity and Kantian Ethics
Rachel Cicoria
Department of Philosophy
Florida Gulf Coast University

Abstract: Through a Kantian perspective, this presentation focuses on euthanasia and the rational decision to
die. As a rapidly growing topic of debate, euthanasia and the questions it poses demands from bioethicists
and philosophers alike, at the minimal speculation, and at most, concretized solutions to the ethical dilemma.
In this presentation, I will attempt to illustrate that in specified situations I believe that active euthanasia is
not only justified by way of a Kantian outlook, but an action required by the moral law. I will argue that in the
outlined circumstances, active euthanasia is needed in order to preserve the dignity of the suffering
individual and honor their right to be treated as persons with intrinsic value.
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Medical Humanities Beyond the Curriculum: Medical Students’ Perspectives
Joe Costello; Nathaniel Balmert; Michael Chavarria; Daniel Ferman;
Kristina Le; Lakshmi Ramachandran; Raphael Szymanski; Ai Yamasaki
Western Michigan University Homer Stryker M.D. School of Medicine

Abstract: Medical Students at WMU Homer Stryker M.D. School of Medicine discuss their involvement
with, and impressions of, medical humanities both inside of and outside of the curriculum. Some topics
include: art as a human need, assessing what skills can be enhanced through medical humanities, and
rationale for involvement with medical humanities in the time-intensive process of undergraduate
medical education.
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Safe, Sane and Sustainable. The Social, Cultural, Ethical and Methodological Factors
Shaping the Global Regulatory Landscape for Stem Cell and Regenerative Medicines:
The Case of the Emerging Stem Cell Industry of The Bahamas
Desiree Cox, MD, PhD
Stem Cell Secretariat, The Bahamas

Abstract: The current model for determining the therapeutic efficacy of medicines does not work for stem
cell and regenerative medicine. The same is true for related new paradigm or ‘next-gen’ medicines. At the
same time, the rapid speed of technological advancement and the rise of exponential medicine, coupled with
the information age and increasing patient access to medical knowledge has led to increasing patient
demands for more rapid access to new paradigm medicines. The global industry for stem cell and
regenerative medicine means that American patients may receive such therapies outside of the US. But are
such therapies safe, and do they work? Beyond the importance of ensuring that cell therapies and
regenerative medicines are safely and ethically, there is an additional challenge in determining the efficacy
and mechanism of action of these ‘personalized medicines.’
In 2013, the government of The Bahamas passed laws (the 2013 Stem Cell Act and the 2014 Stem
Cell Regulations) to ensure that stem cell and regenerative therapy and research is conducted ‘safely and
ethically,’ and to create the regulatory landscape for innovation in this field. The Bahamas is therefore a
leader in the Caribbean and Latin America. Like Japan, the laws of The Bahamas create pathways for
increasing patient access to next-gen medicines and for advancing research in cell therapy and regenerative
medicines for patients.
In this presentation, I discuss the social, global, cultural, ethical and methodological issues shaping
the regulatory landscape in The Bahamas and the importance of creating an adaptive learning regulatory
ecosystem for innovation to thrive. As a key opinion leader (KOL) spearheading the development of the stem
cell industry in The Bahamas and Chair of the National Stem Cell Ethics Committee (NSCEC) in that country I
have a unique perspective in this emerging field. Building on core elements of the pragmatic policies and
guidelines used to navigate this space in The Bahamas, I also discuss the importance of using real-world data
captured in real-time to develop new models for evaluating the efficacy of such medicines in the global
context and the importance of the 21st Century Cures Act passed in the US in 2016 in this regard. Additionally,
I draw attention to striking similarities between current challenges of determining efficacy of therapies in this
emergent field with some of the factors that shaped the randomized control clinical trial in the 20th Century.
Finally, I present seven guiding principles for creating the regulatory landscape that supports the emergence
of new models for determining the efficacy of stem cell and regenerative medicines.
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Epistemic Justice, Transformative Experience, and the Quality Adjusted Life Year
Laura M. Cupples, PhD
Department of Philosophy
University of South Carolina

Abstract: The quality adjusted life year (QALY) is a tool for guiding resource allocation in health care. By
estimating the degree of improvement in a patient’s quality of life associated with a given intervention, and
taking into account how many years that patient is projected to enjoy that improvement, policy makers
attempt to gauge the relative worth of that intervention and weigh that against the cost of the intervention.
In this presentation, I explore two questions related to the practice of health state valuation for use in
calculating QALYs. First, who, from an epistemological standpoint, should provide values to the health states
in question? At present, values are typically solicited from a representative sample of the general public
rather than directly from disabled and chronically ill persons, despite the fact that, arguably, only this group
has the necessary experience to place an informed value on these states. A number of arguments, both
ethical and epistemic, are typically advanced in favor of soliciting values from an unrestricted sample. In this
presentation, I focus on the epistemic argument that the disabled and chronically ill are not credible
reporters because they exhibit an adaptive preference for their own health states. I argue that this does not
constitute an adequate reason for soliciting values primarily from healthy and able-bodied individuals.
There may still be valid reasons to include healthy and able-bodied individuals when we solicit values
for chronically ill and disabled health states, but I argue that if we are to include values from this population,
we should not do so in the way we do now. Rather than soliciting values using individual surveys of the
general public and then aggregating the results, I argue that values should be solicited from deliberative
focus groups, a large portion of whose membership should be disabled or chronically ill. Healthy and ablebodied individuals are epistemically ill-equipped to value disabled and chronically ill health states, but asking
them to work with members of that population to value those states allows them to make better informed
and more epistemically just judgments.
Furthermore, if we are to give greater weight to the testimony of the disabled and chronically ill, we
may have to reexamine some of the basic assumptions on which our queries are based. The time trade off
and standard gamble tasks that are used to solicit values for health states assume a medical model of
disability in which disabilities and chronic illnesses are defects to be treated or cured. They assume that these
conditions are inherently bad for those who experience them. But this is not an assumption shared by most
disabled and chronically ill individuals. If we are to take the testimony of the disabled and chronically ill as
credible, as I argue that we should, then making resource allocation decisions based on these sorts of health
state valuations becomes ethically problematic.
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Power, Privilege, and a Relational Ethics of Selfcare
C Dalrymple-Fraser
Department of Philosophy and Joint Centre for Bioethics
University of Toronto

Abstract: Most of us engage in practices that fall under a common-sense notion of selfcare: eating regular
meals, taking medicine, socializing with friends, or maybe eating the rare pint of Ben & Jerry’s by oneself. In
medical and health practices in particular, selfcare is seen as an important part of both consumer care—in
preventative health, outpatient care, and recovery—and provider care—preventing and recovering from
burnout, emotional labor, and moral distress. In both medicine and more broadly, a “culture of selfcare” has
blossomed, with more resources and products like “bathbombs” marketed toward selfcare practice, and new
technologies and apps designed to help facilitate selfcare.
With this growing culture of selfcare however, public discourses in online spaces have begun to
challenge the value of selfcare, calling attention to problematic aspects of our everyday understanding of
selfcare given the relationships between power, privilege, and selfcare.
Some, for example, have pointed out that focuses on the “self” in selfcare presuppose social and
material wealth—access to nutrition, social support, free time, being unionized—and fail to account for
systemic inequalities in access. Not everyone can afford bathbombs, psychiatrists, time off work or away
from children, and those who can’t afford it are disproportionately those who seem most to need it. Others
have pointed out how industries and institutions with high burnout rates—such as healthcare and social
work—tend to leverage selfcare ideologies and practices in order to shift burdens of responsibility for worker
wellbeing onto the workers themselves. But organizing employee seminars on engaging in better selfcare
without changing the working conditions that increase the need for selfcare shifts the onus of burnout on the
worker for failing to engage in adequate selfcare.
With these and other worries being raised, it seems like there is good reason to abandon the culture
of selfcare that we have built up in healthcare and broader social life. However, in this presentation, I expand
on these objections and recent research in care ethics in order to argue that we don’t need to abandon the
concept of selfcare in health practices. Rather, what we need is a more relational ethics of selfcare.
Drawing on Joan Tronto’s four stages of care and feminist bioethics work on the ethics of care and
dependency, I provide a more relational account of selfcare that allows us to talk about selfcare without
ignoring the tensions between power, privilege, and selfcare. In drawing from cases and issues of selfcare in
health practices, I aim to paint a more complicated picture of selfcare that (i) better accounts for
contemporary literature on the relational self, (ii) interrogates and accounts for ways that institutions and
inequalities interact with selfcare, and (iii) more closely explains how hard it can be to engage in selfcare
without framing failures of selfcare in terms of individual failings. I conclude with an action-oriented
summary of what a relational ethics of selfcare might look like in personal practice and institutional policy, as
well as its contributions to care ethics literature and theory.
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Medical Ethics and Harvesting Human Organs from Healthy Donors
Michael Davis, PhD
Humanities Department
Illinois Institute of Technology

Abstract: Much has been written for and against the sale of human organs for transplant. On that subject, I
shall be silent. I shall also be silent on the subject of harvesting human organs just before death or just after.
Nor shall I be concerned with the donation of a human organ under circumstances that might count as
coercive. My concern is the harvesting of human organs even if freely donated, for example, when a father
freely offers one of his kidneys to save a daughter dying of kidney failure.
My thesis is that even such harvesting is, or at least should be, a violation of the professional ethics
of physicians. Such harvesting is, or at least should be, unethical even if it helps both to save the lives of
individual patients and to reduce the death rate overall. Such harvesting is, or at least should be, unethical
because it harms the health of the person whose organ is harvested. It violates a common maxim of medical
ethics (derived from the Hippocratic Oath): “First, do no harm.”
I do not expect the argument presented here to win over physicians or medical ethicists to my thesis.
Rather, I expect, or at least hope, that the argument will raise doubts about the relation of the Hippocratic
Oath in general, and the “First, do no harm” maxim (“non-maleficence”) in particular, to the professional
ethics of physicians. Chapter 6 of the AMA Code of Ethics (and similar documents) are a much better guide to
how physicians should act than the Hippocratic Oath. Indeed, I would like to see mention of the Hippocratic
Oath banned from medicine—or at least from all discussions of medical ethics.
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Schizophrenia and Art: Changing Perceptions Within Historical Context
Krish Dewan, Karan Dewan, Patrick Handwork, James Dang, Varun Chalasani
Northeast Ohio Medical University

Abstract: As the purest form of expression, art can serve as a window into previously mysterious subjects. It
has been used in the past to better understand mental illnesses like depression and personality disorders.
Currently, schizophrenia is one of the most misunderstood mental illnesses. Examination of artwork over
time may help healthcare professionals gain a better understanding of the evolution of this disorder from its
origins to its current definition, and the perceptions that accompanied it throughout history.
Artwork was selected by a two-step selection process: filtered for time-period, and secondarily for
relevance to schizophrenia. Through this, five pieces were selected: four paintings, one photograph. We
conducted a four-step analysis: description, contextualization, analysis, and interpretation. The description
focused solely on objective characteristics of each artwork (form, symmetry, colors, etc.). Artwork was then
contextualized by evaluation of historical changes in the form of schizophrenia at each time-period. Analysis
determined the relevant themes and symbolism pertaining to schizophrenia, and was generalized to deduce
overarching perceptions in each time-period.
Our analysis of art throughout historical and modern times has illustrated that the perception and
classification of schizophrenia has evolved long before its current form. The Middle Ages, as exemplified by
St. Bartholomew Exorcising (unknown author, 1440-1460), were marked primarily by a religious outlook of
schizophrenia. The work indicates that this mental illness amounted to demonic possession and required
divine intervention. The 16th century perception of schizophrenia evolved to a physical rather than
supernatural affliction diagnosed as “melancholy,” reflected by Melancolia I (Durer, 1514). Symptoms such as
hopelessness are illustrated in the piece, and seem to suggest society’s skepticism in the possibility of
recovery from the mental illness. Picasso’s illustration of The Madman (1904) typifies the 19th century
description of schizophrenia. Placed within the context of Kraepelin’s newly popularized term “dementia
praecox,” schizophrenia was now seen as a formally classified psychiatric disorder. At the same time, the
stereotypical “madman” is subject to a developing stigma in an age of overcrowded asylums. Such stigma
continued into the mid-late 20th century amidst the genesis and frequent revision of the official classification
of “schizophrenia.” Bryan Charnley, diagnosed with the affliction in 1968, provides viewers with an insightful
perspective into his own experience with the symptoms and isolation through Brooch Schizophrene (1987).
The contrasting themes of modernization with those of isolation and depression within Renaissance 4
(Schizophrenia), (2013) by fine-art photographer Julia Fullerton-Batten highlights the persisting gap between
advances in treatment of the mental illness and the myths that continue to isolate its victims in the 21st
century.
Our presentation will explore the development of schizophrenia and societal perceptions over time
using art. Each author will discuss one selected work/time-period. Using art as a medium will confer a better
picture of each period’s subjective sentiments, though our analysis is limited by our own subjective
interpretations; they may not accurately depict those of the artist. The use of photography with paintings
may also disrupt the analysis’ continuity, though it may be more representative of a changing artistic
landscape.
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Brushed Under the Rug: How the Model of Staying Strong Makes Us Weak - A
Reflection on the Ethical Dilemma of Medical Student Self-Care
Natasha Dilwali
Johnson Medical School
Rutgers University

Abstract: You might only see a white coat and an anxious patient, but there are actually two individuals
battling anxiety; one a patient, the other a medical student too fearful and ashamed to ask for help. In a
profession focused on the art of healing, why do medical students ignore their own suffering, fearful to seek
support when needed?
Often there is an unwritten persona of the model physician, defined by unwavering resilience,
knowledge, and strength in the face of adversities. While this is a vision many students work towards, these
unsaid motivations coupled with rigorous training bring on unintended negative effects. A study in Academic
Medicine found that newly accepted medical students were at a lower risk of depression and suicidal
ideations than their same aged peers, but through the course of training they shifted to a higher risk. This
suggests the environment in medical school might be a contributing factor. An increasing number of medical
students suffer from mental illnesses such as depression, anxiety, and suicide. A 2016 meta analysis found
the percentage of medical students screening positive for depression was 27.2 %, of those only 15.7% sought
psychiatric treatment. These findings motivate me to reflect upon the ethical dilemmas that arise concerning
student wellness, and question the specific barriers to care.
This research aims to understand current perceptions and barriers to mental health wellness that
influence students. Using this background, I discuss current wellness practices in medical schools and suggest
innovative ideas that address current barriers; such as web based CBT and mental health forums. I also
advocate the need for increased evidence based research on the subject. I believe this multifaceted approach
encourages a more supportive environment that lowers stigmas centered around mental health, leading to
better development and growth of future physicians.
As a medical community we have an obligation to uphold major principles of bioethics, including
beneficence and nonmaleficence. While there is a growing recognition to the severity of this problem, there
is still a crucial need for a more comprehensive approach. The failure to recognize and invest in student and
physician wellness will have grave consequences.
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Protecting Infants
Peter Gildenhuys, PhD
Department of Philosophy
Lafayette College

Abstract: I provide a justification for protecting infants. I argue against the permissibility of infanticide,
recently advocated by Alberto Giubilini and Francesco Minerva (2013) on grounds supplied by Michael Tooley
(1972). Tooley’s argument that infants lack a right to life, however, is fallacious; that author mistakes a
sufficient condition for a necessary one. Even if it is conceded that destruction of one’s entire identity is an
infringement on one’s right to life, this hardly implies that the right to life consists in not having one’s
experiences interrupted in this way. I equally find inadequate the views of writers who require that an entity
have conscious interests to deserve protection. Though both Steinbock (1999, 2006) and Boonin (2003) reject
infanticide, their reasons for doing so are inadequate. I find two sorts of difficulties with their positions. First,
that an entity must have some conscious interests to be assigned any interests at all is implausible on
conceptual grounds: having an unacknowledged interest in something does not generally require having an
acknowledged interest in anything else. Moreover, Steinbock and Boonin cannot provide adequate reasons
why it is wrong to harm pre-sentient fetuses through, for instance, excessive alcohol consumption.
I argue that compelling grounds for protecting infants are found in Don Marquis’ work; he argues
that killing entities with valuable futures like ours is immoral. I argue that futures like ours are futures of
flourishing of the sort only rational agents are capable. Infants should be assigned interests-in futures of this
sort, where interests-in are interests that an individual may have despite not consciously ascribing those
interests to themselves.
Marquis’ position that what makes killing impermissible is its destruction of a valuable future might
be regarded as intolerable because the position appears incompatible with the permissibility of both abortion
and contraception. Indeed, Marquis himself sets forth the view in order to gainsay abortion. For reasons
given by Judith Thomson (1971), the recognition that fetuses have a right to life is insufficient to establish
that abortion is unjust; recognizing that fetuses have interests-in future life is equally insufficient to make
abortion unjust. Thomson’s violinist argument has been widely misunderstood as an argument by analogy;
the violinist scenario should instead be construed as a counterexample to the principle that an individual’s
having a right to life means that another individual may be forced to support them. Thomson’s work provides
the resources to delineate the conditions under which individuals do have a right to another individual’s
support, and fetuses do not meet these, though infants do. It remains that fetuses may not be harmed by
their mothers, for instance though her excessive alcohol consumption, despite the fact that abortion is not
unjust. Thomson’s reasoning can also be deployed to show that contraception is permissible.
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Using Stoic Philosophy to Ease Caregivers’ Burdens
Justin Gish
Center for Disability Services
Western Michigan University

Abstract: Caregivers often act stoically regarding their obligations, but might they benefit from thinking
Stoically as well? This presentation will examine Stoic thought and present Stoic mental exercises that might
help to alleviate compassion fatigue and other common pitfalls of the those involved in the caregiving
enterprise. And while Stoic philosophy has been incorporated into other therapeutic interventions, most
notably Albert Ellis’ cognitive behavioral therapy, the goal of this presentation is to present the primary
source material as resources for individuals to improve their perceptions of their role as caregivers. The
Stoics created brilliant mental exercises such as negative visualization and Epictetus’ dichotomy of control,
techniques that caregivers might find useful as they navigate their stressful positions. So, though the popular
perception of a Stoic is one who does not show emotion, an engagement with their philosophical works will
reveal that these thinkers created an impressive system which allows individuals to deal with grief,
frustration, and loss. Stoicism then, is not a philosophy practices the art of stifling emotions, as the popular
conception goes, but rather an internal philosophical system designed to minimize the impact of stressful
situations upon individuals.
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Setting Priorities for Medicaid: The Views of Minority and Underserved Communities
Susan Dorr Goold, MD
Internal Medicine and Health Management and Policy
University of Michigan

Abstract: Setting priorities for Medicaid programs challenges policy makers. Engaging beneficiaries affected
by tradeoffs could make allocations more just, more sensitive to their needs.
Academic-community partners adapted the simulation exercise CHAT (CHoosing All Together) to
engage low-income Michigan community members in deliberations about Medicaid priorities. After an
informational video about Medicaid, individuals and deliberating groups chose from a menu of spending
options constrained by limited resources. Participants were randomly assigned to participate in CHAT with
(n=209) or without (n=181) group deliberations. Data collected included demographics, individual priorities
and group priorities.
Low-income participants ranged from 18 to 81 years old (µ=48.3); 61.6% were women. Over half
(56.7%) self-identified as white, 30.8% African-American, 17.3% Hispanic, 9.2% Native American, and 12.1%
Arab/Arab-American/Chaldean. Most (65.9%) had a chronic condition and 30.3% reported poor or fair health.
Before CHAT, most participants prioritized a broad range of covered services and eligibility consistent
with Medicaid expansion. Most accepted daily copays for elective hospitalization (71.6% deliberators, 67.9%
controls) and restricted access to specialists (60.2% deliberators, 57.4% controls). Deliberators were more
likely than non-deliberators to increase, after deliberations, allocations to mental health (between arm
difference in allocation=0.22, P=.03) and eligibility (between arm difference in allocation=0.18, p=.04). Only 3
of 22 deliberating groups chose pre-expansion eligibility criteria, and 9 of 22 chose to expand eligibility
further.
Members of underserved communities in Michigan prioritized Medicaid expansion and broad service
coverage. When given the opportunity to deliberate about priorities, participants increased the priority given
to expanded eligibility and coverage for mental health services.
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A Parent’s Intuition Is Always Right:
Weighing Intuitions in the Debate Over the Nature of Full Moral Status
Abraham Graber
Department of Philosophy and Classics
University of Texas at San Antonio

Abstract: There are things we can permissibly do to non-human animals, e.g. kill them, put them in cages,
etc., that we cannot permissibly do to humans. Humans appear to deserve a special moral consideration that
is not generally reserved for non-human animals. That is, (typically) humans have full moral status while
(typically) non-human animals lack full moral status (henceforth, “FMS”).
The problem of full moral status arises when we attempt to figure out what non-moral features
ground FMS. The dominant philosophical tradition holds that FMS is grounded in cognitive capacity. Yet
individuals with severe or profound intellectual disability (henceforth, “ID”) may have cognitive capacities no
more advanced than run-of-the-mill non-human animals. Thus, if one holds that cognitive capacities ground
FMS, one is forced to either hold that individuals with ID lack FMS or that run-of-the-mill non-human animals
possess FMS. Solutions that ground FMS in conative or affective capacities are similarly problematic. (For the
purposes of this presentation, I will set aside speciest solutions to the problem of FMS.)
The debate over the grounds of FMS relies heavily on the “method of cases.” In the method of
cases, intuitions about particular cases are taken as evidence for philosophical theories. Much in the debate
over the grounds of FMS turns on our intuitions regarding the moral status of individuals with ID. This
presentation will argue that the intuitions of those in close personal relationships with individuals with ID are
more reliable than the intuitions of those who lack such a relationship. When theorizing about FMS, we
should privilege the intuitions of those who have a close personal relationship with an individual with ID.
This argument proceeds in two stages. First, I will examine the literature on the tragedy model. The
tragedy model holds that disabilities are tragic and that the lives of individuals with disabilities are
unfortunate. The consensus among disability scholars is that (i) the tragedy model is false—the lives of
individuals with disabilities are no worse than the lives of those without and (ii) the tragedy model is
ubiquitous in media portrayals of disability. As a result, our intuitions are likely infused with the tragedy
model and, therefore, are likely inaccurate.
Second, drawing on the contact hypothesis, a social-psychological theory that holds that contact with
outgroups reduces prejudice, I will argue that those in close personal relationships with individuals with ID
are likely to have more reliable intuitions than the rest of us. Close personal contact with an individual with ID
is likely to overcome stereotypes and lead to increased veracity in one’s intuitive judgments.
The presentation will conclude by considering the implications for the debate over FMS. In short,
privileging the intuitions of those in close personal relationships with individuals with ID should lead us to
prefer theories whereby individuals with ID have FMS.
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What’s the Point? He’ll Just Relapse: Infective Endocarditis in IV Drug Use
Robert Guerin, PhD; Susannah Rose, PhD; Johan Bester, PhD; Jorge Dorantes
Department of Bioethics
Cleveland Clinic

Abstract: Intravenous drug users (IVDUs) are at great risk for infective endocarditis (IE). In one nationwide
study, the number of hospitalizations for IE in IVDUs increased by 38%―66% in the United States between
2000–1 and 2002–3. Another study found that approximately 60% of hospital admissions of IVDUs are for
acute infection, of which 5%―15% are for IE. Unfortunately, the risks are not minimal: IE is responsible for
5% to 10% of deaths among IVDUs. We foresee that as the opioid epidemic continues to worsen in the
United States, and IV drug use continues to grow as a public health concern, hospitals will continue to see an
increase in admissions of patients with IE in IV drug use and, if not properly treated, an increase in mortality.
But the treatment of IE in IVDUs is not simple. IE in IVDUs entails a set of difficult medical and ethical
challenges to which answers are not easily given. For instance, because of the particularly resistant or
virulent organisms (Staphylococcus aureus, Staphylococcus pyogenes, Enterococcus faecalis, for instance)
associated with IVDUs, most cases of IE in IVDU involve sepsis, congestive heart failure, embolization, and
other complications that lead to organ failure, resulting in an admission to the intensive care unit and the
surgical replacement of a native, prosthetic, or a multivalve replacement. Further complicating matters is
that those who present with IE in IV drug use have a high likelihood of reinfection post discharge, resulting in
repetitive replacements of prosthetic valves, which in turn lead to further operative risk and the diminished
likelihood of survival. These medical challenges raise the following question: Is there an ethically supportable
reason to withhold a valve replacement in an instance of foreseeable reinfection and readmission for surgical
intervention?
The task of this presentation is twofold. First, we challenge an assumption that we think is a reason
clinicians withhold a second, third, or fourth valve replacement: drug use is a voluntary act, the
consequences of which the user must be held responsible. We challenge this assumption not by asking
whether ascription of voluntariness in IV drug use is theoretically possible but by asking whether it is
practically possible, whether it can be honestly and effectively performed by either patients or clinicians in
the face of life-threatening conditions. Second, we present data comparing the long-term outcomes and
readmission rates of IE in IVDUs and non-IVDUs. We argue that because the available data, although limited,
on long-term outcomes and readmission rates are not significantly distinct between IE in IVDUs and nonIVDUs, there is no ethically justifiable reason to withhold lifesaving surgical interventions from IVDUs while
providing lifesaving surgical interventions for non-IVDUs. In other words, these equals should be treated
equally.
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The Effect of Ageism on the Health and Safety of Vulnerable Older People
Janet Hahn, PhD, Sarah Bowlby
Center for Gerontology
Western Michigan University

Abstract: U.S. regulations and processes created to protect children from mistreatment are much more
stringent than those that protect vulnerable older people. For example, in most states, child day care
organizations must comply with many more regulations compared to assisted living organizations for older
people. When abuse or neglect occurs in care settings, the responses and monitoring related to children are
more punitive and well-communicated than when a vulnerable older person is mistreated.
This presentation addresses the influence of ageism on the provision of care as well as the systems
created to protect children and vulnerable adults from mistreatment. Ageism is systematic stereotyping of
and discrimination against people because they are old. Some effects of ageism include more health care
students being attracted to working in pediatrics compared to geriatrics; health care providers saying a
person is “just getting old” when presenting with symptoms; and legislators approving strict regulations
related to treatment of children compared to vulnerable adults. To demonstrate this discrepancy, the
presenters will highlight Michigan regulations for child care centers and homes for the aged.
Decision-making autonomy is an important consideration when working with older people, though
some lose decision-making capacity due to dementia or extreme frailty related to chronic disease. As the
older population grows, more will not be fully competent to make autonomous decisions related to personal
risk or effectively communicate when harmed. This is why increasing attention is needed to highlight the role
of ageism in health support of older people and the protection of vulnerable adults from harm.
This presentation concludes with trends in ageism and a discussion of methods to reduce its role in the care
of those older people who need support and sometimes, protection.
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Committing Epistemic Injustice by Silencing the Voices of Patients with Eating Disorders
Nicole Hamilton
Department of Philosophy
University of Minnesota

Abstract: On October 17, 2014, Dr. Brad E.R. Smith, medical director of Adult Inpatient Eating Disorders
Services at Rogers Memorial Hospital, gave a presentation at the National Eating Disorder Association’s
annual conference entitled “Partnering with the Courts: An Exploration in Utilizing Civil Commitment and
Guardianship to Increase Access to Treatment and Accountability for Recovery.” In his presentation, he
argued that civil commitment is a rarely used method of giving patients with eating disorders access to
treatment, and that more medical and mental health professionals should be aware of the option when
treating patients with eating disorders. However, civil commitment, or the threat of it, is not an uncommon
method of “treatment” for eating disorders in Minnesota, and it would be a tragedy if more medical and
mental health professionals followed Dr. Smith’s suggestion and the practice became even more widespread.
Using civil commitment as a means to treat eating disorders is problematic because it tells people that they
are incapable of forming knowledge claims. By deeming patients with eating disorders as incapable of being
knowers, medical and mental health professionals ultimately undermine patients’ concepts of self and
agency, and they commit a grave injustice. I will first discuss how the wording of the Minnesota statute giving
the state the power to civilly commit citizens and the civil commitment process contribute to the denial of a
patient’s ability to make knowledge claims. I will then argue that there are other ways that people can have
distorted thinking, yet not get completely dismissed as knowledge-bearers, so it is unfair to do so to those
with eating disorders. Then I will consider how to engage with patients with eating disorders in a manner that
respects their ability to form knowledge claims while acknowledging that not all of their claims are reliable
due to their illnesses.
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Health Reform and the Future of Primary Care
Raymond J. Higbea, PhD
Department of Health Administration
Grand Valley State University

Abstract: This presentation will explore how health reform legislation and statutes will affect the future of
primary care. First, the ACA and ACHA will be compared in general and then specifically their effect on how
primary care is modeled and practiced. Next, payment reform under the ACA, AHCA, and MACRA will be
considered including:
• How payment will affect primary care office set up and process,
• How payment incentives and disincentives (quality and risk) will affect office practice, and
• How the patient-physician relationship will be affected by these policy and payment changes.
The anticipated cumulative effects of the above changes will conclude this presentation by considering how:
• The patient-physician relationship will shift to the patient-physician office relationship
• The physician’s responsibilities will shift from being a provider of medical care to a provider of
(population) health care
• The physician and patient will both be expected to assume more responsibility and risk for care
outcomes.
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Comedic Medical Practice in War Films: M*A*S*H
Mark R. Huston, PhD
Department of Philosophy
Schoolcraft College

Abstract: From movies to television, both war and medical practice have long been fodder for storytelling of
every sort. The combination of the two, when done well, is a particularly potent narrative blend. That blend
provides an opportunity to interestingly explore ethics and aesthetics.
In this talk, I will examine both the ethics and aesthetics of medical practice against the backdrop of
war as portrayed in the great 1970 Robert Altman film (not the television show) MASH. Specifically, I will look
at the tension that arises in the movie between consequentialist and deontological moral considerations as
expressed in the decisions made by the doctors and nurses in the film. As part of this analysis, I will also
discuss how the dual role of doctor and soldier is reflected in the consequentialist/deontology dichotomy.
While war itself, and trying to operate on people during war, are both reasonably described as
horrific, anyone who knows anything about either MASH the movie or TV show knows that the doctors
regularly make jokes and engage in general ribaldry. That activity brings up what John Morreall, in his book
Comic Relief: A Comprehensive Philosophy of Humor, calls the negative and positive ethics of humor. Humor
that is done while performing a medical operation, especially while in the theater of war, may seem like an
odd place for comedy, but part of the brilliance of MASH is its ability to present a nuanced balance of humor,
medical practice and war. I will conclude my talk with a general mediation upon how these various elements
fit into an overall aesthetics of humor and war films.
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Serious Play: Applied Theatre & Improvisation as an Educational and Clinical Intervention
Hartley Jafine
Arts & Science Program
McMaster University

Abstract: This workshop will explore how theatre and performance practices intersect with health and
healthcare training. Theatre skills are life skills and through applied drama and improvisation exercises
participants will experience how clinical competencies such as communication, presence, and empathy can
be enhanced through an embodied learning experience. By engaging with serious play the workshop will
highlight how theatre can be used to develop an understanding of complex concepts such as patient centredcare and power/status and develop a comfort with ambiguity.
Tolerance of ambiguity and uncertainty are important competencies and traits in medical students,
physicians, and health professionals. However, studies indicate ambiguity tolerance in medical students are
below average (Weissenstein et al., 2014) and decrease during medical training (Han & Schupack, 2015). This
may lead to increasing burnout, depression and compassion fatigue (Dyrbye et al., 2008), can contribute to
psychological distress (Lally & Cantilon, 2014) and produce doctors without sensibility capital.
For all health care professionals, clinical interactions and patient encounters combine performance
and unpredictable situations. Through learning and practice of theatre techniques, participants can enhance
their ability to think creatively on their feet, develop an awareness of body language, enhance relationships
with each other and with their patients, and develop a personal approach to the clinical encounter.
Furthermore, with burnout and compassion fatigue becoming an increasingly present problem in healthcare,
the workshop will explore how theatre can provide a supportive space to navigate conversations around
anxiety/burn-out and enhance wellness and resiliency.
Theatre supports a wide range of learning needs through a creative and open-ended facilitation
style. All attitudes in the group are explored via inquiry based learning to solve problems, rather than
focusing on a single “right” answer. The workshop will conclude with a small performance, devised by the
participants, on the topic of clinical experiences, patient interactions, compassion fatigue, and/or burnout.
Participants in this session will gain an understanding of the principles of applied theatre and improvisation,
discuss implications for further integrating theatre techniques in health education, and learn practical tools
for facilitation and implementation in their own health care spaces.
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The Moral Limits of Medical Deportation: A Contractualist Approach
Leonard Kahn, DPhil
Department of Philosophy
Loyola University New Orleans

Abstract: Medical deportation is the practice of expatriating someone because of his health status. Consider,
for example, Luis Alberto Jiménez who was an undocumented immigrant working in Florida when he suffered
severe brain damage when hit by a drunk driver. Martin Memorial Hospital (MMH), at which Jiménez was
treated, was unable to find a rehabilitation center willing to take Jiménez because he was undocumented and
uninsured. Eventually MMH deported Jiménez against his will to his native Guatemala where he receives no
professional healthcare.
Our first concern should be for the health of the patient being considered for medical deportation.
Though we should be cognizant of the time and effort of healthcare professionals and of the limited financial
resources of the hospital, the patient is far more vulnerable. Considered from the point-of-view of Scanlonian
contractualism, the patient can reasonably reject any principle that permits him to be treated in way that
puts his life in jeopardy or makes it highly unlikely that his serious condition will go without medical
treatment.
Nevertheless, a patient’s interests can be protected while preventing the hospital from bearing
prohibitive costs. Deporting patients like Jiménez is Pareto inefficient since it makes the hospital and its
shareholders better off only at the cost of making people in need of healthcare much worse off. However,
there are conditions in which deporting patients can be Hicks-Kaldor efficient. In particular, if the patients
who are deported can be compensated in such a way that they are made at least as well off as they would be
if they had remained in the states, then they cannot, I contend, reasonably reject a principle that permits
them to be deported. For instance, MMH was allowed to deport Jiménez—and by doing so to save about
half-a-million dollars per year. However, Jiménez was left without any medical care whatsoever, so this action
is Pareto inefficient. Nevertheless, MMH could have arranged for Jiménez to receive care in Guatemala
similar to what he received in the US. Jiménez would be no worse off, and MMH would be better off since it
costs less to provide equivalent medical care abroad. Hence, if MMH had medically deported while
compensating him by paying for his medical care in Guatemala, then both the patient and the hospital would
have been better off. Therefore, medical deportation would be Hicks-Kaldor efficient and would, be morally
permissible from the point-of-view of contractualism.
There is, of course, much more to be said vis-à-vis the ethical limits on medical deportation—far
more than I can say in a brief presentation like this. But I also emphasize the moral responsibilities of the US
federal and state governments and the deportee’s government as well as those benefiting from the
deportees labor (such as Jiménez employer) and those who caused injuries to begin with (such as the drunk
driver who hit Jiménez) to help compensate these patients. Moreover, special considerations must situations
in which comparable care is not available in the deportee’s country of origin.
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Nothing About Me Without Me:
A Remedy for Epistemic Injustice in the Health Care of Women with Disabilities
Krista Kane
Division of Humanities
University of Louisville

Abstract:
Where it is not only persistent but also systematic, testimonial injustice presents a face of oppression.
-Miranda Fricker
Spinal cord injury (SCI) is a condition that is gendered male. Women make up just .08 percent of the SCI
community, and thus form a micro-minority population, subject to treatment and research protocols
designed for a default male physiology and identity. As emphasis on the “patient experience” grows in the
health care and hospital industry in the United States, close examination of the types of barriers and
assumptions that serve to found the epistemic injustice that women with SCI experience in their health care
interactions and social lives should be at the forefront of that emphasis. The process of altering health care
interactions for a group so marginalized will illuminate the path toward relieving epistemic injustice for the
spectrum of people suffering from chronic conditions.
Miranda Fricker argues that ‘‘there is a distinctively epistemic kind of injustice,’’ which is a wrong
done to someone in their capacity as a knower. She divides this category into two distinct types—testimonial
injustice and hermeneutic injustice. If testimonial injustice is the dismissal of credibility of one giving
testimony based on assumptions about their social identity, it is easy to imagine how women with a
condition that is typically understood in the context of men might fall subject to this. In the same vein,
hermeneutic injustice, or the marginalization of a person due to structural biases that render her unable to
articulate her experience even to herself, is a likely risk for women with SCI.
Philosopher Havi Carel writes in her book Illness that “illness changes not only the context of
experience [. . .] but also its structure.” In the context of her own chronic illness, Carel recommends a
“patient toolkit,” a phenomenological framework of three steps by which people can come to a better
understanding and articulation of their own experience of illness. My research takes this mechanism a step
further, asking women with SCI to employ the patient toolkit structure as a way to inform their interactions
with the health care team. If the patient toolkit can be translated into a survey instrument for patients and
providers, both may be able to co-create a path forward in illness that respects the authentic, articulated
experience of the patient.
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Empathy: Exploring an Emerging Skillset for Graduate Level Health Administration Students
Eve Krahe, PhD
School of Health Services Administration
College of Health Professions
University of Phoenix

Abstract: The benefits of establishing a curriculum based on a medical humanities perspective is well
documented in the literature. It is widely accepted that medical humanities is integral to the professional
development of future health care professionals. The inclusion of ethics and humanities in health care
curricula strengthens important skills such as critical thinking, communication, observation, and most
important for budding leaders across the health sector, empathy. These critical skills will allow students to
adapt to an ever-changing health care industry, regardless of what role they take on.
Amid discussions in journals like Health Affairs and at events hosted by health systems like the
Cleveland Clinic Empathy and Innovation Summit leading the transformation of care, we noticed something
was missing: an initiative to instill empathy specifically in health care administrators. Focused on clinical care
populations across the health sector, the research has neglected those who lead these systems.
Extrapolating from studies of organizational culture/leadership, we determined it would be difficult
for empathy to flourish in environments where clinicians who provide care possess it and administrators do
not. We set out to address this with a curricular thread in empathy by using narrative non-fiction in our
Master of Health Administration program. We’ve called the project The Novel Initiative.
The Novel Initiative is embedded in our Health Law and Ethics course. Students are reading The
Immortal Life of Henrietta Lacks by Rebecca Skloot, a book detailing the opportunities and dangers of human
subject research. Students read the novel and engage with the content via research, assignments, and
discussion. The pilot started October 2015, and we are collecting feedback from faculty and students.
Approximately 300 students have taken part so far.
We are also using lessons from philosophers, poets, musicians, and artists to strengthen our
curriculum, applying these insights to diverse health sector environments. Formative assessments built
around this content provide feedback to students and guide their health care career paths; pilots are
underway.
We are surveying students and faculty. We’ve found students enjoy the book and the activities that
accompany it:
• “I loved the novel and the way it wove ethics and science into a humanistic framework as an
engaging story”
Faculty also found the novel compelling and appreciate the alternative to a textbook:
• “I agree that we should use these types of non-fiction to bring some reality into the administrative
role”
Training in empathy for health administrators could bolster support for clinical populations’ practice of
empathy, and may be foundational to sustaining a culture of empathy in the health sector.
The literature demonstrates that empathetic practitioners are better able to understand their
patients, and patient outcomes are improved. For those leading these clinicians, a similar level of expertise in
empathy could create, foster, and sustain an environment in which empathy can flourish—improving care
and outcomes.
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Reading Life Writing in the Postgenomic Age: The Immortal Life of Henrietta Lacks
Lesley Larkin, PhD
Department of English
Northern Michigan University

Abstract: The interdisciplinary exchanges that constitute the medical humanities have frequently, though not
exclusively, marshaled humanities research and methods in service of scientific and medical goals. For
example, ethicists and philosophers of science are called upon to ensure that research projects are ethically
sound, and narrative medicine has sought to improve patient care by training physicians in the techniques of
literary criticism and narratology. While it has become increasingly standard to recognize the value
humanities fields add to scientific and medical research—and for humanities fields to justify their existence
by making reference to such value—less attention has been paid to how transactions between the
humanities, the sciences, and medicine have transformed the humanities themselves. This presentation is
part of a developing monograph, Reading in the Postgenomic Age, that proceeds from the assumption that
the interdisciplinary transactions of the medical humanities and related fields have also generated questions
and insights that prompt critical self-reflection within the arts and humanities. This book argues, specifically,
that contemporary writing in the United States and Canada that engages scientific research, and the field of
genomics in particular, does so in order not only to comment upon the ethical questions that obtain in that
field but also as an occasion for thinking through parallel questions of narrative ethics.
Drawing from the interdisciplinary work of a wide range of scholars (such as Rita Charon, G. Thomas
Couser, Lily Kay, Evelyn Fox Keller, Hannah Landecker, Margaret Lock, and Sidonie Smith) and focusing on
Rebecca Skloot’s bestselling biography of Henrietta Lacks and HeLa cells, The Immortal Life of Henrietta
Lacks, this presentation engages the notion of DNA as a form of “life writing” that signals a cultural
willingness to alienate body parts from persons but not from personhood itself. From this perspective, tissue
severed from the body may not be severed from chronology, history, identity, or agency. The kind of life
writing that extends from this peculiar perspective may “resist or rebut genomics” (Couser 189). It may
present life as “scripted” or “uncertain”; it may reiterate longstanding humanist blindspots or revise or reject
humanism altogether. I argue that the meaning of a biography—or genography or cytography—depends both
on its structure and on the particular interpretive practices brought to it. My reading of The Immortal Life
addresses the (problematic) reading practice Skloot’s narrative solicits and articulates an alternative practice
modeled on a “counterscript” embedded in the narrative. This alternative reading practice, which
emphasizes context and indeterminacy, is also patterned on epigenetics—the study of DNA in its many,
layered environments—which has experienced a recent resurgence in the life sciences.
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Medical Expertise in Sexology Magazine, 1933-1965
Matthew Lavine, PhD
Department of History
Mississippi State University

Abstract: Hugo Gernsback is best remembered as the impresario of a science fiction-heavy pulp magazine
empire in the middle decades of the twentieth century, but he was also the publisher of the United States’
first popular-audience magazine about sex, Sexology. Bearing little resemblance in content to the Europeandominated academic discipline it was named after, and publishing nothing that would tax an eighth-grade
level of reading comprehension, Sexology nevertheless sought to evoke the same legitimacy and
authoritativeness that sexual scientists like Havelock Ellis and Auguste Forel did. At the time of its launch in
1933, Sexology was hardly the only conduit for accessible sexual knowledge: latter-day perspectives on the
lingering Victorianism of the era notwithstanding, literate Americans of the era tended to regard their culture
as rather sex-drenched. Fiction, cinema, and print journalism traded openly in sexual imagery as the
Comstock laws became a dead letter, and sex education was available for schoolchildren, adolescents, and
adults in various forms. But Sexology was the first general-audience magazine that dealt exclusively with
sexual content, and in order to succeed (which it did, until 1983) it had to establish its authority to speak on
sexual matters.
It did this in large part by borrowing the medical credentials of its authors—and its star-studded
roster of editors, whose names and degrees were prominently displayed—but not simply by having
physicians write about venereal diseases or sexual anatomy. Pulp magazines were a low-margin business, and
Gernsback (who published more than fifty of them during his life) knew that variety was the key to sustaining
the largest possible audience, so Sexology covered topics ranging from supernumerary nipples to bestiality in
literature to erotic photography. Physicians (or others with claims to medico-scientific authority) wrote such
articles, and in the process amplified two perspectives on sexuality that were new to American culture in the
mid-20th century. One, already well known to historians of medicine, is that sexual matters belonged first and
foremost within the medical sphere of influence. The other, less discussed but equally significant, is that
sexual knowledge was a deeply esoteric matter that could be (and should be) studied systematically. In an
era when dozens of marriage manuals debated whether sex was an “art” or a “science,” Sexology was firmly
and evangelically on the side of the latter.
Exquisitely sensitive to readers’ tastes (it survived amid competition from mass-market pornography
like Playboy and increasingly daring forays into sexual territory from family magazines), Sexology during the
Gernsback years was a leading indicator of Americans’ willingness to understand sex as the province of
experts.
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Do No Harm: The Origins and Impact of Trans* Exclusions in Healthcare
Jenji Learn, Department of Philosophy, Western Michigan University
Kaia Sorensen, Department of Psychology, University of Copenhagen
Lisa DeMoss, JD, Western Michigan University Cooley Law School
Catherine Bast, MD, Mosaic Health & Healing Arts, Goshen, IN

Abstract: Though cultural practices and attitudes have always varied, for most of recorded human history
and across most of the planet, being intersex or transgender was understood and recognized as a naturally
occurring biodivergence, and transgender and intersex people were accordingly widely recognized, accepted,
respected, and in some cultures even revered. It was not until the modern age that two ideas emerged which
have been dominant in the medical field for the past century: 1) that being trans is a psycho-social
phenomena of some kind, arising out of cultural conditions, individual psychology, and/or modern society
and technology, and 2) that being trans or intersex is a disorder, disability or a pathology, and a medical
affliction that can and should be removed or ‘cured’ in alignment with normative, binary sexual expression
and assigned gender roles and presentation. The consequences of this have been systemic and long-lasting,
justifying a climate of terror, shame, secrecy, discrimination, and persecution which has intensified in the
past year after nominal attempts at reform over the past decade. How did it get to be this way? What does
the pathological model get wrong and how does it comprise the health and safety of trans, intersex, and
genderqueer patients and uphold legal regimes of discrimination? Above all, where do things stand now and
what do current and aspiring medical professionals need to know in order to best serve their patience and to
correct the mistakes of the past, and present? Our panelists will address these questions in practical and
clinical terms.
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Carol Gilligan’s Kyra: Myth, Psychotherapy and Relationship
Muriel Lederman, PhD
Biological Sciences and Women’s and Gender Studies, Virginia Tech
Medical Humanities, Case Western Reserve University Medical School

Abstract: In the beginning of her germinal study In a Different Voice, Carol Gilligan, an icon of feminist
psychology, says that her work is concerned with relationships and their association with male and female
voices in psychological and literary texts. If turn around is fair play, it is appropriate to investigate
relationships and voices in her novel. This presentation will analyze how its plot is grounded in both the oncerevolutionary themes that she advanced in In a Different Voice and in her later works. The connection
between inside and outside and between voice and relationship in Kyra will be examined using Gilligan’s
research and non-fiction writings. Linkages between the novel, Gilligan’s theses and her critique of
psychotherapy will be made through the myths of Dido and Aeneas and that of Cupid and Psyche, tales that
we use to inscribe and proscribe the human condition.
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A Physician’s Perspective on Practicing Health Humanities:
A Cautionary Tale of Bribery and Conflict of Interest for Busy Clinicians
Michele Martinho, MD

Abstract: In September 2010, my decision to accept cash bribes for referring office blood work to a
laboratory in New Jersey violated not only my place in society as a law abiding citizen but also my oath to my
profession and to my patients. Initially, I did not understand how my actions were so deeply criminal. I saw
the cash as simply a referral fee for sending my bloodwork to a particular lab. At the very worst, I feared that
my decision would pose a tax issue with the IRS, and I would be required to pay taxes on this money at some
point. I now understand the true definition of the word bribe and how I violated a basic principle of health
care ethics by engaging in a conflict of interest. Bribery does not mean accepting money to do something
“bad” which I interpreted as harming my patient or ordering unnecessary blood tests, which I did not do. In
fact, bribery means accepting money to induce a desired behavior which was simply sending the blood work
to the lab. The results of my crime are deeper than the obvious criminal and financial aspects. As a physician,
by engaging in the conflict of interest, I violated my fiduciary responsibility to my patients. I violated their
trust in me by forcing them to question whether the bloods that I had drawn were truly necessary or whether
I was simply drawing them because I was being paid a fee from the lab. The magnitude of the crime that I
have committed has devastated all aspects of my personal and professional life. All that I have worked to
achieve is now comprised: my freedom, my medical license, my reputation, and my ability as a single parent
to provide for my children. In my presentation, I articulate how I violated specific principles of health care
ethics and, in doing so; I focus not only on medical professionalism but also on lived experience. In
understanding my violation of the principles of health care ethics and truly accepting responsibility for the
crime that I have committed, I am focusing on the concept of restorative justice. I acknowledge responsibility
for what I have done, I want to make amends, and my goal is to accomplish that by educating and deterring
others from ever committing similar crimes.
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Thinking Beyond the Visible: Problem Solving Skills

Nancy Michael, PhD, Department of Biological Sciences, University of Notre Dame
Paul R. Solomon, MFA, Frostic School of Art, Western Michigan University

Abstract: In the medical humanities we occupy terrain in which disciplinary concerns of all kinds compete for
our attention. However, to succeed in any one area, one must have detailed knowledge about all areas, and
then set out to discern the connective tissue that makes complicated interdependent systems function. This
is the nature of problem solving today. The complexity of issues we engage in medicine, and in the arts
mirrors the complexity of the great issues we face as a society, including climate change, poverty, disease,
immigration, and globalization. The unparalleled amount of data we access daily makes it easy to obtain
information, but this flood of data, imagery and words puts a burden on us. Current structures in higher
education have become remarkably siloed. Our students pay the price for this disconnect because their
thinking becomes siloed as well; as a product of the way we instruct, students become unable to bridge the
gap between disciplines to construct their own holistic view of multiple fields.
This presentation seeks to identify ways to increase our capacity to assimilate information, work
collaboratively, and think beyond what is visible on the surface. Artists and scientists solve problems by
employing techniques they often use unconsciously, including intuition, embodied cognition, and skills in
pattern recognition. By drawing attention to these processes, we believe that all of us, and our students,
colleagues, and patients will be more successful.
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“I Know a Guy Who Knows a Guy…”: Contemporary Legend and Medical Narrative
John Minser, MFA
Department of Medical Education, Program in Medical Ethics, Humanities, and Law
Western Michigan University Homer Stryker M.D. School of Medicine

Abstract: Contemporary legends—also called urban legends or urban myths—are common throughout our
society. Serious literary scholarship has focused on documenting and analyzing the many diverse forms and
contexts of contemporary legends, however, contemporary legends relating to health care and medicine
have avoided serious inquiry to date, instead being largely relegated to ‘medical horror’ or ‘atrocity story’
groupings. Distinct from mere rumors passed around social media, anecdotes of pseudoscientific discoveries,
or medical misinformation, contemporary legends are important because, rather than merely transmitting
false ideas or information about medicine, they model distinct and primarily antagonistic patterns of
interaction between patients and providers via their narrative components. And, while legends that patients
tell about their distrust for doctors are fairly well-studied, less attention has been paid to the kinds of legends
that providers tell about patients. Many of these legends portray the likely patient as foolish, incompetent,
and the ultimate source of his or her own medical condition. A partial solution to the challenges created by
clashing, mutually belittling narratives can be found in the principles of narrative medicine, which strives to
replace a received, stereotyped narrative with an individualized narrative constructed together by provider
and patient. This presentation will provide a definition of contemporary medical legends, analyze the unique
narrative structure, develop a brief taxonomy of common themes, and describe how the structure and theme
elucidate interesting and previously unexamined tensions within the provider-patient relationship.
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Empathy, Care, and Overcoming the Harmful Impact of Stigma on the
Well-Being of Persons with Schizophrenia
Andrew Molas
Department of Philosophy
York University

Abstract: This presentation explores the topic of stigma and how it impacts the well-being of persons living
with schizophrenia. I look at how stigma surrounding mental illness manifests itself, and I examine why the
impact of stigma associated with schizophrenia, in particular, is morally significant and deserving of further
attention. To help ground my discussion, I will also examine the personal narratives of people diagnosed with
schizophrenia to underscore the impact that stigma has on their lives. The DSM-5 notes that in addition to
the symptoms that are common with this diagnosis (e.g., delusions, disorganized thought) people with
schizophrenia run across social barriers that emerge as a result of stigma and which impede their ability to
flourish and reach their full potential. Stigma is understood as the process of ascribing undesirable qualities
to individuals in a particular group which results in “devaluing, discrimination, and out-group distancing” of
the members of that group (Rice et al. 2014; Corrigan et al. 2005; Rüsch et al. 2005). Stigmatisation is a
dimension of suffering added to the illness experience because, in addition to coping with the symptoms of
their diagnosis, people with schizophrenia struggle with a “second illness” since they must deal with the
public’s misunderstanding of what their mental illness is. This lack of understanding is detrimental to their
well-being because it leads to “social isolation” and “limited life chances” (Schulze and Angermeyer 2003).
Stigma occurs when the dominant members of society attach labels to individuals who have “undesirable
characteristics,” which then creates a separation and distinction between “us” and “them.” The result of this
labelling process is that the stigmatized individuals experience “status loss and discrimination” that lead to
unequal outcomes in society. For example, people with schizophrenia are discriminated against in the
workplace, which increases the rates of poverty and homelessness. The perpetuation of stereotypes makes it
more difficult for people with schizophrenia to forge meaningful relationships. And given its low prevalence,
the public’s unfamiliarity of what schizophrenia is results in unwarranted feelings of fear, disgust, and
avoidance, which causes many people with schizophrenia to feel ashamed, dehumanized, and alienated from
society (Angermeyer et al. 2010; Link et al. 2004; Overton and Medina 2008). Overcoming stigma calls for
radical changes in the way mental illness is viewed and requires moving away from stereotypes associated
with it. I argue that reversing this negative trend requires cultivating empathy and fostering intersubjective
relationships based on respect and care. As a result, I maintain that an ethic of care provides a morally
appropriate framework for engaging with people living with schizophrenia and it can help begin the process
of reducing stigma.
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Valuing Emotions in Demented Patients
Isadora Mosch, Department of Philosophy, Georgia State University
Kyle Boerstler, Department of Philosophy, Florida State University

Abstract: In the literature on Advance Directives, there are many proponents of both the so-called ‘extension
view,’ or the view that says the last authoritative expression of an autonomous decision will extend and
maintain its authority should that person become incompetent. Particularly, this view is expressed in relation
to patients who become demented. Another route that some take is to argue that one should value the
precedent autonomy of a demented person rather than their current autonomy. These and other strategies
are used to explain why we ought to honor documents like advance directives when they express previously
conceived autonomous decisions by patients who have become incompetent. However, in this presentation
we argue that these accounts overlook the important role that the emotions of dementia patients. When one
considers the value that ought to be placed in the kind of emotional-knowledge and emotional experiences
that dementia patients have, arguments from precedent autonomy and arguments that use the ‘extension
view’ are undermined. We argue these approaches ought to be abandoned in favor of a modified Best
Interests view for the dementia patient (or relevantly similar patient who is incompetent). Roughly, this
modified view will attempt to bring as much of the demented patient’s interests and values to the decisionmaking process, since the demented patient’s emotional interests ought to be considered valuable.
Here is how the presentation will proceed. First, we will argue that emotional knowledge is valuable,
and is a vital part of what makes human beings have worth. Next, we will cover the primary arguments given
for the ‘extension view’ and for respecting precedent autonomy. Then, we will give some of the objections to
these views and how authors in support of them respond to these objections. Finally, we will offer a new
objection to these views using the value of emotions, and consider why neither the ‘extension view’ nor the
argument from precedent autonomy can overcome this objection.
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Learning from Our Mistakes: Understanding Autism Treatment Through Cochlear Implant History
Tabitha E. Moses
Wayne State University School of Medicine
National Core for Neuroethics, Division of Neurology, Department of Medicine, University of British Columbia

Abstract: The advances of medicine and technology have provided a wealth of opportunities for bringing
medical treatment to those who would once have not been able to survive. While these interventions are
life-saving and vital for many, there are some that may not be truly necessary. Physicians seek to heal
wherever possible, but this can create unexpected conflict. Medical school teaches pathophysiology with a
clear-cut normal and an equally indubitable abnormal. Unfortunately, not all aspects of practicing medicine
are so straightforward. In some cases, a patient might agree an abnormality exists but object to the notion
that it needs fixing.
Physicians have a duty to ensure every patient’s autonomy. This is straightforward in most cases.
Even when the physician disagrees with a patient’s choice, they can feel reassured by having provided the
patient the space to make an independent choice. On a global scale, however, a philosophical battle between
respecting autonomy and doing no harm looms large. There is a growing clash between those who want to fix
what they view as broken and those who want to embrace what they view as diversity.
This type of conflict has occurred before. Widespread implementation of the cochlear implant in the
1980s resulted in significant backlash from the Deaf community, many of whom considered the introduction
of this device into all hearing-impaired infants a form of cultural genocide. While patient autonomy and the
age of consent permitted Deaf adults to reject the implants, infants could not. Hearing physicians strongly
advised parents of hearing-impaired infants to approve implantation and raise their child in the hearing
world, often to the detriment of the child’s involvement with the Deaf community and sign language
education.
While there is still some animosity from the Deaf community toward cochlear implants and the
physicians who provide them, an understanding has been reached. That is not to say there were not
significant struggles. The plight of the Deaf community and the near-destruction of sign language and Deaf
culture are still fresh. This damage was not caused by malicious intent, but by a desire to cure and “fix”
according to the parameters those in the healthcare community believed were right.
The Autism community illustrates today what was seen in the Deaf community almost four decades
ago: a stark divide between the physicians and those they seek to treat. The comparisons between the
introduction of cochlear implants and the development of therapies for autism such as Applied Behavior
Analysis (ABA) are stark, and before we [as healthcare professionals] continue in our mission to treat and
cure those children with autism, it is important to examine the history of these types of “cures” and our
involvement in perpetuating disparities and misunderstanding. This comparison promises to shed a
potentially uncomfortable light on the ways in which we may be misinterpreting our promise to heal, and
may help provide a more collaborative way to move forward in our understanding of and treatment of those
who are a part of a neurodiverse community.
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Trading Chickenpox for Shingles?: Intergenerational Ethics,
Political Justification, and the Exogenous Boosting Hypothesis
Mark Navin, PhD
Department of Philosophy
Oakland University

Abstract: The Exogenous Boosting Hypothesis (EBH) implies that routine mandatory childhood vaccination
against varicella (chickenpox) raises questions of intergenerational ethics and political justification. According
to the EBH, people who have recovered from chickenpox are less likely to contract herpes zoster (shingles)—
a disease caused by the same varicella zoster virus—if they are regularly exposed to people with chickenpox.
If the EBH is correct, then the Advisory Committee on Immunization Practices (ACIP) endorsed a novel
intergenerational transfer of health risks when it decided (in 1996) to recommend routine childhood
vaccination against varicella: Vaccinated children would be less likely to contract chickenpox or shingles, but
older people—who had previously contracted chickenpox—would be more likely to contract shingles.
Furthermore, states in the US typically require children to receive ACIP-recommended vaccines as a condition
of enrollment in school or daycare. This makes ACIP’s recommendation about varicella vaccination a matter
of political coercion. In this presentation, I discuss potential ethical justifications for the intergenerational risk
transfer that routine mandatory varicella vaccination may entail. I argue that, even if some of these ethical
arguments succeed, varicella vaccination faces significant problems for political justification, in light of the
ongoing failure of political institutions to publicize evidence about the health risks varicella vaccine may
impose on third parties. I conclude (with some sense of irony) that increased transparency and publicity
about varicella vaccination’s potential redistribution of risks from children to adults (including from children
to their own parents and grandparents) may help some parents overcome their hesitancy to vaccinate their
children against varicella, given the hyper-intensive and self-sacrificial forms of parenting to which many
vaccine hesitant parents are committed.
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Combating Anti-Vaccination Rhetoric: The Importance of Vaccine Hesitant Parents
Bhamini Patel
Northeast Ohio Medical University

Abstract: Many in the healthcare field view vaccinations as the greatest achievement in medicine; a discovery
that has decreased both the prevalence of specific diseases and the lifelong suffering that may accompany
them. Unfortunately, not all individuals view vaccinations as a success which has led to declining vaccination
rates. The anti-vaccination movement has serious repercussions on community and personal health and has
placed a significant strain on physician-patient relationships.
The anti-vaccination discussion has created a spectrum of opinions ranging from least stringent,
vaccine hesitant, to the most stringent, vaccine resistant. Specifically, focusing on vaccine hesitant individuals
can improve vaccination rates. Although proper patient education is an integral component to the discussion,
physicians must also understand why hesitant parents question vaccines. Anti-vaccinators have built their
foundation on fear and traumatic personal stories, targeting the emotional concerns of parents. Provaccination articles primarily deliver facts, which often fail to address emotions as a key motivator of belief
and behavior. Additionally, increasing acceptance of information found on the internet, regardless of its
factual integrity, has led to misconceptions about vaccination efficacy and safety. The emotional impact
evoked by disturbing stories found on anti-vaccination sites helps propagate the anti-vaccination movement
and its associated consequences.
The aim of this discussion will be to provide a framework to properly address vaccine hesitant
parents’ concerns, emphasizing a strong relationship for open communication, vaccine education, and
parent’s emotional responsibilities. Often anti-vaccination culture creates an “us” vs “them” mentality, but it
is vital to never demonize hesitant parents—many of them wish to do what is best for their child. Working
with hesitant parents and addressing their concerns is the first step to establishing groundwork for future
discussions. Physicians must prioritize vaccine education at every visit; this persistence enables hesitant
parents to understand the value of vaccinations.
However, presenting facts may not be enough to persuade vaccine hesitant parents due to the
strong influence of emotions on thoughts, beliefs, and behaviors. Physicians must show parents the
devastating outcomes of diseases such as measles, diphtheria, etc., to counter the fears created by antivaccinators. Engaging parental emotion in discussions, similar to anti-vaccinators, may prove more beneficial
than a simple listing of facts.
In order to combat this dangerous movement, physicians must develop an integrated approach to
influence vaccine hesitant parents. Addressing concerns of both mind and sentiment will allow physicians to
persuade vaccine hesitant parents, increase childhood vaccination rates, and ultimately protect patients and
communities.
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Ethical Clinician’s Compassion: Making the Difference
Padmasrhi Rastogi, MD
Department of Internal Medicine
UT Southwestern Medical Center

Abstract: Life is the connection between birth and death. It is an irony that we prepare for birth so much and
death so little. Once a baby makes the journey through the birth canal, there are family and friends to
welcome the child into the world.
Death awareness and the growing debate on the caring role in the medical profession and the
changing demands of doctors made by new technology have changed the meaning of death. Death appears
in many guises. To some it is a friend when exhausted by pain or old age or perhaps in poor quality of life. To
others it is the enemy, intrusive and unasked.
If life’s elixir is spent and functions are lost irreversibly, it suggests vegetative state or brain death
has occurred. Holding on to the body, if not for organ donation, we should ask the question: Are we really
increasing the duration of life or prolonging process of dying?
When asked, persons who face their imminent death mostly prefer to die within their own home
without any invasive interventions. The reasons that 50 to 70% of deaths occur in medical institutions, many
in the ICU, is because our technically trained physicians are not ready to give up. With the advent of new
treatments, physicians are more able to try to extend life as much as possible. Prolonging life is a noble goal,
but when we think from the patient’s perspective, the suffering before death is unwarranted.
If we treat the dying person how he was in his 40s, productive, respected, and dignified, control the
pain effectively, the patient still alert enough to recognize and interact with friends and family, then he will
be satisfied. He can put his affairs in order, can say prayers and goodbyes and has time to reflect his
achievements during his life. That is the type of death we should aim, unless the patient has other requests.
In this presentation, I would like to explore the various options a dying person has. How much
autonomy he can exert against his family? Should privacy of dead or survival of alive be equal? Humanity and
compassion are the two characteristics which should accompany the patient on this lonely journey after
death. As he is aware of the surroundings, it is important to be kind at this time and holding the hand softly
to give the human touch, making the death peaceful.
Life should go out with the same fanfare that it comes in with. The work of Dr. Ross and Cicely
Saunders inspires us to take care with compassion, empathy, and clear communication at the end of life.
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The Primacy of the Patient: Using Interpretative Phenomenological Analysis to
Explore the Subjectivity of Patients from Another Era
Hilda Reilly
School of Humanities
Glasgow University

Abstract: This presentation demonstrates how Interpretative Phenomenological Analysis (IPA) can serve to
fill the patient-shaped gap in medical history identified by Roy Porter (1985). It focuses on two of the early
“hysterical” patients of psychoanalysis, Bertha Pappenheim (aka Anna O, the ‘founding patient’ of
psychoanalysis) and Anna von Lieben (aka Cäcilie M.).
Referencing my earlier MA research on Bertha Pappenheim I show:
• how an exclusively physician-based perspective can give rise to tendentious reporting and to
questionable theories based thereon
• how my own thinking about the case, realised in the form of a biographical novel, evolved to
highlight the primacy of the patient’s phenomenology
I then discuss my current PhD research which explores the phenomenology of Anna von Lieben, regarded by
Freud as one of his most important patients, using IPA to analyse her autobiographical poetry (von Lieben,
1901).
IPA is an idiographic and inductive qualitative research method, based on Heideggerian hermeneutic
phenomenology and committed to illuminating first-person experience. It combines a hermeneutics of
empathy with a hermeneutics of questioning to interpret a text in its own terms rather than by applying an
existing analytical framework (e.g., psychoanalytic, feminist) imported from outside.
The use of IPA for the interpretation of autobiographical poetry is an innovative approach inspired by
the ground-breaking work of Spiers and Smith (2012). My own project breaks further new ground for IPA in
that the research ‘participant’ is deceased, and the language of the texts analysed is not my mother tongue.
Further qualitative analysis of family correspondence and memoirs will provide additional contextual data.
The findings of the IPA study will permit a re-imagining of the case from the perspective of von
Lieben herself, set within her own life-world.
The project overall will develop a research methodology applicable in the fields of Narrative
Medicine, History of Medicine, Creative Writing and related disciplines. It will also contribute to the
development of a patient-centred historiography for patients who are no longer alive to tell their tale.
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Infotality: Precision Medicine and Genomic Responsibility
Joel Michael Reynolds, PhD
Department of Philosophy, Emory University
The Hastings Center

Abstract: Applications of genomic science such as precision medicine could change the history of medical
practice as we know it. Whether through publicly funded biomedical institutions or the private sector, we
already can or soon will know about the probabilities of our own future health states in ways never before
faced by humanity (23andMe, etc.) Such technologies and their applications raise unprecedented ethical
questions, from sequencing NICU infants to the political quagmire of genomics, health insurance, and labor
markets. Point in case, a bill entitled HR 1313 is currently moving through the House of Representatives’
Ways and Means Committee. Introduced by Rep. Virginia Foxx (R-N.C.), the bill amends the ground-breaking
2008 Genetic Information Nondiscrimination Act and would fine federal employees who decline genetic
testing. Given psychological evidence on subjective assessment of future states, the situation appears even
more dire. We reliably mispredict (and misremember) experiences of wellbeing, not to mention judgment
concerning that of others. Suffice it to say, it is not clear that adding more information to this state of affairs
will assist in better decision making.
In this presentation, I argue that we face a new mode of living and dying today. I call this our
infotality. Infotality names the ways in which we today experience our own natality and mortality through a
historically novel quantity and scope of comparative, probabilistic, and ever-increasing information about our
own bodies and lifestyles. Drawing upon the work of philosopher and bioethicist Hans Jonas, I suggest that
without critical reflection, infotality will exacerbate societal norms and institutions that perpetuate
widespread inequities and injustices.
I focus in the second section on how we might approach our infotality more ethically. Because an
increasing number of bioethicists argue that ableism is a central and deeply entrenched issue within medical
knowledge and practice, I ask how one might conceptualize infotality in an anti-ableist manner. I here define
ableism as the assumption that the normal body is, ceteris paribus, in and of itself better than the nonnormal body by virtue of being normal. How, for example, do ableist assumptions about the value of the
“normal” and “able” body lead practitioners to unjustly devalue the testimony of patients who are disabled
or otherwise “abnormal”? How does this then lead to misdiagnosis, misguided therapies, and stigmatizing
patterns of patient-provider miscommunication? Building upon work across social epistemology and
philosophy of disability, I develop new tools for both practitioners and philosophers to identify informal
fallacies that contribute to cases of ableist epistemic injustice. I outline what I term the ableist fallacy, the
quality-as-condition fallacy, the stage vs. state fallacy, the disability-as-quality fallacy, and the monolithicsuffering fallacy. I conclude by discussing the larger stakes of infotality and the role of ableism for questions
of genomic responsibility.
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Pre-existing Conditions
Wade Robison, PhD
Department of Philosophy
Rochester Institute of Technology

Abstract: The minimally adequate basic goods of health care are that birth and infancy occur so we have the
highest chance of continuing to live without harm, that those of us who live have the best preventive care so
we are least prone to disease and bodily faults, that those of us subject to disease and bodily faults are well
taken care of, that we receive adequate care when we are elderly, and that each and all of these be obtained
without significantly harming such other interests as financial well-being.
Goods in and of themselves, these are also basic goods because of the goods derived from them—
the good health necessary to pursue one’s own conception of the good life and to contribute to the wellbeing of society as a whole. Our health is a social artifact, dependent on the care we provide and so on the
choices we make. My concern here is whether we should choose to sort citizens on whether they have preexisting conditions—such as a heart murmur. There are both practical and ethical reasons for not making
that choice:
1. A newborn with a heart murmur has done nothing to deserve that condition, and no one ought to be
penalized in the pursuit of their conception of the good life because of some natural feature for
which they bear no responsibility.
2. We cannot devise criteria which ensure that we sort out only those with a pre-existing condition.
3. Even if we could, the line will keep shifting to exclude more and more of us as we discover more and
more illnesses and faults dependent on genetic features.
4. With the obvious financial incentives insurers have to insure only the healthy, those who have the
discretion to decide who gets coverage and who does not will have pressure to exclude those who
would otherwise obtain coverage.
5. As we know only too well, the administrative costs of drawing a line so as to exclude some from the
same coverage at the same price as those judged without preexisting conditions is high. There is not
just the time and energy expended to make such judgments, but the hassle for citizens and healthcare professionals alike of handling the complaints of those who think they have unfairly been
judged to have a pre-existing condition.
6. A healthy nation is a wealthy nation. We ought to encourage providing everyone with affordable
health-care for the benefit of us all.
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Scientific Approaches to Spirituality: Incorporating Subjectivity, Embodiment,
and Performance in Biomedical Research
Joseph R. Schuetz
Department of Comparative Religion
Western Michigan University

Abstract: My presentation analyzes gaps between conceptualizations of spirituality in religious and cultural
studies, and recent biomedical research assessing the impact of spirituality on health. It argues that religious
and cultural studies can contribute positively to assessing the relationship between subjective spiritual
experience and health in biomedical research. Though recent research suggests a relationship between the
spirituality or religiosity of patients and biomedical markers of health, these findings are complicated by
definitional debates over what counts as religion or spirituality, and how to measure subjective experiences
of health. This leads to problems developing measurement scales incorporating subjective spiritual
experience. Researchers also leave subjective spiritual experience out of the equation because they do not
feel that they can separate other subjective psychological states from spiritual experience. I argue that this
assessment is from the perspective of psychological studies, and neglects the many ways in which religious
and cultural studies conceptualize subjective spiritual experience. Drawing on scholarship from medical
anthropology, transcultural psychology, and religious studies, I explore how scholars assess and
operationalize connections between spirituality and health. Based on this body of scholarship, I explore
models of defining spirituality for purposes of assessment in healthcare. Departing from traditional analyses,
my presentation underscores the relevance of qualitative methods in religious and cultural studies in
contextualizing subjective spiritual experience in quantitative research. I argue that qualitative concepts such
as embodiment and performance contribute positively to an approach to subjective spirituality in biomedical
research, as well as enrich quantitative research design.
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An Exploration of Self-Defense as the Basis for Terminally Ill Patients’ Right to Try Experimental Drugs
Alec Sculley
Department of Philosophy
Western Michigan University

Abstract: Does a “right to try” potentially life-saving experimental drugs—drugs not approved by the FDA—
exist for terminally ill patients? A rights based approach has emerged, first argued by Eugene Volokh, which
suggests that individuals may have a right to try rooted in their right to self-defense. My presentation will
explore whether a right to self-defense can accurately be applied to a right to try (i.e. whether there can be
such a thing as medical self-defense). First, I will broadly approach this question. Second, on the condition
that a right to self-defense can be used in a medical context, I will argue that it does not fully apply in two
cases: (A) cases in which patients are responsible for their conditions; and (B) cases of ailments, such as AIDS
or cancer, which, arguably, are not foreign threats. Third, I will explore a trilemma which arises from the
conclusion that a right to try on the basis of self-defense does not fully apply to terminally ill patients in cases
A & B above. I will argue that this is a problem for right to try advocates, as, on the surface, a right to try (via
self-defense or otherwise) should be fully provided to all terminal patients without a reason to limit or deny
this right. If it is the case that a right to try founded in the right to self-defense exists, then: either terminally
ill patients in cases A & B are (1) less worthy of the right to try via self-defense than other terminal patients;
(2) not worthy of a right to try via self-defense, but worthy under another right (or for another non-rights
based reason); or (3) not worthy of a right to try though other terminal patients are worthy via self-defense.
In the end, I provide full analysis of the trilemma and strongly call into question the right to try experimental
drugs founded in a right to self-defense as no prong appears correct.
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Drowning in Data: Ethical and Social Implications of Big Data Use for Humanistic Health Care
Jacquelyn Slomka, PhD, RN
Frances Payne Bolton School of Nursing
Case Western Reserve University

Abstract: The transformation and domination of health care and health research by information technology
is related in large part to the collection and use of ‘big data.’ A number of ethical considerations have been
associated with ‘big data,’ which was characterized early on by its immense volume, speed of collection and
diversity of type (Laney D. 3D Data management: Controlling data volume, velocity, and variety. META Group,
Inc., 2001). Based on recent literature, these considerations include validity and reliability of data, ability to
control personal information, appropriateness of consent for data collection, and intersections with health
disparities. A number of authors note the ubiquity of big data collection in everyday life, with accumulation in
massive amounts through channels as diverse as biobanks, electronic health records, self-tracking personal
fitness devices, grocery store purchases, governmental and private administrative records, internet searches
and social media. Big data research has great potential for improving, as well as revolutionizing, health care
and other aspects of our lives. But big data collection has reached the point where we are essentially
“drowning” in data. Knowledge of and reflection on ethical and social concerns of big data research and use
is needed to ensure fairness for patients and research participants who may experience both burdens and
benefits of health care decisions derived from big data research. Also necessary is an understanding of
potential ethical pitfalls related to ‘too much information’ and social structure change when massive
amounts of information are available. This presentation will discuss ethical and social issues related to big
data use in health care and research by focusing on 3 areas. First, I will briefly review some current ethical
and social concerns associated with big data collection that could have a direct impact on patient care.
Second, I will assess the relevance of current research ethics frameworks to big data collection and use.
Finally, I will examine theoretical and humanistic implications of shifting the locus of research from the
individually-consenting participant to the non-identified massive population.
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How to Get the Death You Want
Karen Smith, PhD
Henry Ford Hospital Detroit Campus

Abstract: This is a short presentation on how dying has changed due to medical advances and how getting
the death you want requires starting earlier than you may have thought. It notes how the process of dying,
for the dying person, has changed since the 14th century up to today. This is clarified by the work of Philippe
Aries and some of the beautiful art work used in his book, The Hour of our Death. Further, I address how
many of the practices which were common in the earlier Centuries can be utilized to aid us in achieving
better dying experiences today. I emphasize that although Advance Directives are one step that is helpful
they are not enough. It will also require bit of moral courage to lead your doctors in understanding a new role
to help you to get the death you want. It might also require you to realize you need to begin accepting less
care earlier than you think. It is easy to visualizes the endings that no one wants, in the ICU hooked up to all
the machines, and the peaceful slipping away at home with your dog at your feet that we might yearn for yet
getting the death you want demands that we face some common taboos directly and demand that those
closest to us do the same. It is possible and these are some tips to help.
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Using the Theater Arts for HIV/AIDS Community information Outreach
Nina Stoyan-Rosenzweig, PhD; Hannah F. Norton, Matthew Daley,
Michele R. Tennant, PhD, Jeffrey Pufahl, MFA, Margaret Ansell
University of Florida

Abstract: How can the theater arts help to convey public health messages, and in particular, to educate
about continuing HIV/AIDS infection risks and treatments? This presentation explores the needs and
challenges of providing public health messages that engage particular groups and provide targeted
information. With treatments available, HIV/AIDS is no longer a death sentence. But infection is still a lifelong
condition, and very much a public health concern. Lack of knowledge—about transmission, treatment, risk—
and continuing stigma still associated with the disease fuel continuing infection rates. Some groups are
especially at risk—in Florida they include seniors, college students, and individuals using community and free
clinics. In Florida, too, the number of individuals in at risk groups is large, and infection rates as well as those
living infected are high. Overall in the US, some 12% of those infected don’t know their status. In order to
reduce infection and ensure better access to treatment, education and provision of accurate information on
the virus and living with infection is vital, while using effective formats to teach large numbers can be a key
means to educate the public. Because of the narrative structure and ability to reach and excite emotions and
imagination, theater arts are an excellent way to engage audiences in educational efforts. Bearing this reality
in mind the UF Health Science Center Libraries made creation of videos a part of a grant contract designed to
disseminate accurate information on HIV/AIDS, and partnered with a visiting faculty theater producer with
the Center for the Arts in Medicine. This partnership produced four successful videos using different
approaches to reach the target groups. The display will highlight the videos, which are available on the
library’s YouTube channel, discuss the use of theater narrative, highlight methods of selecting at risk groups,
and developing community partners, as well as the methods used to develop scripts and recruit actors,
develop methodology for evaluating impact, and ultimately, discuss the expansion of these projects to other
at risk groups.

54

Let’s Make a Deal: The Morality of the Physician-Patient Barter
Ruth Tallman, PhD
Department of Philosophy
University of Wisconsin-Whitewater

Abstract: In this presentation, I will consider various reasons why physicians might want to deny treatment to
patients on the basis of lifestyle factors such as smoking and obesity. In most cases, this is a conditional
denial, which can be lifted if the patient is willing to “make a deal” with the doctor (Ex: if you stop smoking,
I’ll perform your back surgery).
The concept of lifestyle rationing brings with it the argument that, if there aren’t enough resources
to go around, it makes sense to prioritize patients with the best chance of positive health outcomes postintervention, so getting a patient to shed a few pounds or cut back on health-damaging habits will maximize
the projected benefits those resources will provide.
Doctor’s rights advocates argue that physicians should be able to choose against what they might see
as “wasting their time” on patients who do not appear to be properly motivated to take care of their own
health. If the patient is unwilling to “make that deal,” why should the physician have to bother?
Physician “report cards” motivate doctors to choose patients that are likely to give them the highest
“score,” and to choose against patients who come with lifestyle related health liabilities that could bring that
score down. Thus, patients might be required to “make the grade” by adjusting their lifestyle before the
doctor is willing to put them on her roster.
Finally, a physician might reason that, if a patient wants a particular treatment, and is told that the
only way to get that treatment is to make health-positive lifestyle adjustments, the patient will be
incentivized to make those adjustments, and this is a good thing (health-wise) for that patient.
I will argue that the first three motivations to issue lifestyle-based denials of treatment are morally
unacceptable. However, I will give careful consideration, followed by a cautious thumb’s up, to the final,
incentives-based reason. I argue that this patient-centered motivation is morally acceptable, and perhaps
even morally laudable…if executed in the right way.
I will argue against approaches to the physician-patient barter that are legalistic, paternalistic, and
disempowering to the patient. Instead, I will emphasize an approach in which the two parties meet as equals
in search of a mutually agreeable path to their shared goal of patient health. For the barter to work properly,
both physician and patient must be understood as experts in their particular domain—the physician bringing
medical expertise, and the patient being the undisputed authority on her own value set, which includes, but
is not limited to, her health. I will argue that such a barter, when mutually accepted (never issued as an
ultimatum by a physician), could promote positive health outcomes and foster a positive physician-patient
relationship.
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Choosing Deaf Futures
Paul Tubig
Department of Philosophy
University of Washington

Abstract: Emerging genetic and reproductive technologies are creating new options that were previously
unavailable to prospective parents. Technically sophisticated procreative methods, such as pre-implantation
genetic diagnosis (PGD) and in-vitro fertilization (IVF), allow prospective parents to choose which embryo to
implant and try to bring to term on the basis of its genetic traits. But this expansion of reproductive freedom
demands us to scrutinize the morality of these new choices. One urgent question arising from this newfound
amplification of reproductive autonomy is the following: is it morally permissible for prospective parents to
deliberately select for an embryo with hereditary deafness? One argument is that it is morally impermissible
for prospective parents to seek the production of a deaf child because it violates the child’s right to an open
future. This right has been popularly invoked to evaluate the morality of numerous reproductive and childrearing practices. In this presentation, I will argue that this moral right alone is inadequate to judge this
particular procreative choice as being morally wrong. I will raise three objections. The first objection is that
the right does not specify the minimum range of opportunities that should be available to the child to have
an open future. If a minimum threshold of accessible life options is not determined for attaining an open
future, then it is unjustified to regard the genetic condition of deafness as preventing someone who has that
condition to no longer have an open future. Second, the principle is unspecific in what counts as a “rich” or
“diverse” range of opportunities if one thinks that having a meaningful sense of autonomy also involves
accessibility to a variety of life options. This point differs from the previous one in that this is concerned with
the diversity of options rather than the sheer quantity of options. The third objection is that the principle
appraises the moral status of a genetic condition by how wide the range of opportunities is secured for those
embodying that condition. But by focusing on the social effects of the genetic condition, the principle can
overlook other relevant causal factors that might be responsible for the constraints in opportunities. Even if
we grant deafness to result in a significantly constrained future, the principle fails to discern whether the
disadvantages experienced by deaf people is largely due to the hearing impairment or being situated in a
biased social environment. If it is the latter, then Davis is unjustified in arguing that deafness itself is a moral
harm for the same reasons why we would not say that being black or a woman is a moral harm despite these
bodily conditions likely leading to a narrower range of opportunities in the current social context. For these
reasons, a simple appeal to the child’s right to an open future does not adequately justify Davis’ conclusion
that the deliberate selection for deafness is morally wrong.
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A Moral Ecology of Pharmacological Cognitive Enhancement in British Universities
Meghana Vagwala, Trinity College of Arts & Sciences, Duke University
Ilina Singh, Department of Psychiatry, University of Oxford

Abstract: Few empirical studies in the UK have examined the complex social patterns and values behind
quantitative estimates of the prevalence of pharmacological cognitive enhancement (PCE). We conducted a
qualitative investigation of the social dynamics and moral attitudes that shape PCE practices among
university students in two major metropolitan areas in the UK. Our thematic analysis of eight focus groups
(n=66) identifies a moral ecology that operates within the social infrastructure of the university.
At the individual level, we find an awareness of PCE in which most students have few personal
experiences with PCE, but can identify popular drugs (Adderall, Ritalin, and modafinil). Individuals are also
concerned with fairness and safety: those who value autonomy promote acceptance of PCE, while risk-averse
individuals promote disapproval. At the peer-group level, we find that on & off-line social networks provide
access to vendors and quality control information. Furthermore, though students are not explicitly coerced to
engage in PCE, soft peer-pressure in the form of social endorsements and discouragements influences
individual choices. At the environmental level, students note patterns of contagion and containment, where
drugs are distributed and contained in local social units, such as universities and families. Students in the UK
also express a strong bias against values perceived as typically “American,” with the medicalization of
academic competition viewed as an undesirable American phenomenon.
Overall, we find that PCE resilience is mediated by normative and cultural judgments disfavoring
competition and prescription drug taking, while PCE risk can be augmented by social factors such as soft peer
pressure and normalization of enhancement within social and institutional networks. We argue that moral
ecological dynamics should be viewed as key mechanisms of PCE risk and resilience in universities. Effective
PCE governance within universities should therefore attend to the moral ecology of PCEs.

57

Drawing a Table: Tell the Left Side of the Brain to Shut Up
Elisabeth L. Vines, PhD
Department of Humanities and Communication
Albany College of Pharmacy and Health Sciences

Abstract: “Visual literacy” is usually understood to mean the ability to interpret visual prompts accurately,
using the symbols and shortcuts our brain provides. We look at a table and know that the top is a flat
rectangle, with corners at 90 degrees, and the legs are of equal length. When asked to draw a table standing
in front of them, people tend to rely on the intellectual knowledge of a table and draw what they know is
there: a rectangle, with four legs of equal length. The view of the table in front of them as visible on the
“picture plane” (think of an imaginary pane of glass held in front of the face) is actually quite different: the
table top is an odd, skinny shape with four unequal sides; the legs are all of differing lengths. Following the
guidelines as presented by Betty Edwards in her Drawing on the Right Side of the Brain, participants in this
workshop will discover the dominant power that the left side of the brain has over the right side of the brain.
Participants in the workshop will draw a table first on paper and then on a clear sheet of plastic held in front
of them. Contrasting the two drawings reveals the discrepancy between what we know is there (rectangular
table top, four legs of equal length) and what we see. Although the artwork created might not be visually
exciting, the process of creating it will be enlightening. This workshop is based on a series of class taught in
an elective drawing class at Albany College of Pharmacy and Health Sciences.
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Abortion Storytelling: A Medical Humanities Intervention?
Katie Watson, JD
Medical Humanities & Bioethics Program
Feinberg School of Medicine
Northwestern University

Abstract: Physicians and nurses who provide abortion care see a large number of patients (1 in 3 American
women over 45 have had an abortion; 1 in 4 women under 45 are expected to) but most women don’t
discuss their abortions. As a result, we hear more about the idea of this medical procedure than the
experience of it, healthcare providers rather than patients have come to represent it, and our political debate
and media coverage typically focuses on extraordinary cases. This lecture will analyze abortion storytelling in
American culture and courtrooms, and consider whether it’s possible to name and reclaim stories of
“ordinary abortion.”
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Voices of Life but Not of This World: The Use of ‘Impossible Illness Narratives’ in Health Education
Rosemary Weatherston, PhD
Department of English
University of Detroit Mercy

Abstract: Illness narratives—”constructed representations of the interior experience” of sickness or impairment—
are a common fixture in health care and health humanities classrooms. Both fiction and non-fiction illness
narratives are used to promote a wide range of pedagogical goals, including to:
• Bring “the voice of the life world” into conversation with “the voice of medicine”
• Enable students to practice perspective taking
• Provide focal points for students’ reflection on their own beliefs and practices
• Stimulate discussions of ethical quandaries
• Make concrete the abstract concepts of professionalism
• Develop students’ ability to conduct narrative analysis and add to their “stores of imaginative vision”
Instructors incorporate many different types of narratives towards these ends, such as oral histories, interviews,
essays, books, videographies, and graphic memoirs.
Despite its pervasiveness, however, the of use illness narratives in health education—especially nonfiction illness narratives—is not without its critics. Some detractors blanketly condemn the privileging of narrative
in medicine. Others are wary of the ways illness narratives may promote culturally-bound, normative models of
selfhood.
Other critics are less concerned about the use of illness narratives than their potential misuses, such as:
• Reading illness narratives as if they provided access to the authentic subjectivities of others
unmediated by genre conventions or representational strategies
• Positioning or celebrating illness narratives as transparent acts of resistance against a monolithically
oppressive medical establishment
• Reducing illness narratives to case studies that mine the texts for diagnostic facts and ignore the
particularities of individual experience
• Focusing exclusively on the narrating individual and disregarding the social nature of illness and
narrative
Rather than trying to resolve these controversies, in this presentation I reframe the issues driving them by making
a case for incorporating “impossible illness narratives” into health care and health humanities classrooms.
“Impossible illness narratives” are fictional first-person accounts of sickness or impairment that—by
means of their content or the point of view from which they are told—could not be produced in real life. Carolyn
Barbier’s “Nighthawks,” for example, purports to be the real-time, unmediated narration of a ventilatordependent patient as she decides to die: an impossible point of view from which to produce a non-fiction illness
narrative. Octavia Butler’s “Bloodchild” details a young man’s struggles with his status as a breeding host within
complex social relations entwining human and alien species: impossible content for a non-fiction illness narrative.
Deeply defamiliarizing, impossible illness narratives resist the conventional frameworks often used by
students to interpret both non-fiction and realistic fiction illness narratives. Instead, they require readers to
employ unique reading strategies grounded simultaneously in narrative humility and structural awareness. Rather
than sidestepping the thorny issues of representation, production, and consumption involved with the use of
illness narratives in health education, impossible illness narratives offer students and instructors unique vehicles
through which to engage them.
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Ethical Issues Around Direct Primary Care
Andy Wible, PhD
Department of Arts and Humanities
Muskegon Community College

Abstract: Direct primary care has been steadily increasing for the past decade and proposed federal
healthcare legislation may encourage the practice even more. This presentation will take an ethical look at
the practice from a micro and macro point of view. From a micro view, the presentation will examine
whether it is good for doctors to practice this model and whether it is good for patients. Is seeing fewer
patients and eliminating insurance encouraging better medical care and creating a more attractive way to
practice medicine? Does it allow doctors to focus on the patient rather than bureaucracy? Are monthly
payments a fairer way for patients to pay for medical care? What happens when hospital, emergency, and
specialty care are needed?
From a macro view, the presentation will look at whether direct primary care is good for our society.
Given physicians see fewer patients, will this cause a greater shortage in primary care providers? Will sick and
poor patients be priced out of such care? How does direct primary care work with insurance? Will direct
primary care result in more or fewer financial hardships due to medical bills? Will it result in more or less real
access to care and medical coverage for society? A tentative conclusion is that direct primary care on its own
is morally problematic, but that it could be a stepping stone to a more just health care system that eliminates
cumbersome and expensive bureaucracy and provides basic universal healthcare.
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