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Intuition in Medicine - an Empirical, Historical and Philosophical View 

Itai Adler, MD 

Internal Medicine 

Hadassah Medical Center, Jerusalem 

 

 

In this presentation, I will explore how the evidence-based medicine movement (EBM) has referred to the 

personal skills of doctors as personal experience and even intuition over the years. This is done by examining 

the major writings in the history of the movement. The question of the movement’s perception of personal 

skills describes the epistemological changes that took place within it. The initial perception was that medical 

knowledge is based on scientific-biological knowledge and is transmitted to a physician by specialists, while 

emphasizing expertise, experience, and even personal intuition. In 1992 leading representatives of the 

movement called for a reduction in the centrality of these principles, calling to, on the one hand, base medical 

knowledge on statistical epidemiological studies, and on the other, to allow the physician to examine and 

critique this knowledge directly. In 1996 the movement continued to advocate the epistemological principle 

which emphasizes “external knowledge” in medical decision-making. However, this principle now also 

influenced other areas, namely patient participation in decision-making and the protection of medical 

autonomy. Later, in guides written by the movement members, there appeared a hierarchy of evidence which 

ranked the different forms of medical knowledge. According to this hierarchy, knowledge based on clinical 

studies is still ranked higher than other forms of medical knowledge. However, the highest-ranked was the 

new therapeutic method (the “N of 1” method) which focuses on treatment and has no epistemological 

importance, and is a solution to only one clinical problem. In the 2000s, a major epistemic change took place, 

which was reflected in the recognition of medical databases as a legitimate tool for making medical decisions. 

On the one hand, it was a continuation of the line emphasizing clinical research-based knowledge, and on 

the other it recognized the physician’s dependence on other databases, legitimizing the use of research-based 

knowledge without the ability to critique it.  

 

These changes were accompanied by tension. At first a revolutionary vision emerged, which sought to erase 

the status of the physician as a subject, and to base the medical decision making on an algorithm. But in 

reality, the status of the physician was reduced rather than canceled completely. This was a result of 

recognizing the limited ability EBM principles have to solve the problems of a specific patient with a specific 

medical issue. 

 

In my estimation, the practical application of the method revealed issues and faults which ostensibly 

mitigated the complete erasure of the physician as a subject. The movement was forced to acknowledge that 

there was room to allow the physician to examine the application of the general medical principle with regard 

to a specific patient, and even tried to address the application problem by using the “N of 1” method. 

However, this method is applicable in very specific cases and does not solve most problems. I believe that 

viewing the motive of the movement as an attempt to provide a more accurate form of medical care affects 

our understanding of the developments and tensions that exist within the movement. 
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Blood Donation and Banking in Kolkata: Its Roadmap, Imagery, and Fantasy 

Ujjayinee Aich 

Centre of Social Medicine and Community Health 

Jawaharlal Nehru University, New Delhi 

 

 

Blood stands out as a concept which intrigues imagination beyond the boundaries of anatomy. It runs as an 

idea of inheritance and power. The liquid substance is a social metaphor, underpinning the basic rules of 

association, division, heredity, hierarchy and oppression. The act of its donation to save another life enables 

fantasticating a wide spectrum of imagery of the body fluid. In case of voluntary blood donation and banking 

the very medical procedure can be studied as a roadmap from political history (the association of military 

wars and the rising need for technological and medical evolution in blood transfusion and banking methods), 

personal memoir (the urge to donate blood in case of familiarity donation or donating in the name of a 

political hero) to political culture (the regimented blood donation camps organised to commemorate political 

agenda or efficacy). The objective of this presentation is to closely observe this complexity of the voluntary 

act of blood donation and banking in its established political rituals in the Indian city of Kolkata. In 1942 

India saw its colonial rulers set up the first blood bank of the country in Kolkata during World War II. Two 

decades later, the city, among the very few others, helmed the national movement for delegitimizing 

remunerated blood donation and promoting voluntary blood donation. Currently it is the city with a great 

number of voluntary blood donation camps held every year in India. Therefore, the city of Kolkata is our 

chosen site for the research.  

 

This study will highlight the act of blood donation in facilitating political efficacy or functionality while blood 

building a morality of virtual kinship and commemorative altruism in a community. The specific objective 

of donation may be relevant till the donor is donating blood but after donation it travels its own journey 

towards the outward, abstract anywhere. There remains a certain abstraction within specificity. The 

argument which comes out is that the local political culture of Kolkata, apart from broad and remote political 

decisions which have already affected blood procurement and management in India, affects the process and 

creates meanings through symbolic rituals which are foundations of a set of ideological and political morality 

that is to be infused in the population. The directionality of local political culture is to create and reuse these 

rituals in order to generate political merit for them in the society. The stake of the state is no different from 

the daily political culture, it manifests the paternalistic authority who validates the infusion of ‘centrifugal’ 

true altruism in case of blood donation and wants to execute it to create an archetypical ‘centripetal’ action 

which will repeat itself in every transaction of blood as a normative construct. 

 

It is qualitative research using the methods of in-depth interview and participant observation. The researcher 

interviewed governmental and non-governmental stakeholders (including People’s Blood Bank, Calcutta 

National Medical College and Hospital Blood Bank, etc) of blood banks in the city. The researcher 

participated and observed the process and donors and agendas in three different voluntary blood donation 

camps organised by separate groups. The researcher also reviewed the documentation of the history of blood 

donation and banking in the city from already published material and interviews conducted with the officials 

at the Association of Voluntary Blood Donors Kolkata. The collected data was then analysed using narrative 

analysis and discourse analysis techniques. 
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The Medical Humanities for All Students: The Importance of  

Medical Topics for Non-Majors 

Samantha Allen Wright, PhD & Ashton Johnson 

William Penn University 

 

 

In Mita Banerjee’s 2018 book Medical Humanities in American Studies: Life Writing, Narrative Medicine, 

and the Power of Autobiography, she poses a vital question: what would happen if we focused on “not only 

what the humanities can do for medicine but also what medicine can do for the humanities” (33). Relying on 

the premise that medical humanities scholars have borrowed methodology and texts from the humanities 

without giving anything back, Banerjee turns her attention to examining what the humanities can learn from 

the medical humanities. Banerjee asks, “If the humanities have ‘exported’ some of their methodologies in 

order to create the field of ‘medical humanities,’ what happens to the humanities in the process?” (1). 

 

As a teacher and scholar, I (Allen Wright) have long thought about how the medical humanities can benefit 

healthcare students, but I was inspired by Banerjee to think about how the medical humanities could help 

humanities students, as well. In the Spring of 2022, I taught a section of Special Topics in Technical 

Communications themed around researching and writing COVID-19 policies. The class was aimed at 

students seeking William Penn University’s Technical Writing minor, which is offered by the English 

department. The students in that program come from all over the university, including English majors, as 

well as students in the sciences, business, and social and behavioral sciences. In Spring 2022, I had students 

from English, Biology, Business, and Political Science. 

 

In our presentation, undergraduate student Ashton Johnson (Business Major/Technical Communications 

minor) and I will give an overview of the course and discuss how the medical humanities provided fruitful 

conversations for non-majors.  

 

Through the class and our subsequent research, we have learned that many COVID-19 policies, especially 

those written for schools and businesses, were largely written by HR departments, technical writers, and 

other administrators—not medical professionals. Our class required us to ask some vital questions: how do 

you write an effective policy for a pandemic without a medical background? How do you balance medically-

sound procedures with institutional constraints and local political exigencies? How do you write usable 

instructions with ever-changing guidelines?  

 

This presentation doesn’t provide any easy answers about how to write effective public health policies. But 

our research and discussion led us to important questions about how and why medical literacy is an 

important skill, not just for healthcare professionals, but for all humanities students. When thinking about 

the future of the medical humanities, we posit that we need to expand our scope and examine how the 

medical humanities has a place in even more classrooms.  
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Storks, Surrogates, and the Substitution Problem 

Teresa Baron 

Department of Philosophy 

University of Nottingham 

 

 

In 2005, Charis Thompson presented her account of the ontological choreography of the assisted 

reproduction (ART) clinic: the practices and narratives used to ‘make parents’ in the context of the assisted 

reproduction clinic. She describes this as the ‘dynamic coordination of the technical, scientific, kinship, 

gender, emotional, legal, political, and financial aspects of ART clinics’ (2005, p. 8). This coordination allows 

us to (for example) emphasise the social and moral significance of certain biological connections and 

processes for intending parents, whilst simultaneously subverting these associations for reproductive 

collaborators such as gamete donors and surrogate mothers. Elsewhere, I have combined this framework 

with Derek Ettinger’s (2012) account of social parenthood to argue that not only medical processes and 

narratives, but also economic and social practices, and strategies like epistemic and geographic distancing 

are used to establishing the social and moral status of parents who use ARTs. In this presentation, I focus on 

the language of assisted reproduction and medical necessity, and argue that the ontological choreography of 

assisted reproduction has become overextended in the last decade. 

 

Strong moral claims to parental rights (for example, to exclusive custody of the child) have long been 

associated with biological parenthood; the moral and legal rights of prospective parents in assisted 

reproduction have widely been defended by appeal to the biological ties they do have with the resulting child. 

In this presentation, I will demonstrate that the relationship between assisted reproduction and parenthood 

has blurred and shifted in recent years, such that pre-established conclusions regarding parental claims now 

frequently establish the definition and limits of ‘assisted reproduction’, rather than the other way round. 

 

As a central case study, I analyse recently introduced proposals to modify UK surrogacy legislation to allow 

– among other things – ‘double donor’ surrogacy (DDS). In DDS, intending parents engage a surrogate 

mother, but also use donor eggs and donor sperm. The proposed bill would thus remove the longstanding 

legal requirement for a genetic relationship between the resulting child and at least one intending parent, 

whilst restricting this to cases of ‘medical necessity’. I aim to show that DDS represents a blurred boundary 

between medical and social intervention; codifying DDS by means of a medicalised framework plays a crucial 

role in establishing certain normative views of the roles, rights, and responsibilities of those involved. 
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Faith Without Hope: Living After the Holocaust 

Harvey Berman, PhD, MPH 

Department of Pharmacology and Toxicology 

Jacobs School of Medicine and Biomedical Sciences, University at Buffalo 

 

 

On May 23, 1960, the Prime Minister of Israel, David Ben-Gurion, announced that Israeli agents had 

captured Adolph Eichmann in Argentina and secreted him to Israel for trial in Jerusalem. Prior to this time, 

and after the Nuremberg trials of 1945-1946, the holocaust was a little discussed topic among American Jews.  

 

Elie Wiesel’s Night, a narrative of his imprisonment with his father in Auschwitz, was published in 1959, but 

only reluctantly in the United States, requiring the prodding assistance of the French writer Francois Mauriac 

who stressed its moral significance. Night was one of only a handful of post-war diaries written prior to 1960. 

Among those were that of Primo Levi (Survival in Auschwitz, 1958), Viktor Frankl (Man’s Search for 

Meaning, 1959), and Miklos Nyiszli (Auschwitz: A doctor’s eyewitness account, 1960), and a stunning novel, 

Every Man Dies Alone, written by Hans Fallada (nee Rudolph Ditzen) in 1947 but not translated from 

German into English until 2009.  

 

The Holocaust, as it is now known, is an unfortunate term, as if it were referencing a single, simply defined 

event. Yet, the holocaust spanned at least 13 years, engulfed most of western Europe, all of Eastern Europe, 

was imposed by German and non-German collaborators, included the internment of Jews in thousands of 

specialized concentration camps – some designated as work/labor camps, others as transportation depots, 

and still others as death camps – enforced slavery in factories, unbroken hours of manual labor, physical 

torture, starvation, and death in gas chambers. As these practices have been described over the last half-

century, they have served as an explanation of the Holocaust as the means for the physical destruction of the 

Jews. 

 

However, the broad intention of die Endlösung der Judenfrage, the German term for the final solution to 

the question of the Jews, was not simply to kill them, but to destroy them spiritually, to erase Jews, Jewry, 

their sacred texts and scrolls, their culture and literature, and any evidence of their existence from human 

memory. To this end, Jews lost their given names, were addressed solely by the numbers tatooed on their 

arms, stripped of their religious identity, and regarded as sub-human, a contamination, untermensch. 

 

Limited attention has been directed at documenting the essence of faith among imprisoned Jews, those who 

marched to their final destination with quiet dignity, and who lived to register their experiences for posterity. 

 

In this talk I will present a narrative of how some Jews maintained their religious faith during an 

imprisonment so complete as to kill any realistic sense of hope, that the practice of their faith represented 

an expression of spiritual resistance against the Nazis and, to the extent they survived until liberation, their 

faith nurtured such survival. Atheists, such as Sam Harris and the late Christopher Hitchens, claim as a 

pejorative that faith is belief without reason. A debating point perhaps, but that is precisely the power of 

faith – to the faithful it is real and unshakeable. 
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Practical Guidance for Navigating the Ethics of Clinical Deceit 

Abram Brummett, PhD, Department of Foundational Medical Studies, 

Oakland University William Beaumont School of Medicine,  

Erica Salter, PhD, Department of Spiritual Services, Royal Oak Beaumont Hospital,  

 

 

Medical ethicists often bristle at the suggestion that clinicians may engage in acts of deception. However, 

legal precedent, professional society statements, and medical ethicists agree that some situations may call 

for a clinician to engage in acts of lying or non-lying deception. However, the terrain of ethically defensible 

deception is largely uncharted, and when it comes to practical guidance for clinicians, many might read the 

map provided by ethicists as “never deceive.” This guidance is insufficient to meet the real-world demands 

of clinical practice. We offer a framework that offers clinicians guidance for thinking through situations 

where acts of deception may be ethically defensible. It includes four main categories, framed as questions: 1) 

Who is the target of deception; 2) What is the nature of the information; 3) What is the nature of the act 

itself; and 4) What is the context of the act. A distinctive feature of each category is that the options for each 

question directly influence the strength of the justification that will ultimately be required for the deceptive 

act. The framework elucidates the ways in which possible acts of deception might vary regarding the strength 

of justification required by the act, thus providing a relative answer to the question “How strong must my 

justification be for this act of deception?” After describing each of the features and sub-features of our 

framework, we will apply it to two cases and their variations to demonstrate its utility in clinical decision-

making. 
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Catholic Hospitals Should Permit Physicians to Provide Emergency Contraception to Rape 

Victims as an Act of Conscientious Provision 

Abram Brummett, PhD, Marlee Mason-Maready, & Victoria Whiting 

Oakland University William Beaumont School of Medicine 

 

 

While many Catholic hospitals permit the prescription of the emergency contraception (EC) drug 

levonorgestrel, typically prescribed as “Plan B,” for rape victims, some continue to prohibit this practice as a 

matter of institutional conscience based on the belief that there is a true or potential abortive mechanism of 

action. The standard approach to this issue has been to offer an argument that levonorgestrel either is or is 

not morally permissible, but we look at it from a different angle. We will begin by briefly describing and 

acknowledging that reasonable disagreement among Catholics exists on this question that has been left 

morally open by the Ethical and Religious Directives for Catholic Health Care Services (ERDs). We will then 

argue that the reasonable disagreement itself can serve as a compelling basis for Catholic leadership at 

hospitals that prohibit EC for rape victims to accommodate physicians who wish to provide levonorgestrel 

as a matter of conscience. Importantly, we only advocate for physicians prescribing levonorgestrel to rape 

victims when one of the established protocols for pregnancy testing have been performed to meet the 

requirement of “appropriate testing” as dictated by the ERDs. We will end by anticipating and responding to 

objections, including moral complicity and slippery slope arguments. 
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Addiction as a Partial Excuse for Morally Wrongful Behavior 

Federico Burdman, PhD 

Department of Philosophy 

University of Buenos Aires 

 

 

Suppose that both Diego and Pablo steal money from their grandmothers in order to buy cocaine. Now 

suppose that Pablo is severely addicted to the drug, and Diego is simply an occasional recreational user. Is 

that difference between them a sufficient reason for assessing differently their degree of blameworthiness 

for stealing the money? And if it is, what could be the appropriate justification of that assessment?  

 

In this presentation, I argue that severe cases of addiction may provide grounds for a partial excuse for 

morally wrongful acts when these are closely and non-trivially connected with the addiction itself. The 

starting point of my argument is a review of the evidence that addiction involves a partial impairment of 

agents’ capacities both to be receptive and to be reactive to relevant reasons when it comes to matters related 

with drug use, in a way that amounts to a partial impairment of control over drug-related behavior 

(Burdman, 2021). Indeed, there is a compelling case for thinking that drug-related desires (Burdman, under 

review; Butlin & Papineau, 2017; Holton & Berridge, 2013) and drug-related thoughts and beliefs (Bickel et 

al., 2014; Levy, 2014, 2018; Pickard, 2016; Sripada, 2022) typically work in addiction in an anomalous way. 

This, I suggest, makes it likely that severely addicted agents may at times only partially enjoy some of the 

abilities that are key for normative competence, thus making it much harder for these agents to comply with 

relevant moral demands under certain conditions. If the foregoing view is correct, I argue, it is inappropriate 

to subject severely addicted agents to the same standard of moral appraisal as we hold non-addicted 

individuals facing under otherwise similar circumstances, as this would violate a plausible principle of fair 

opportunity underpinning our ordinary blaming and praising practices (Brink, 2021; Brink & Nelkin, 2013). 

Importantly, my argument supports a mitigation of blameworthiness rather than a full excuse or an 

exemption, as addicts’ status as morally responsible agents is not jeopardized under my proposed account 

and their degree of reasons-responsiveness is plausibly still above the threshold for being an appropriate 

target of moral demands.  

 

After developing my main claims, I defend my account against four important objections. These concern the 

possibility of tracing the addicted agent’s responsibility for current wrongdoing to some prior moment in 

which she fully enjoyed normative competence, the alleged availability of therapeutic means to relieve her 

condition as grounds for a case of indirect responsibility, the potential moral costs involved in claiming that 

addicted agents are not fully responsible for some of their actions, and whether my proposed account opens 

the gate for a more generalized skepticism concerning moral responsibility.  

 

Lastly, once the partial excuse claim is vindicated, I look into what sorts of attitudes and responses might 

then be appropriate towards addicted agents who engage in morally wrongful acts. And I argue that the 

partial excuse view serves to exclude as morally appropriate the sort of ‘stinging’ attitudes of which blame is 

the paramount example (McGeer, 2012; Pickard, 2013), but that this still leaves room for other sorts of 

valuable forward-looking responsibility demands, such as seeking repair and making amends.   
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Epistemic Injustice and Algorithmic Epistemic Injustice in Healthcare 

Jeffrey Byrnes, PhD & Andrew Spear, PhD 

Department of Philosophy 

Grand Valley State University 

 

 

Healthcare involves a balance between medical expertise on the one hand and respect for the personhood 

and patient autonomy on the other. While medical expertise is indispensable, properly diagnosing and 

treating patients requires taking their insights about their own condition and health outcome goals seriously. 

Striking this balance is challenging because there is an asymmetry of knowledge and power that largely favors 

the authority of healthcare professionals even as patients find themselves in conditions that are disorienting 

and vulnerable, and for which they typically lack technical training and vocabulary to describe. Kidd and 

Carel (2018) have argued that these factors make the healthcare context one where epistemic injustice occurs 

regularly. According to Fricker (2007), epistemic injustice occurs when an individual is wronged in their 

capacity as a knower: as a reasoning, judging, believing being. Two main types of epistemic injustice, 

introduced by Fricker and discussed in subsequent literature, are testimonial injustice and hermeneutic 

injustice. Testimonial injustice occurs “…when negative stereotyping leads a hearer to prejudicially deflate 

the credibility assigned to a speaker” (Kidd and Carel, p. 215), while hermeneutical injustice occurs when 

“…the capacity of a person or group to make intelligible certain of their bodily, existential, and social 

experiences to themselves or to others is unjustly constrained or undermined (p. 219). On Kidd and Carel’s 

analysis, the healthcare context is particularly ripe for epistemic injustice, not because of bad actors, but 

rather it arises from the very foundational understandings of health and disease that currently dominate 

western medicine. More specifically it is the prevalence of objective, naturalistic, conceptions of health and 

disease such as those expressed in the work of Boorse (1975 and onward), which defines health and the goals 

of healthcare entirely in scientific terms largely unavailable to patients. This approach in part justifies 

healthcare professionals in the (largely inadvertent) epistemic injustices they commit.  

 

In this presentation, we extend the framework of Fricker, Kidd, and Carel to address the consequences of 

introducing machine-learning driven algorithms and decision-support systems into healthcare. In short, we 

argue that the introduction of sophisticated algorithmic systems and machine learning into healthcare 

further exacerbates the epistemic injustices discussed by Kidd and Carel. Concerning testimonial injustice, 

what little credibility patients have enjoyed is further eroded by the fact that decisions about their care, 

already being made with the authority of healthcare professionals, are elevated by the further authority of 

automated systems (so-called “automation bias”). Concerning hermeneutical injustice, patients must now 

contend not only with esoteric medical concepts, but also with the often-inscrutable deliverances of 

algorithm driven systems. Finally, if, as Kidd and Carel maintain, part of what grounds epistemic injustice 

in healthcare is over-reliance on a particularly objective and scientific conception of health, it seems clear 

that the same attitude is only furthered by reliance on supposedly objective and scientific deliverances of 

algorithmic systems. We argue that the best way to prevent these problems is to avoid deploying algorithmic 

systems in sensitive human contexts, or, at the very least, be very careful doing so, and to renew emphasis 

on training and continuing education in the human dimensions and judgments involved in medical care as 

a countermeasure. 
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Exploring and Critiquing US Healthcare and Health Careers Through  

Immersion in Simulation 

Renee Cadzow, PhD, Center for Doctoral Studies and Applied Research  

Jonathan Mertel, PhD, Department of Social Sciences and Humanities 

D’Youville University 

 

 

The newly launched Health Humanities BA and BS degrees include a course titled HUM 102: Cultural Studies 

in Healthcare. Students learn about historical and cross-cultural approaches to health and healing and more 

specifically study the evolution of US healthcare and its present-day structure and culture, including 

dynamics between health professionals. The University has a few well-established simulation scenarios 

involving local actors that are implemented every fall and spring for students in clinical degree programs 

(nursing, pharmacy, and several allied health professions). Students in these programs interact in the 

scenarios according to their selected programs. For example, nursing students check vitals and assess patient 

status, occupational therapy students assess for activities of daily living and provide adaptive equipment.  

 

In the 2022 Spring semester, we developed a role for HUM 102 students in the simulation: the patient’s adult 

child/adopted child. The simulation scenario includes four healthcare scenes in both an outpatient clinic and 

hospital setting over the course of a year of a patient’s life. Students attended a 4-hour simulation session, 

participated in one of the four scenes as the patient’s adult child/adopted child, and assisted their fictional 

parents/adopted parents in discharge and rehabilitative care decision-making. Students also participated in 

each post-scene debrief, providing their feedback as a healthcare recipient/participant, with a critical lens 

built by course readings and films. After participation, students wrote reflection papers, wherein they 

documented what they saw (using their participation observation skills), described emotional responses, and 

reflected on dynamics influenced by role, gender, age, appearance, race/ethnicity or other attributes and how 

that influences the healthcare encounter. Finally, they wrote the continuation of the story; what happened 

when the patient was discharged from the hospital? What types of social determinants may have impacted 

their recovery? How is the patient’s family supportive or not supportive of their recovery?  

 

In general, students were uncertain and anxious before the experience. They emerged enthusiastic and 

thankful for the opportunity to be immersed in this realistic series of healthcare scenarios. Many stated that 

they learned a lot about the different health professions; some stating they identified a career they would like 

to pursue. This presentation will include  

 

1. Key themes of students’ observations  

2. A summary of the plot themes of the students’ continuing stories (when the patient goes home)  

3. Student feedback/satisfaction with the assignment, and 

4. Recommendations and next steps for implementing this assignment in the Spring 2023 semester. 
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Contending with Racist Histories of Academic Medical Centers through 

Collaborations with the Humanities 

Jason Callahan, MDiv, Thomas Palliative Care Unit & Departments of Patient Counseling and Spiritual 

Care, Virginia Commonwealth University (VCU) Massey Cancer Center  

Christine Cynn, PhD, Department of Gender, Sexuality and Women’s Studies, VCU 

Kevin Harris, PhD, Diversity, Equity, and Inclusion, School of Medicine, VCU 

Cristina Stanciu, PhD, Humanities Research Center, & Department of English, VCU 

 

 

Social justice protests following the murder of George Floyd and the COVID-19 pandemic have heightened 

awareness of race and racism in medicine in the United States. Academic medical centers nationally 

responded by creating task forces, e.g., Vanderbilt University Medical Center’s Racial Equity Task Force, and 

strategic plans, such as Duke Hospital’s “Moments to Movement.” They also initiated events, speakers, and 

programs, including the University of California San Francisco’s REPAIR Project, and Johns Hopkins 

University’s “Reckoning with Race and Racism in Academic Medicine Conference.” In March 2021, Virginia 

Commonwealth University’s (VCU) Office of Health Equity launched its own initiative, the History and 

Health Program (HHP). HHP underscores the importance of exploring VCU Health’s history in a process 

that the HHP describes as “healing” and as helping to generate institutional transformations: “We are 

following a thoughtful process to understand our institutional history, contribute to the healing process and 

create a body of knowledge for generations to come in order to better position us to produce and sustain 

meaningful change.”  

 

VCU HHP’s preliminary multi-part series focusing on Racial Equity features offer readings, videos, and 

speakers in multiple online learning modules on the topics: “Fundamentals of Race and Racism,” “Race, 

Space and Power in Richmond, VA,” “Medical Research and the First Heart Transplant in the South,” and 

“Coughing and Scoffing: Inequities in the Time of COVID-19.” Participants can access the self-guided online 

modules, with VCU and VCU Health employees permitted to count their participation toward diversity, 

equity and inclusion training requirements. During the summer and fall of 2021-2022, humanities faculty 

from VCU’s College of Humanities and Sciences and VCU Health faculty and staff collaborated to produce 

the modules and to organize a related recorded speaker series that were incorporated into the modules.  

 

In this panel presentation, faculty and an administrator from both the College of Humanities and Sciences 

(Christine Cynn and Cristina Stanciu) and from the medical school (Jason Callahan and Kevin Harris), will 

offer our perspectives on the interdisciplinary and multidisciplinary organization, structure, and rollout of 

the Racial Equity virtual series in order to suggest a blueprint for institutions seeking to produce similar 

modules.  
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Moral Distress in Healthcare: The Case for Organizational Virtue Ethics 

Jay Carlson, PhD 

Department of Philosophy 

Loyola University Chicago 

 

 

Moral distress is a pressing area of concern among healthcare workers today. Moral distress is classically 

defined as feelings that arise when one is prevented from doing what one thinks is morally correct because 

of institutional or external constraints. Yet despite the centrality of institutional constraints in the definition, 

most of the recommendations for what to do about moral distress focus on cultivating character traits like 

moral courage and resilience. Such recommendations place the burden of dealing with moral distress 

precisely on those who are suffering it. In addition to being a form of individualistic victim-blaming, I argue 

that the recommendations to develop individual character states is an inadequate approach to moral distress 

because it ignores how institutional policies can contribute to the morally distressing situation and that 

organizations can often modify these policies to mitigate distress. Though there are reasons to be skeptical 

about the coherence of group virtue, I argue that a hospital or healthcare system can be considered virtuous 

if, to the extent possible, it works to eliminate institutional factors that are causing moral distress, and 

provides adequate support to mitigate sources that cannot be effectively eliminated. 
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Saving Lives: And then What? A Need for Increased Attention to Morbidity Outcomes in 

Suicide Prevention Research 

C Dalrymple-Fraser 

Department of Philosophy & Joint Centre for Bioethics 

University of Toronto 

 

 

The questions we ask in research inform the types of answers we can find. This presentation argues that 

suicidological research has been harmfully limited by the questions it asks. Specifically, I argue that empirical 

suicidology’s emphases on quantifying suicide attempts and suicide fatalities, without equal attention to 

morbidity, has led to significant gaps in our knowledge about suicide and overestimations of the benefits of 

suicide prevention interventions. 

 

To make this point, this presentation focuses on the case of means-restriction interventions (MRIs). MRIs 

seek to prevent suicide deaths by restricting access to lethal means of suicide. Popular examples of MRIs 

include the construction of bridge barriers to prevent jumping and policies restricting the purchases of guns 

and pesticides. The general consensus in empirical suicidological research is that MRIs reduce suicide fatality 

rates at the site of intervention. This is intuitive: making it very difficult to jump off a bridge will no doubt 

decrease the number of people who do jump off that bridge.  

 

Accordingly, researchers’ attention has turned largely to the downstream impacts of MRIs: does erecting a 

bridge barrier at one location possibly encourage people to seek a different location, or perhaps a different 

means of seeking suicide? While the evidence is inconclusive, many MRIs have been associated not only with 

a site-specific reduction in suicide fatalities, but also a more general decline within a population, suggesting 

that individuals do not uniformly go on to attempt suicide at other locations or by other means. MRIs save 

lives. But is this the only salient metric? 

 

Suicide attempt outcomes are not merely limited to the binary of life or death. If all we’re interested in is 

reducing the number of deaths, a substitution of a higher bridge for lower bridge or other less lethal method 

will likely seem desirable. But jumping from a lower height also carries substantial risks: permanent brain 

damage, chronic pain, organ failure, partial or complete paralysis, among other outcomes. By focusing on 

reductions in mortality without addressing root causes of suicidality, we may be obscuring and even 

facilitating morbid outcomes. This should worry us, and carries several implications for suicidology and 

suicide prevention.  

 

For example, consider just one further implication: Many studies demonstrate that comparatively few people 

who survive suicide attempts later reattempt or die by suicide. However, by leaving non-fatal health 

outcomes understudied, we may miss that morbid outcomes can impede subsequent attempts—someone 

who is paralyzed as a result of a jump is understandably less able to reattempt. We may be reducing the 

surface incidence of suicide deaths, but this does not entail a reduction in underlying suicidality, and may 

even exacerbate suicide etiologies. Suicidological research needs more attention to morbidity.  

 

Accordingly, this presentation argues that a sounder methodological foundation for suicide prevention 

research, policy, and interventions will require a “morbid” interrogation of received knowledge and future 

research. These conclusions will have further implications for related debates, such as in “pro-life” 

arguments concerning euthanasia and abortion.   
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The dominant cultural ideal surrounding motherhood conjures up images of a woman in her prime, in her 

element, and living out her entire purpose and being. While this presentation of motherhood represents and 

reinforces a persistent gendered ideal that is informed by white middle-upper class culture upholds 

patriarchal systems and structures, this “ideal” is hardly challenged, even by women themselves. However, 

what happens when a woman fails to embody these ideals? Inevitably, this vision of motherhood is perilous 

for women who do not meet these standards and stereotypes and results in “serious rhetorical consequences” 

(Buchanan 21). These rhetorical consequences can be seen in blogs written by chronically ill mothers. 

Because these mothers are at odds with many of the qualities associated with motherhood, their writing often 

tackles how to still maintain the identity of “mother” while missing a number of (what they see as) key 

qualities. This presentation focuses on public blog posts published by The Mighty, an interactive online 

health community, and written by chronically ill mothers in an epistolary style whose aim is to redefine 

motherhood in a way that is reconciled with chronic illness. The Mighty is an interactive, online health 

community for people dealing with chronic illness and/or disabilities which focuses on publishing first-

person narratives from people in this community to empower one another. The posts chosen for this study 

are written in an epistolary style, a rhetorical move in mommy blogging that is becoming more popular, 

especially in chronic illness communities. Using a methodology that blends cultural rhetorics and 

counterstory, I analyze how these posts how these posts use deeply personal narratives to challenge the 

dominant discourses surrounding motherhood and chronic illness, as well as how the posts are tools for 

community-building and transforming how these mothers see themselves and their condition/s in relation 

to mothering. By unraveling how these women use writing and the rhetorical space afforded by blog posts to 

understand their experiences and challenge beliefs, chronically ill mothers—as both authors and readers of 

these posts—can discover ways to manage conflicting demands and develop a deeper understanding of their 

own bodily knowledge. The result is that these online, interactive blog posts become spaces where honesty 

meets catharsis and where healing breeds hope.  
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Cruzan (1990) creates the primary legal and ethical framework for how we approach decision making with 

competent, or formerly competent, patients. It doesn’t address patients who, while still cognizant and aware, 

have never been competent. It also doesn’t help us patients who, while now considered incompetent, want 

to change their mind from a decision made while they were competent. Nor does it address whether a patient 

should be considered competent for some decisions but not others.  

 

This presentation lays out a series of cases, in increasing order of difficulty, that explore and create an ethical 

framework for when one should seriously consider following a patient’s wishes, even if never-decisional or 

if, while cognitively intact, have otherwise been ruled non-decisional and/or incompetent. The primary tool 

for setting up these criteria is a modified version of the reasonably prudent person standard.  
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On the face of it, it is better to be healthy than ill, all else being equal. That being healthy is prima facie good 

for one is part of why healthcare professionals (HCPs) have pro tanto reasons (reasons defeasible in light of 

other concerns) to enhance and not to diminish the health of their subjects of care. These reasons are not 

morally overriding, but they are foundational to defining the HCP’s presumptive duties in bioethics. Such 

presumptive duties are traditionally grounded in two facts: (1) HCPs are beholden to the bioethical principles 

of Beneficence and Nonmaleficence, i.e. to benefit and not to harm their subjects. (2) To promote someone’s 

health, it is assumed, is to benefit them; to diminish health is to harm them. This traditional explanation is 

inadequate because (2) is shown to be false when applied to many cases, and, moreover, effective means of 

promoting health often conflict with effective means of promoting overall welfare. Yet HCPs often retain the 

presumptive duty to promote health even when it conflicts with welfare. This presentation draws attention 

to the underappreciated inadequacy of (1) and (2) and argues that it stems from a gap between bioethics and 

the best work on the concept of health in the philosophy of medicine. I review the latter work and show that 

it assumes—and that it must assume—that the value of health stems solely from its contribution to welfare. 

I conclude by calling for analyses of health to be more responsive to the needs of practitioners and calling on 

bioethicists to be more mindful of the separation between health and welfare. The gap between theoretical 

and practical philosophy of medicine must be bridged. 
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As part of an effort to integrate learning about intersectionality into the curriculum of first-year medical 

students at Indiana University School of Medicine (IUSM), a real patient narrative was developed through 

empathetic listening and iterative collaborative writing between patient and medical educator. The patient, 

Serema*, is a Black woman whose prenatal, labor and delivery, and surgical care were affected by 

discrimination and microaggressions in varying forms, through interactions with a range of healthcare 

professionals during her OB/GYN experience. While patient narratives involving an array of intersectional 

identities could be both effective and affecting for medical trainees, a Black woman’s OB/GYN narrative is 

situated exquisitely well to promote advancement toward learning goals around diversity, equity, inclusion, 

and justice (DEIJ) as well as health disparities. Adding to the significance, the readers of “Serema’s Story” 

are future physicians training in one of the Midwestern states among the worst for elevated maternal 

mortality and infant mortality, both of which disproportionately claim the lives of Black individuals multi-

fold over Non-Hispanic White individuals (per the Centers for Disease Control and Prevention, in its most 

recent (2020) data available and in trends from preceding years).  

 

This presentation will include a brief description of the collaborative aspects of the resource development 

process, contextualization of “Serema’s Story” among other newly developed additions to curricular 

materials addressing intersectionality, an opportunity for attendees to read and respond to the “Serema’s 

Story” text, and qualitative evidence of the ways first-year medical students at IUSM were affected by 

multiple aspects of “Serema’s Story.” Students completed prompted reflective writings in response to 

“Serema’s Story” through an online assignment. One prompt assessed conceptual understanding of 

intersectionality and its application to this specific patient narrative. A second, open-ended prompt eliciting 

responses to the narrative yielded insight about distinct individual perspectives (e.g. “it’s a sign of privilege 

that what happened in this story seems so other-worldly to me”), specifically highlighting those of students 

who identify as women of color (e.g. “The greatest impact this story had on me was that I was not surprised.”). 

Thematic analysis of learner responses to both prompts, including specific examples, will be shared during 

this conference presentation. Finally, a rationale for promoting a model of collaborative development of real 

patient narratives for medical education will be offered, contrasting it with common practices of both 

synthetic narrative development and the use of real patients’ stories without their knowledge, consent, 

and/or input. 

 

*Serema is not the patient’s real name, in order to protect her privacy. 
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Pioneered by Dr. Rita Charon, the field of Narrative Medicine (NM) as situated in the world of the Medical 

Humanities offers physicians and medical trainees an invaluable perspective on the role of story in the 

physician-patient interaction. Drawing on literary theory and focusing on four key “narrative situations” in 

medicine, physician and patient; physician and self; physician and colleague; and physician and society, NM 

provides a lens through which the physician or trainee can more consciously understand and participate in 

the unfolding stories of her medical practice. 

 

Coined by Professor James Morris, the term “Islamic Humanities” refers to the body of arts, literature, and 

poetics inspired, in Muslim civilizations and among Muslim creatives throughout history, by the central 

Islamic text of the Quran. Strongly exemplified by the robust tradition of artistic and literary adaptations of 

Quranic stories, the Islamic humanities include a rich, intertextual narrative tradition ranging from the 13th 

century oral poetics of Rumi to contemporary novels from the Maghreb. 

 

At the shared heart of both NM and the Islamic Humanities is a critical emphasis on narrative as a teaching 

tool and as a way of knowing epistemologically distinct from other ways of knowing. In the case of NM, 

narrative knowledge is distinguished from “logicoscientific knowledge” within medicine and medical 

education; in the case of the Islamic humanities, a long history of ethical training through the tool of the 

“morality tale” can be traced through the Muslim world’s madrasas, mosques, and marketplaces. Read 

together as complementary methods, NM can be engaged through the philosophical, ethical, and literary 

lens of the Islamic humanities by engaging specific narrative texts using their respective methodologies. 

Through a close reading of a medical narrative in Rumi’s Masnavi, in its original Persian, using the 

methodologies of both NM (as laid out by Drs. Charon and Verghese) and the Islamic humanities (as laid out 

by Drs. Morris and El Shakry), this presentation aims to formulate the beginnings of a dialectical engagement 

between the Islamic humanities and Narrative Medicine. 
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A turning point in the history of xenotransplantation, the heart transplant from a genetically modified pig to 

a 57-year-old human patient this year made the headlines globally. The patient survived two months after 

the surgery. Due to the shortage of human organs for transplants, the patient benefits of xenotransplantation 

(the transplantation of nonhuman organs into humans) are greatly anticipated by many practitioners. 

However, the procedure remains controversial from many perspectives. This presentation engages some of 

the ethical, social, technical, and environmental issues that surround xenotransplantation while recognizing 

the considerable variation found in opinions about it across cultures. I argue that such a cross-cultural 

perspective is needed to try to grasp the complexity of the problem, including its potential long-term impacts. 

Criticism raised from Nigeria, for instance, calls attention to the injustice to the nonhuman animals used in 

the procedure as well as possible wide-ranging ecosystemic damage that may arise if xenotransplantation 

contributes to overpopulation in the longer term. 
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Many states have conscientious objection policies allowing health care professionals (HCPs) to refuse to 

directly participate in procedures to which they morally object. Perhaps the strongest reason for such policies 

is to protect individual integrity (Wicclair 2011). Yet the wording of many policies is so broad that refusing 

even indirect forms of involvement, including referrals, explaining medically indicated alternative 

procedures, or even translation of medical information may be protected (Sawicki 2020). 

 

Integrity is often used to support even these indirect conscientious refusals, since HCPs may worry their 

integrity is compromised via complicity in perceived wrongdoing. While some have argued that HCPs are 

not actually complicit when they make a referral or provide information (Brock 2008), this is irrelevant. 

Integrity is subjective (Wicclair 2017), so what matters is whether one believes they would be complicit in 

wrongdoing. Once this is granted, however, allowing integrity-based conscientious refusals for indirect 

participation can begin to feel portentous or self-indulgent (Cornell and Sepinwall 2020). In fact, it leads to 

what I call the overweighted integrity problem. It may be reasonable to protect an HCP’s integrity when we 

can provide the same level of care in alternative ways. This is why we can allow for conscientious refusals for 

direct participation. But allowing refusals for any indirect involvement merely because one feels complicit 

places significant weight on integrity. When balanced against equitable access, patient autonomy, and 

negative healthcare outcomes for individuals and societies, policies with indirect conscience clauses weight 

integrity too heavily. 

 

Perhaps the most compelling response to the overweighted integrity problem is that making HCPs complicit 

would make them hypocritical (Gerrard 2009: 601). Those who are complicit or hypocritical are often 

thought to lack the moral standing or authority to hold others accountable for particular norm violations 

(Todd 2019). Thus, Cornell and Sepinwall 2020 argue that the state has an interest in not forcing individuals 

to become complicit or hypocritical and thereby losing their moral authority to hold others accountable.  

 

I argue, however, that there is no good reason to think that HCPs would lose their moral standing by being 

indirectly connected to some procedure to which they object. First, an individual’s attitudes help determine 

whether their standing is undermined (Fritz and Miller 2018, Todd 2019). Yet an HCP who unwillingly 

engages in some activity due to legal constraints lacks the requisite standing-undermining attitudes. Second, 

given spurious causal chains and the interconnectedness of society, if merely being indirectly connected to 

some wrongdoing undermined one’s standing, virtually everyone would lack standing to hold others 

accountable for a variety of wrongs—an unwelcome result for Cornell and Sepinwall.  

 

Though some HCPs may feel their standing is undermined, this merely brings us back to the overweighted 

integrity problem. The state has an interest in protecting actual standing, not perceived standing. 

Consequently, policy language should be amended to rule out protections for conscientious refusals to be 

even indirectly involved in procedures to which one morally objects.  
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Health humanities teachers continue to develop curricula that addresses the issues raised by COVID-19. The 

pandemic has revealed the prevalence of moral injury in medicine, thus underscoring the need for pre-health 

educators to prepare future professionals to work in extreme circumstances. Interdisciplinary literature on 

moral injury indicates strong community ties are a resilience resource, making the undergraduate health 

humanities curriculum a suitable venue to begin building an interprofessional community. This presentation 

describes and theorizes a pedagogical innovation called, “An Intergenerational Dialogue on Moral Injury in 

Medicine.” The structured dialogue’s purpose was to create community among undergraduate health 

humanities students and current practitioners around moral injury, with the goal of passing on learned 

wisdom about professional dilemmas and resilience.  

 

In April 2021, students in my Introduction to Health Humanities course and I hosted a two-day virtual forum 

with fourteen professionals at different career stages in their diverse specializations. After a group discussion 

on moral injury before and during the pandemic, students conducted semi-structured qualitative interviews 

with participants in breakout rooms. The interviews elicited narratives, perceptions of moral distress in their 

specializations, and strategies for remaining resilient in their professions. A summative group discussion 

followed.  

 

This presentation will share findings from the qualitative studies and reflect on the reciprocal value of 

providing health care workers a supportive venue to discuss moral injury. It will also discuss how this 

intervention and the Scholarship of Teaching and Learning more broadly can help prepare future health care 

workers for the challenges of practicing in an uncertain world. 
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The integration of electronic health records (EHRs) into healthcare has promised enhanced provider 

efficiency and improved patient safety and quality. However, there have been unintended consequences 

threatening EHR implementation and usability. Given the potential wide-reaching consequences of EHR 

implementation, understanding the optimal methods of EHR use is paramount to effective healthcare. EHR 

research has primarily focused on hospital settings despite most patient interactions taking place in 

physician offices. Evaluating the implementation of office EHRs has the potential to greatly improve 

patient-provider relationships and health outcomes. This study analyzes survey and focus group data 

acquired from a large system medical group. 

 

Introduction 

The Health Information Technology for Economics and Clinical Health Act has compelled health care 

systems to adopt EHRs to improve patient safety. EHR usability impacts the effectiveness of EHR use as well 

as the satisfaction of the EHR users when trying to accomplish specific tasks. These tasks include providing 

quality care to patients, securely storing all patient information, as well as the user-friendly design 

supporting the implementation. EHRs have a wide variety of designs, possibly resulting in physician burnout 

as well as negative impact on patient-provider trust and general office productivity. Given that a majority of 

healthcare interactions take place in non-hospital settings, identifying the usability of EHRs in this area 

would have a large impact on the field. This study aims to analyze the benefits and drawbacks of electronic 

health record implementation in physician offices in order to mitigate the drawbacks of implementing an 

electronic health record.  

 

Methods 

A survey was administered by a commercial vendor to a large medical group, data were mapped and analyzed 

using R and Tableau. The survey questions and interview guide were based on a model including three 

categories (provider centric, patient centric, and overall health outcomes) and eight subcategories (care 

coordination, patient safety, quality, patient-provider relationship, health outcomes, design, workload, 

implementation). These categories were aligned with four themes present within the vendor survey (Patient, 

Technical, Workflow, and Preparation and Change). The focus groups were conducted using a prepared 

interview guide, with participants including clinical and administration physician office staff.  

 

Conclusions and Results 

The model for this study predominantly reflected usability and safety experiences from hospitals. A goal of 

this study was to test the hospital-based model in physician office practices where most patient interactions 

occur. Physician chief complaints were practice efficiency, analytics, and decreased time talking to patients. 

Physicians were satisfied with EHR integration and continuity of care. Physicians and nurses found the EHR 

was potentially difficult to learn, however, the training prepared them well and did improve accountability. 

Physicians and nurses also agreed that the EHR improves quality, continuity, and communication, but not 

particularly patient-centered care. All clinicians were satisfied with EHR reliability, functionality, and 

vendors, whereas participation in EHR changes, IT delivery and system response needed improvement.  
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As medical care has moved towards a focus on patient autonomy, patients are more often active participants 

in their own health care decisions and may propose their own diagnostic workup or treatment plan. An 

ethical issue has been raised when patients have requested testing that is not felt by their provider to be 

medically indicated, either where the risks of the test outweigh the benefits or where the test has no 

possibility of providing diagnostic, prognostic, or management information. Previous discussions about the 

ethics of ordering futile care have often centered around balancing physician integrity with patient autonomy 

and reducing risks of harm from unnecessary testing. Generally, the literature recommends declining such 

requests and providing reassurance after obtaining a better understanding of the patient’s motives for 

testing. Often lacking in these discussions is the consideration of possible indirect long-term benefits to the 

patient via the preservation of the patient-physician relationship. Many providers recognize and prioritize 

the proven benefits of a good patient-physician relationship in patient outcomes, and so may order non-

indicated patient-requested testing to maintain rapport for future medical encounters. In this presentation, 

I undertake a discussion of the ethics around patient-requested testing, the conflicts that providers may face 

in these situations, and the consideration of the patient-physician relationship when balancing risks and 

benefits. Ultimately, physicians are not ethically required to order testing that is not medically indicated. 

However, in certain circumstances and with the caveat that providers be open and honest about the medical 

indications of a test, the future benefit offered by preserving the patient-physician relationship may tip the 

risk/benefit analysis in favor of a one-time concession to patient-requested diagnostics. 
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Globally, we have been deeply involved with the abnormal as we deal with the coronavirus disease. The 

experience of the pandemic is new and bewildering; daily life and ways of interacting have changed in 

fundamental ways. We listen to the news as statistical charts plot the mortality of fellow citizens and we 

worry about our safety in public and private spaces and the efficacy of mask mandates. Few have not been 

touched by the death of a friend or a member of their own family. Poetry is often turned to in times of crisis 

as a source of connection and support. Poetry provides a means for grappling with and communicating the 

spectra and complexity of confusion and heightened emotion. Both deeply personal and deeply human, 

poetry invites reflection and creates community.  

  

Kathleen Carlton Johnson, a hospice chaplain and retired professor, will present her poems about the dying, 

including poems about the disease and its impact on the creative participant as a poet in the presence 

of Covid.  

  

Mary Buchinger will read a selection from her manuscript titled, VIROLOGY (forthcoming, Lily Poetry 

Review Books), which was written during the first year of the Covid-19 pandemic. The poems in this 

collection mark the experience of taking in the daily news and shifting truths.  
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Epistemic Injustice (EI) has proven to be a particularly powerful framework to approach issues at the 

intersection of ethics and epistemology. Initially conceptualized by Miranda Fricker (2007), EI entails 

harming someone specifically in their capacity as a knower. This moral-epistemic harm has been identified 

in various scientific and social practices – healthcare being no exception (see f.e. Blease et al., 2017; Bogaert, 

2020; Carel & Kidd, 2014; Kidd & Carel, 2017).  

 

Medina (2011), however, argues for a holistic and socio-historically informed account to adequately assess 

the breadth and depth of EI in a given context. By appealing to the role of the social imaginary, Medina 

highlights the intimate connection between the two distinctive forms of EI introduced by Fricker: 

hermeneutical and testimonial injustice. This shared repository of images and social scripts makes certain 

things visible while obscuring other things and amplifies certain voices over others. Medina’s holistic account 

is not only helpful in identifying the deeper cultural, socio-historical structures of EI. By going beyond 

particular instances of EI, Medina allows us to assess larger cultural epistemic frameworks and their 

conduciveness to EI. 

 

To provide a holistic account of EI in medicine, I draw on the medical cosmology literature introduced by 

Sociologist Nicholas Jewson (1976). Medical cosmology refers to the axioms and assumptions prescribing 

the “visible and the invisible, the imaginable and the inconceivable” within a specific historical configuration 

of medicine (Jewson 1976). In identifying these cosmologies Jewson seemed to have a social epistemology 

of medicine in mind, where epistemic authority is “encoded” in medical knowledge (Armstrong, 2009). The 

titular ‘Disappearance of the Sick-Man’ then signifies a gradual loss of importance of narrative accounts and 

patient testimonies of illness in favor of an authoritative, scientifically mediated clinical gaze. Cosmologies 

can thus be said to function as operative social imaginaries within a specific (historical) configuration of 

medical practice.  

 

Some of the central elements that configure a medical cosmology (conception of disease, the distribution of 

epistemic authority and role of technology) have already been tackled separately in the EI literature 

(Freeman, 2015; Kidd & Carel, 2018; Reynolds, 2020). By connecting these two disparate bodies of literature 

I aim to provide a more holistic, historically informed account of EI in healthcare that goes beyond the usual 

agential or institutional suspects and focuses on larger epistemic structures.  

 

As a case-study, I assess the conduciveness for EI of an emerging, data-driven paradigm in healthcare: 

Precision Medicine. This supposedly holistic, personalized, preventive, and person-centered approach to 

healthcare practice (Flores et al., 2013; Prainsack, 2017; Pranata et al., 2021) might increase the risk of EI. 

Drawing on Vegter’s cosmological analysis (2018), I show how PM, through its epistemic resources, suggests 

a further divestment in the experience of illness by not sufficiently accommodating the axiological, 

existential, and embodied dimensions of illness central to epistemic justice (Carel, 2016; Kidd & Carel, 2018). 

I argue that this is not only problematic in and of itself but mortgages PM medicine’s claim to being person-

centered.   
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It is common practice in the United States to discard surplus embryos that exist as a result of in vitro 

fertilization (IVF). I argue that it is impermissible to discard these embryos. My aims are to detail a 

compelling case for the value of embryos, both instrumental and non-instrumental, to show that discarding 

fails to recognize this value.  

 

There are compelling reasons to think that it is impermissible to discard embryos given their instrumental 

value. Embryos may be used to create human embryonic stem cell lines or to study human diseases through 

cellular models, which could significantly lessen human suffering. People may receive a donated embryo if 

they have untreatable infertility, and thus embryos have the potential to end suffering associated with 

infertility. 

 

Even in the unlikely case that we no longer need embryos, I posit that supernumerary embryos have the same 

non-instrumentally value as human corpses. I focus on the similarities between living persons’ relationships 

with and attitudes towards embryos and corpses. I take these similarities between embryos and corpses to 

be morally significant. Both corpses and embryos are physical representations of relationships for living 

persons, corpses of past relationships and embryos of potential relationships. 

 

We also have similar attitudes towards corpses and embryos. People have sentimental attitudes about 

corpses that lead to certain beliefs about the correct way to treat them. Gestational parents’ have similar 

attitudes towards embryos. Couples who perceive their embryos as potential children are less likely to 

donate, or feel that donating is akin to giving away a child. Discarding embryos is a last resort for those who 

feel that other options are unideal. That said, if parents perceive their embryos to be symbolic of children, 

then discarding surely is inconsistent with this perception. Yet this attitude often leads to the decision to 

discard. 

 

The relational and attitudinal similarities between corpses and embryos can inform what options are 

permissible when it comes to disposal decisions. Just as there are certain ways that we are not permitted to 

treat corpses because of their value, there are certain ways that we are not permitted to treat our 

supernumerary embryos.  
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Forensic psychiatrists are often called upon by judicial institutions to perform assessments of individuals in 

legal custody, thus acting at the “nexus of psychiatry and the law.” This special hybrid role of the forensic 

psychiatrist as a medical professional operating at the behest of the legal community has given rise to a 

number of professional ethical challenges. This presentation addresses one such underexamined and as-of-

yet unresolved ethical problem, namely, the challenge posed by the obligation to obtain informed consent in 

common coercive environments of forensic psychiatry. First, we illustrate that forensic psychiatry, like 

psychiatry and the medical profession in general, ought to (and claims to) honor the obligation to obtain 

informed consent prior to interventions, treatments, or assessments. This is evident when examining the 

history of both the subspecialty of forensic psychiatry and the informed consent principle. However, we 

demonstrate that fulfilling this obligation is virtually impossible for forensic psychiatric practices that 

involve coercion, such as risk assessments for which non-compliance is penalized. We then anticipate and 

ultimately reject four possible resolutions to this problem. The first is that consent in such circumstances is 

indeed obtained; the second, that court mandates nullify the consent requirement; the third, that forensic 

psychiatry has its own justified ethics; and finally, that the social good of psychiatric services outweighs the 

individual’s right to consent. Each proposed solution, we argue, is unsatisfactory. We conclude that because 

obtaining informed consent is ethically required yet impossible in coercive contexts, forensic psychiatry 

ought to provide clear and actionable guidance to practitioners on how to address the informed consent 

requirement in coercive contexts – including when to refuse to perform such assessments. 
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Through description, images, and student feedback, we show that the Scholarly Concentration in Ethics, 

Equity, and Justice (EE&J) upends medical ethics education in two important ways. First, our curriculum 

utilizes a wider range of pedagogical tools than most programs. EE&J includes traditional didactic sessions, 

but also incorporates reflective writing on moral formation, narrative analysis and story composition, 160 

hours of service learning, a poverty simulation, panel discussions on topics such as incarceration and climate 

change, fieldtrips, traditional academic and community engaged research, attendance at academic 

conferences, and four years of journal club (which itself is not limited to journal articles). Second, EE&J flips 

traditional medical ethics education by questioning the propriety of a principles approach to medical ethics 

and by rejecting the centrality of hard problems and “issues” to medical ethics. By instead focusing on 

virtue/moral formation, narrative ethics, theological bioethics, the social influences of health, matters of 

equity and justice across lines of gender, race, economic status, disability, and geographical location, and 

attending to the intersection of healthcare and climate change, EE&J refocuses medical ethics on the matters 

that most impact health and reframes all subsequent attention to the moral quandaries of high-tech 

medicine. In short, EE&J seeks to both shape student character and focus attention on concerns that are 

usually treated as assumed background (such as moral formation) or outside the scope of medical ethics 

(such as the social influences of health and climate justice).  
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Climate Malpractice: The Perils of Ignoring Climate Change in Medical Education 

Joseph Kotva, PhD, Maggie Holohan, & Megan Eigsti 

Indiana University School of Medicine—South Bend 

 

 

Climate change is already impacting human health, including direct, dramatic harm from storms and fires, 

but also the slower impacts of degraded air quality and particulate matter, contaminated water, increases in 

vector-borne diseases, trauma, draught, forced migration, and so on. Everyone and every body system is at 

risk. This harm is accelerating, and healthcare, as an institution, is itself both a major contributor to climate 

change gases and already sustaining physical damage and logistical challenges due to climate change. Yet, in 

the face of this reality, most medical schools provide little-to-no climate-specific education, as a glance at the 

Planetary Health Report Card shows. This failure is unconscionable negligence, with obvious, foreseeable 

harms. Schools are sending students out unequipped to understand, let alone address, the realities they will 

face in medical practice. This presentation explains the existing health impacts of climate change and whose 

health is vulnerable as climate change worsens. It also describes healthcare’s current role in worsening 

climate change, clarifies the moral and practical perils of ignoring climate education, and argue that medical 

schools have a moral obligation to equip students to address climate change in both medical practice and 

political advocacy. The presentation concludes by highlighting appropriate models for medical school 

climate education.  
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Religion-Induced Transient Childhood OCD: A Hypothesis 

Urte Laukaityte 

Department of Philosophy 

University of California, Berkeley 

 

 

Obsessive Compulsive Disorder (OCD) is a devastating condition that takes various forms for particular 

people in different cultures and life circumstances, while still maintaining certain common patterns of 

impairment. The dominant view seems to be that it primarily affects adult patients, although the symptoms 

may start in childhood (in fact, in children as young as five years old). Moreover, in cases where one has 

some form of OCD expressed in childhood, it would persist and, if left untreated, normally worsen over time 

into adulthood. In particular, Salkovskis’s cognitive theory of the aetiology and maintenance of OCD has 

been influential. Following Salkovskis’s theoretical framework, I would like to suggest that there may be a 

subset of cases that are likely best conceptualised as comprising what I call religion-induced transient 

childhood OCD. What is more, their expected trajectory would tend not to run in accordance with the usual 

picture of the development of OCD. To prop up the theoretical hypothesis outlined above, I present two 

factual case studies from different religious backgrounds to motivate investigating further whether there 

could be other instances of religion-based childhood OCD. Of special interest would be cases that 

subsequently dissolve upon the person leaving the faith; or, in other words, instances in which certain aspects 

of religious faith appear to be playing an active role in the mechanism sustaining the relevant symptoms – 

in line with Salkovskis’s cognitive theory. Provided the proposal is on the right track, there would be some 

intriguing questions that should be considered. One may wonder, for example, whether such religious 

culture-based phenomena count as psychiatric symptoms at all just because they would seem to meet many 

of the relevant diagnostic criteria. After all, religious believers often talk about hearing supernatural 

creatures speak to them without being classed as psychotic. Secondly, even granting that such cases comprise 

instances of mental illness, albeit transient, there is a question as to what could be gained by identifying and 

delineating this type of phenomenon explicitly (provided it turns out to be sufficiently robust empirically). 

Finally, if religious faith indeed has the power to induce and sustain psychologically maladaptive thought 

patterns in children, it may be worth exploring the matter as pertinent to the debate regarding the merits of 

religious instruction in the very young. I will aim to sketch some preliminary answers to a range of conceptual 

issues when it comes to this hypothesised condition and invite outsider input as to its plausibility, 

particularly from psychotherapists and other clinical professionals. My ultimate goal is to motivate and 

stimulate further research into this potentially fascinating psychological phenomenon by use of both 

theoretical and especially empirical methods. 

  



31 

Determinations of Decisional Incapacity and the Patient’s Right to Object:  

A Morally Problematic Asymmetry Between the Treatment of Psychiatric and Non-

Psychiatric Patient Populations 

Garson Leder, PhD 

Center for Bioethics and Medical Humanities 

Medical College of Wisconsin 

 

 

There is a morally problematic asymmetry between how hospitals treat patients who are determined to lack 

capacity to make discharge and treatment decisions for psychiatric reasons and those judged to lack capacity 

to make discharge and treatment decision for non-psychiatric reasons (e.g., dementia, delirium, or other 

cognitive impairments). In all states, patients who are not under a guardianship have the right to object to 

involuntary confinement and treatment in a hospital, but in many states only psychiatric patients have the 

explicit right to be informed of this right. For example, in New York State if a patient is placed on an 

involuntary psychiatric hold they are legally required to be informed of their right to object and are entitled 

to free legal representation and an expedited court hearing. In contrast, patients who are judged to lack the 

capacity to make discharge decisions (and, thus, to leave against medical advice) for non-psychiatric reasons 

also have the legal right to object, but they do not have the explicit right to be informed of this right nor do 

they have the right to have legal counsel arranged for them to advocate for their desire to be discharged 

and/or refuse treatment. This asymmetry has significant consequences. Treating an individual against their 

will can be traumatic, dehumanizing, and infantilizing. Power-imbalances between patients and providers 

are common in hospital settings and members of vulnerable patient populations are often not aware of their 

right to object to treatment. This talk examines the possible rationales for this asymmetry and argues that 

psychiatric and non-psychiatric patients should be entitled to the same rights regarding involuntary 

treatment and confinement. 
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Integrating Critical Perspectives into Clinical Practice:  

Thinking Interventions from a Mad Studies Perspective 

Kathleen Lowenstein 

Department of Philosophy 

Michigan State University 

 

 

This presentation will build on work from psychiatric survivor activism as well as the emerging discipline of 

Mad Studies to discuss how responses to common ethical tensions in treatment are reconceptualized when 

approached from a critical perspective. In particular, it will build on existing critical perspectives to work 

towards formulating a critically-informed ethics of care.  

 

Individuals identified as mentally ill, particularly those identified as suffering more severe forms of illness 

such as schizophrenia spectrum or other psychotic disorders, are at the center of many of the core challenges 

in psychiatric ethics, raising questions about capacity to make decisions regarding care, treatment 

nonadherence, and harm to self or others. However, the perspectives of individuals with lived experience of 

mental illness are rarely, if ever, included in these considerations.  

 

This presentation will build on work in critical mental health and the emerging discipline of Mad Studies to 

critically interrogate how care changes when the perspectives of historically marginalized groups are 

centered. In particular, it will ask how clinical encounters with those in crisis can change when reenvisioned 

from the perspective of critical mental health. In so doing, it will make the argument that centering 

vulnerability can serve as a counterpoint to the historic marginalization of those identified as mentally ill, 

opening a space for recognizing the agency of those in even the most vulnerable of populations.  
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A Survey of Students’ Attitudes Toward Clinical Death After Teaching the  

Philosophy of Death 

Nicholas Ludka, Abram Brummett, PhD, & Jason Adam Wasserman, PhD 

Oakland University William Beaumont School of Medicine 

 

 

Introduction: The pluralism of views that surround death, both within the bioethics community and 

society as a whole, can be a source of frustration for medical students and physicians who encounter 

surrogate decision makers who deny the standard medico-legal view of death. We investigated whether 

teaching medical students the irreducibly philosophical aspect of the death debate would change their 

attitudes towards surrogate decision makers who assert non-standard (high-brain and circulatory) views of 

death.  

 

Methods: An 80-minute lecture on the history of brain death, application of the current medico-legal 

standard, and the philosophical debate around death was given to second year medical students at Oakland 

University William Beaumont School of Medicine during their neuroscience II course. Students were asked 

to complete a questionnaire before and after attending the lecture. The questionnaire tested students’ 

understanding of current medico-legal standards for death and included three clinical vignettes, each with a 

surrogate decision maker who asserted a different view of death. Students were asked to answer follow-up 

questions regarding their attitude toward the surrogate’s view. 

 

Results: Understanding and application of the current medico-legal standards of death significantly 

improved after attending the lecture (p = .02). Students were the most accommodating and expressed the 

least frustration toward the surrogate with a whole-brain view of death (p < .001). The students rated the 

high-brain view of death as more acceptable after watching the lecture (p < .001), but were not more likely 

to accommodate a request to remove a ventilator in a patient with intact brain stem function (p = .444). 

Students were less likely to continue treatment for a brain-dead patient (p < .001), but had no change in their 

acceptance toward the cardiopulmonary view after attending the lecture. 

 

Conclusions: Our results indicate that 2nd year medical students have a poor understanding of the current 

medico-legal standards of death, and that this knowledge gap can be alleviated through educational 

interventions on death. Furthermore, the shifts in students’ attitudes toward the three different views of 

death suggests that increased awareness of the history, application, and contemporary debate on the 

philosophy of death facilitates student reflection on their own understanding and opinion of the definition 

of death. The data supports the implementation of early educational interventions to prime students for 

future work with a patient population that inevitably contains a diverse set of views on death. 
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Bridging Generations During a Pandemic:  

The Intergenerational Photo-Narrative Project 

Uyen Mai, Nancy Dang, Tina Soroudi, Vanessa Lau 

Department of Family Medicine 

University of California, Irvine 

 

 

During the COVID-19 pandemic, both the younger and older population in the U.S. reported experiencing 

increased feelings of loneliness due to social isolation. In particular, elderly individuals, aged 65 or over, may 

experience loneliness due to lack of companionship and disorientation due to their health concerns. Many 

senior living facility residents and hospice care patients were unable to see their family or friends, which led 

to a period of sustained isolation. To address these concerns, the Intergenerational Photo-narrative Project, 

a community project which took place from January 2021 to November 2021 during the COVID-19 

pandemic, aimed to foster companionship between the University of California, Irvine student volunteers, 

Regents Point Retirement Community residents, and Vitas Hospice patients. Through weekly Zoom calls, 

which lasted from 1–3 hours, UCI student volunteers provided virtual companionship to elderly residents 

and hospice care patients and learned about their lives. The students and residents formed connections 

during a global pandemic that resulted in long-lasting friendships, bridging the gap between the two 

generations. The project results were shared with the larger community through two mediums: an exhibition 

filled with student-authored portraits and narratives of Regents Point Residents, and publication of these 

photo-narratives in UCI’s first medical humanities publication, The Scribe. The exhibition served as a space 

for the 70 community attendees to gain insightful perspectives and learn valuable lessons from the residents’ 

experiences. With the inclusion of the narratives, 95 copies of The Scribe were distributed over mail. Through 

this project, we hoped to increase compassion and empathy for the elderly, break down generational barriers, 

address ageism in American society, and further humanize the marginalized elderly population. Through the 

bridging of generational gaps between the youth and elderly in this Intergenerational Photo-narrative 

Project, the community gained a glimpse into an age group that, at first glance appears foreign, but in reality 

is relatable in our shared experiences, exemplifying core human qualities. 
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Is Modern Medicine in a Crisis?  

An Attempt at an Analysis Through the Prism of Kuhn’s Paradigm Theory 

Filip Maj, PhD 

Department of Philosophy 

University of Fort Hare 

 

 

Considering a comment by David Wootton in “Bad Medicine” (2007) for medicine to be considered more in 

Kuhn’s terms and methodology rather than from Foucault’s social-political perspective, I have taken up the 

task to reconstruct the possibilities of such an analysis. There have not been many analyses concerning 

medicine carried out through the lens of Kuhn’s theory. I have come across a few such papers (1982, 1997, 

1998, 2009). Kuhn hardly mentions medicine and does so referring to it as more of a craft. Medicine has 

been thought of as both a science and an art from ancient times. In terms of medical research, one would 

strive to emphasise its scientific foundations, while in medical treatment, there is much space for 

interpretation of most effective procedures due to the fact that it concerns diseases not as something isolated, 

but rather sick beings, as well as the fact that different people react differently to the same medical 

procedures.  

 

I would like to attempt to answer the following questions. What kind of place could medicine occupy in 

Kuhn’s theory? Considering the problems that medicine is currently encountering (lack of cures for many 

chronic illnesses, significant lack of consensus as for treatment among medical doctors) are there enough 

anomalies in medicine to talk about its crisis or perhaps would it be better to analyse it as if it was at a pre-

scientific stage of development? And lastly what benefits come from analysing medicine in Kuhnian terms, 

compared to the framework that Foucault has offered? 
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Relational Autonomy: A Momentum for Self Through Others 

Caitlyn Mulcahey 

Ethics, Equity, and Justice Concentration 

Indiana University School of Medicine 

 

 

In the Western hemisphere, the definition of autonomy has largely been understood within individualistic 

terms. A “self-choice” gathers inspiration from notions of “self-determination”, “self-reliance” and “self-

interest”. Arguments for this approach value a self that is separate from its surrounding world. A bold claim 

for an isolable unit devoid of secondary influence or interest. In fact, this approach seems to argue that to 

accept an outside force in the decision-making process would be a violation of autonomy and thus nullify 

free will.  

 

Certainly, there have been historical pressures to transform such ideas to the modern stage. In antiquity, 

scholars applied autonomy to city states and governing bodies, defining a “self-law”. During the 

Enlightenment, self-law was applied to individuals as monarchies and dictatorships violated personal 

freedoms. In more recent history, post world war themes and the appearance of principlism, set new 

restraints for an uncorrupted self-choice. Although convincing in the Western world, perpendicular themes 

emerged elsewhere. 

 

Non-western tradition suggests a communitarian approach to autonomy. This definition of self-choice 

admits that persons are intimately and inseparably connected to the social structure and relationships 

around them. Council of important others protects self, certainty of decisions, and thoroughness of 

evaluation. This approach may be summarized through the African philosophy of Ubuntu, self through 

others. Regarding patient autonomy within medical practice, such as shared decision making, a 

communitarian approach may be applied as “relational autonomy”. The patient is intimately and inseparably 

connected to their relationships, and to deny such influence narrows the true freedom of a self-choice. 

 

In this presentation, I will explore themes and terminology that have shaped individualist and 

communitarian approaches, revealing further what is meant by relational autonomy and its applications. 

Questions to be addressed include:  

 What are the recent motivations for adoption of relational autonomy within patient care? 

 What cultural influences may be allowing for this shift? 

 How does this look in practice moving forward? A medical student perspective 

 

Overall themes and personal perspective will be engaged by an original poem (Link here and QR below).  

 

 

 

  

https://docs.google.com/document/d/1mO7IAVq23ehcsamKyEhsINKg_T3EcmoA7KHAW3lr0Dc/edit?usp=sharing
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Improving End-of-Life Care: The 3 Wishes Program 

Thanh Neville, MD, MSHS 

Department of Pulmonology 

UCLA Health 

 

 

Compassionate end-of-life (EOL) care is foundational to medicine, but providing patients and families with 

the sense that they are physically and emotionally supported during a patient’s terminal hospitalization can 

be challenging. The 3 Wishes Project (3WP) is a palliative care intervention that aims to achieve a dignified 

and compassionate EOL experience by empowering the clinical team to elicit and fulfill small wishes for 

critically ill patients who are dying in the ICU. By celebrating lives and dignifying the dying process, the goal 

of the program is to improve the end-of-life experience for all stakeholders, including the patient, the family, 

and the clinicians. The 3WP aims to honor patients’ wishes to the best of our ability to meet the following 

objectives: 1) For patients, to dignify their death and celebrate their life, 2) For family members, to humanize 

the end-of-life process and create positive memories, and 3) For clinicians, to foster patient and family-

centered care and inspire more meaning in the workplace. 

 

Originated in Canada by Dr. Deborah Cook, the 3 Wishes Program began in the intensive care unit (ICU) at 

Ronald Reagan UCLA Medical Center in December 2017 and has since also expanded to UCLA Santa Monica 

Hospital. As of August 2022, we have fulfilled more than 4000 wishes for over 1200 patients. Wishes are 

most often small and simple, and examples have included: playing the patient’s favorite music, providing the 

patient with a non-hospital blanket, allowing the patient to spend their final moment outdoors, giving the 

patient a taste of their favorite food or drink, decorating the room with the patient’s favorite memorabilia, 

and providing the bereaved family with keepsakes (i.e. thumbprint keychains, word-clouds, framed EKGs). 

More elaborate wishes have included arranging for a live musical performance or orchestrating a wedding 

for an engaged couple. 

 

The 3WP was created recognizing that healing after a loved one’s death is a process that can begin in the ICU, 

and acknowledges that life review, memory-making, and the celebration of the patient as a person are 

important, but often forgotten, components of a “good death.” The average cost of providing 3WP for each 

patient is only $30. Despite its low cost, we have shown that the 3WP enhanced families’ experience of their 

loved one’s EOL care, eased bereavement, and improved work satisfaction for clinicians. It is our hope that 

our work will encourage other centers to start similar programs and increase the delivery of compassionate, 

dignified care at the end-of-life.  
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Caring Affinities: Interdependent Considerations for the Unjust Medicalization of Mental 

Health 

Shaun Respess 

Department of Philosophy 

Virginia Tech 

 

 

The medicalization of mental disorders, which pathologizes psychiatric issues predominately on 

individualistic biological grounds, remains a point of contention for bioethicists. Among the most notable 

concerns is how this model can propagate injustices towards those diagnosed with a mental disorder, 

especially when such conditions are considered ‘serious’. Gosselin (2019) specifically argues that 

medicalization subjects diagnosed persons to a “cycle of vulnerability” by eliminating their hermeneutical 

agency and subsequently using such justifications of ‘incompetence’ to exploit and/or manipulate them. To 

combat these concerns, Gosselin outlines a non-ideal framework of justice designed to help reconcile the 

power differentials and unique precariousness of those who are diagnosed with serious mental disorders. 

This presentation builds off of this assertion and responds particularly to her demand for a “sociocentric 

view of the self as essentially relational.” I present several considerations from care ethics which, when 

utilized alongside of a non-ideal approach, enhance the agency of these persons within collaborative 

relationships (especially with clinicians) founded on mechanisms of mutual respect. I contend that care 

ethics can be used to destigmatize notions such as vulnerability, dependency, and autonomy which are 

unjustly used to marginalize individuals with mental disorders.  
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Reading Personhood, Treating Whole People: 

Using Literary Texts to Engage Personhood in Medical Humanities 

Matthew Reznicek, PhD, Departments of English & Medical Humanities, Creighton University 

Brooke Kowalke, PhD, Department of English, Creighton University 

Gina Camodeca, PhD, Departments of Humanities & English, D’Youville University 

 

 

For over twenty years, scholars like Rita Charon have emphasized the role that literature can play in helping 

health-care providers respond to the complexity of patients’ narratives, as well as the social, cultural, 

political, and physical realities that shape patients’ experiences of the world and the body. Often, this means 

attending to the literary techniques used in patient narratives through the process that literary scholars call 

“close reading.” In this panel, we propose to extend the boundary of what type of literary texts are valuable 

in the development of health-care providers’ ethical and cultural awareness. Instead of focusing purely on 

patient narratives, we argue that using literary texts from a broader range of social, historical, and cultural 

contexts better enables providers-in-training to engage with the deep question of personhood. 

 

The concept of personhood is profoundly complex and contentious, but, by drawing on Tom Kitwood’s 

concept of personhood, we begin with an understanding of personhood as “a standing or status that is 

bestowed upon one human being, by others, in the context of relationship and social being. It implies 

recognition, respect and trust.” Embedded within this framework is the process of social recognition—whom 

do we recognize as a “social being” and how do we make this recognition and how do we build better systems 

that afford more care to those whose personhood is challenged or threatened? We argue that it is through 

the emplacement of characters within a literary text that health-care providers-in-training are able to 

contend with the complexity of these questions. 

 

This panel will examine 1) the relationship between disability, the body politic, and who has access to the 

category of “citizenship” in Walter Scott’s The Black Dwarf; 2) the intersection of cognitive disability, faith, 

and personhood in Molly McCully Brown’s The Virginia State Colony for Epileptics and Feebleminded; and 

3) the erasure of persons in Patricia Lockwood’s Nobody Is Talking About This and Jason Mott’s Hell of a 

Book; each of these texts explores the ways in which language arises from or develops into idiopathic subject 

positions and silence around disability and racism respectively. By drawing on texts from diverse historical 

periods and literary genres, we propose to examine the way in which personhood is represented, denied, 

extended, and problematized for individuals who disrupt the normative embodiment of personhood. 
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Abortion: Rhetoric versus Reality 
Paul Saka, PhD 

Professor of Linguistics and Philosophy 
University of Texas, Rio Grande 

 
 
In this presentation I use linguistic evidence to challenge a popular argument against abortion. The defective 
argument runs as follows: 
(A) Fetuses are children. 
 Children have the right to life. 
 Therefore fetuses have the right to life. 
Instead of using the term children, variations on the argument refer to babies, human beings, and persons.  
 
Linguistic analysis here is difficult because ordinary speech exhibits a seeming contradiction. On the one hand, 
we sometimes apply baby and child to fetuses: 
(1) “She felt the baby kick.” 
(2) “The parents-to-be want to know the gender of their child.” 
On the other hand, baby and child are sometimes reserved for post-natal life: 
(3) “Guess what, honey? We’re going to have a baby!” [not “Guess what: we have a baby!”]  
(4) “The child is almost 4 years old.” [said of a child conceived 5 years ago] 
So: do our key terms possess broad denotations, which include fetuses, or narrow denotations, which exclude 
fetuses? 
 
The linguistic data can be reconciled by positing ambiguity between literal and loose language. Loose language is 
exemplified by acts of deferred reference, as when liquid batter is called cake without actually being cake: 
(5) “My cake is ready to go into the oven.”  
By the same token, it may be that the key terms in (1) and (2) are used loosely. Just as a toy gun is not a gun, a 
former senator is not a senator, and my future sister-in-law is not my sister-in-law, an unborn child is not a child.  
 
To test my analysis, I surveyed 702 subjects (roughly one-third pro-life, one-third pro-choice, and one-third 
undecided). Could they tell how many babies/children/humans/ persons were in given situations? Is it possible 
to know, e.g., how many children are in a room full of women, just by looking? Subjects were trained to admit to 
ignorance in practice cases (how many pairs of underwear is a fully dressed man wearing?). Some subjects were 
primed by assertions that fetuses count as babies/children/humans/ persons, and some were primed by images 
of obvious pregnancies. Across all conditions, 99% of the subjects uniformly did not acknowledge potentially 
present fetuses as relevant for counting babies/children/humans/persons. Of the 1% who did want to count 
fetuses, every one did so only in some conditions and not others. 
 
The findings suggest that (1) and (2) are not meant strictly. Argument (A) begins with a false premise. Even pro-
life partisans, when not contradicting themselves, exclude fetuses when counting babies/children/humans/ 
persons. 
 
To be clear, my argument is not: 
(B)  People generally do not count fetuses when they count  

babies/children/humans/persons.  
 Therefore fetuses are not babies/children/humans/persons. 

Therefore abortion is permissible. 
It is: 
(C) People generally do not count fetuses when they count  
 babies/children/humans/persons. 
 Therefore fetuses are prima facie not babies/children/humans/persons. 

Therefore argument (A) and its variants are prima facie unsound. 
 
Finally, my analysis of biomedical texts shows that the prima facie case is not overturned by current science.  
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Our Strange, Uncertain History: Organ Transplant, Ethics, and the Future of Care 

Brandy Schillace, PhD 

 

 

The story of one man’s quest to save lives through head transplant (yes, really) offers a window into the 

history of transplant medicine’s troubled past. What seems like a peculiar side story of a Cold War contest 

had bearing not only on the ethics of current practice, but also the future of human-centered medicine. The 

medical humanities serves the cause of social justice by bringing critical attention to deep and abiding 

questions about care.  
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American Anxiety in an Affective Narratological Approach to the  

Fiction of J.D. Salinger and Don DeLilo 

Elahe Shabani 

School of Arts & Humanities 

Ulster University 

 

 

The fiction of the twentieth-century American authors J. D. Salinger and Don DeLillo provide space for the 

analysis of the characters with respect to American anxiety, a prominent characteristic of the age in which 

these authors lived. My discussion of the traumatic events of the era, including World War II, the 

assassination of John F. Kennedy, and 9/11, in the novels of these authors (including The Catcher in the Rye, 

Franny and Zooey, White Noise, Libra, and Falling Man) leads to an analytical approach from medical 

humanities. This thesis will consider the way in which current narratological models which take emotion into 

account can be extended and in some cases challenged by a more rigorous understanding of emotion 

(including anxiety) by borrowing some principles from the affective sciences and in particular the field of 

neuroscience. I will evaluate, for instance, the applicability of Hogan’s Affective Narratology (2011) and the 

prototypical genres (the heroic plot, the romantic plot, and the sacrificial plot) to the novels in question and 

build on Hogan’s model using the works of Peter Goldie, Suzanne Keen, and Alasdair McIntyre, among 

others, to create a more nuanced and robust framework for the understanding of narrative and emotion. The 

objective is to study Salinger’s and DeLillo’s fictional characters in the context of American anxiety and 

analyze the way in which this anxiety influences the characters’ emotions. I will then discuss the link between 

the characters’ affected emotions and the development of the story structure. For this objective, a two-part 

framework which combines the discussions of American anxiety and Affective Narratology (use of 

neuroscience to explore the connection between emotions and the story structures) is adopted and then 

applied to the selected fiction of Salinger and DeLillo. 
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Preparing to Become an Ancestor: Neurodecolonizing Practices &  

Perspectives for Palliative & End of Life Care 

B. Elias Snyder 

East-West Psychology Department 

California Institute of Integral Studies 

 

 

As a PhD candidate I am working on a dissertation that explores how practices of ancestral remembrance 

and healing can ease the existential distress of people with serious illness and those nearing the end of life 

(EOL) through a neurodecolonization framework. While Indigenous knowledge has long known that we are 

impacted by our ancestors, studies in intergenerational trauma, neurobiology, and epigenetics are catching 

up and now support the notion that while we are not solely defined by our ancestors, their stories and 

experiences are unquestionably a part of who we are. The dissertation pulls on knowledge from these areas 

and expands the definition of existential distress to include the impacts of intergenerational traumas. 

Additionally, to better understand these concepts and offer paths toward healing, the terms colonized mind, 

soul wounds, and neurodecolonization are explored and introduced to the field of hospice and palliative 

care. The literature review shows that these concepts are not included in evidence-based palliative care 

literature, which offers an exciting opportunity to expand the field.  

 

Because so much traditional knowledge has been erased, forgotten, stolen, or hidden – the research seeks to 

preserve this knowledge through conversations with Elders, Healers, and Wisdom Keepers from various 

traditions and backgrounds about their practices and perspectives regarding the EOL. As existential distress 

at the EOL is often very complex, this study posits that the medicine for much of this suffering lies deep 

within us and though perhaps forgotten, it can be remembered through practices of neurodecolonization, a 

concept introduced by Dr. Michael Yellowbird – Indigenous activist, social worker, and scholar.  

 

Through Indigenous Mixed Methods Research – a research methodology not found in evidence-based 

palliative care literature, insights gathered from Elders, Healers, and Wisdom Keepers are placed in 

conversation with existing research that identifies the needs of people at the EOL and how to ease their 

suffering. This highlights how Western healthcare, ancestral wisdom, and diverse cultural-spiritual practices 

can work together to support people nearing the last chapter of life. The initial research opens the door for 

future inquiry including, but not limited to, conversations with Elders, Healers, and Wisdom Keepers from 

other traditions, research on the impacts of these offerings, and how to include this research into hospice 

and palliative care practice.  

 

As a board-certified hospice and palliative care nurse practitioner with a decade of practice in this field, I 

have learned that we can generally deal with physical symptoms, but the existential distress is often the 

greatest cause of suffering. As I dance between the worlds of ancestral wisdom and Western medicine, I 

continue to be convinced that the healing for this deep existential distress and suffering lies not merely in 

pills or pharmacies, but in the songs of our grandmothers and wisdom of our ancestors.  
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Literary Medical Concerns: Mary Shelly and William S. Burroughs 

 

The Bifurcated Dr. Frankenstein: Figure of Trust or the New Prometheus? 

James Tierney, PhD 

Humanities Department 

Macomb Community College 

  

Modern polls suggest that we have a strained relationship with doctors. On the one hand, most people trust 

their individual doctor while, on the other hand, there is an ever-increasing distrust of public doctors such 

as Dr. Fauci. One of the earliest reflections of this bifurcated relationship can be found in the single personage 

of Mary Shelly’s great character Dr. Frankenstein. In this talk, I will examine how Dr. Frankenstein can be 

seen as a figure of both trust and distrust. More specifically, I will provide an alternative to the common 

“psychological” interpretation of Shelly’s work and instead provide a philosophical analysis that more fully 

captures Shelly’s depth of thought, and how that is reflected in her Dr. Frankenstein character. 

  

  

William S. Burroughs and Medical Conspiracy Theories 

Mark Huston, PhD 

Philosophy Department 

Schoolcraft College 

  

Medical conspiracy theories are now a well-known feature of modern life. However, they are not new. From 

Thomas Pynchon to Ishmael Reed conspiracy theories, both medical and otherwise, were part of an 

important literary trend in the mid-20th century. One of the more interesting writers that used conspiracy as 

a substantial part of both his fiction and his general approach to the world is William S. Burroughs. In this 

talk, I will discuss some of the ways Burroughs presents and promotes medical conspiracy theories and how 

his views are reflected in modern medical conspiracy theorizing. 

 

 

William S. Burroughs and the Comedy of Medical Conspiracy 

Erik Mortenson, PhD 

English Department 

Lake Michigan College 

  

The postwar Beat novelist William S. Burroughs was enamored with conspiracy theories, using them 

throughout his fiction in order to warn his readers about a wide variety of social dangers that he saw occuring 

in the period. While the bulk of his writing on medical conspiracies is admonitory, he was also fond of using 

humor as well. Does this use of humor undermine the seriousness of his claims, or does it function to 

reinforce his messages? This talk will explore that question, with an eye toward the ramifications for 

conspiracy linked with comedy in our own vexed historical moment.  
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Self-Respect, Self-Esteem, and Health 

Jennifer Tillman, PhD 

Department of Philosophy and Women’s and Gender Studies  

University of San Diego 

 

 

Unjust differences in health can stem from differences in socioeconomic status. However, other key factors 

may contribute to unjust differences in health beyond social and economic standing alone. One of these 

attributes as noted by social scientists relates to self-esteem and health. For example, high self-esteem can 

have a protective role in stressful circumstances (Chang and Mackenzie, 1998) who “found that the level of 

self-esteem was a consistent factor in the prediction of the functional outcome of a patient after a stroke” 

(Mann et al., 2004). But whereas social scientists primarily focus on the role of self-esteem as a non-

normative concept and health, I suggest that philosophers may be interested in examining self-respect as a 

normative concept and health.  

 

As such in this presentation, I will examine whether normative attributes such as self-respect can also be a 

part of unjust differences in one’s own health. To accomplish this, I will defend Moody-Adams’ extension of 

John Rawls’s view of self-respect and self-esteem. While separate concepts, Moody-Adams argues that 

“severe diminutions in self-esteem may nonetheless have devastating impacts on self-respect” (p. 254). One 

of my primary concerns is even if evaluative and attitudinal judgments regarding self-esteem are positive, 

this may not wholly prevent unjust differences in health as it relates to self-respect as well. 

 

Michele Moody Adams defines John Rawls’s concept of self-respect “as a sense of one’s own self-worth” and 

self-esteem as “confidence in one’s own life plan” (p. 252). She then introduces the idea of the “social 

construction of self-respect” which sets out “socially developed patterns of expectations of self-preservation, 

and about the acceptable means to that end” (p. 256). And what she has in mind is a set of “normative 

expectations” which help us build up our own sense of self-worth and ultimately self-respect. Further, Moody 

Adams argues that self-respect is what makes social cooperation possible. Lack of appropriate self-esteem, 

in terms of confidence in one’s own life plans, may in turn impact social cooperation. 

 

From here there are three claims I will make.  

• Claim 1: That self-respect and self-esteem are important for (many) just liberal political conceptions to 

make social cooperation possible. 

• Claim 2: That stigma disrupts the exercise and development of self-esteem.  

• Claim 3: Stigma also disrupts normative conceptions of self-respect which also undermine health.  

Therefore, if the state has an obligation to promote just institutions, then the state has an obligation to 

promote the development of self-esteem and self-respect. 

 

I will also provide three examples of how stigma interrupts the development of the self, self-esteem and self-

respect. The examples pertain to three different areas: gender and health, disability and health, and race and 

health. 
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Working Through Existential Challenges with Patients Undergoing Organ Transplantation 

(with “Fear and Trembling”)  

Joseph Vinson, MD, Department of Psychiatry and Behavioral Sciences 

Kandi Schmidt, PhD, Emory Transplant Center 

Emory University School of Medicine 

 

 

Organ transplantation can be an arduous journey involving uniquely challenging experiences for patients, 

families, and healthcare providers. The focus of this presentation is the existential challenges that confront 

these patients at each step along the way and how we might begin to respond to them. We start by 

summarizing the literature at the intersection of existentialism and organ transplantation. We then discuss 

an emerging relational framework which deals with the pre- and post-transplant self, the donor (and what 

they represent), transplant- and non-transplant communities, time, meaning, and existence itself. We then 

describe one instantiation of this framework in the evolving, multi-disciplinary, multi-modal approach at 

our Transplant Center and offer some lessons learned from preliminary experience. 
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A Panel Discussion on the Relationship Between Medical Mistrust, 

Vaccine Hesitancy, and Social Media 

Leslie Whetstine, PhD, Department of Philosophy, Walsh University 

Douglas Palmer, PhD, Department of History, Culver-Stockton College 

Brad Beach, PhD, Department of Philosophy, Walsh University 

 

 

After Jenner’s smallpox inoculation in the late 18th century, opponents claimed vaccination would turn 

children into grotesque cows citing the relationship between “vacca” the Latin for cow, and “vaccinia,” the 

pox virus. Some 200 years later, warnings circulated across social media platforms claiming that Covid-19 

vaccines contained a microchip tracker, were the mark of the beast, or were being used as a covert 

government eugenics plan for mass depopulation. This interdisciplinary panel discussion will examine the 

relationship between medical mistrust and vaccine hesitancy historically and within the context of the Covid-

19 pandemic and will consider the current social media landscape that allows for misinformation and 

disinformation to spread. Panelists will evaluate various strategies that can be used to restore public trust, 

approaches to increase access to vaccination programs, and consider how social media can be used to 

effectively engage the vaccine hesitant.  

 

Medical mistrust is understood as lack of trust or suspicion of healthcare organizations and healthcare 

professionals. Vaccine hesitant describes a subset of the population who delay or reject vaccination despite 

availability but do not typically align with the “anti vaxx” movement that opposes vaccination and vaccine 

mandates. Medical mistrust has increased globally, and vaccine hesitancy is an intersectional phenomenon 

that affects all demographics. Black Americans, however, may experience higher rates of medical mistrust 

due to the legacies of systematic abuse including slavery, scientific racism, and institutional racism. Higher 

rates of medical mistrust correspond with vaccine hesitancy, which leads to increased morbidity and 

mortality in already vulnerable populations. Any strategies to restore trust must be sensitive to this history.  
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An Ethical Analysis of Private Equity’s Venture into Value Based Care 

Andy Wible, PhD 

Department of Philosophy 

Muskegon Community College 

 

 

Private equity has been investing heavily into private medical practices as insurance (mainly Medicare) 

moves away from fee-for-service to value-based care. In value-based care providers are paid based on 

outcomes and quality of care rather than the quantity of care. The value-based model incentivizes holistic, 

preventative, and efficient care for patients with the goal of improving outcomes and lowering cost for 

patients, insurance, and society. Private equity sees an opportunity for increased profits for practices when 

they properly run. Should patients and society be concerned with private equity’s involvement in value-based 

care? This presentation will examine some of the ethical advantages (business acumen, oversight, and 

resources) and concerns (less autonomy, less quality, and less justice) of private equity buying and running 

private practices and suggests regulation to alleviate the concerns.  
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Improving Interpersonal Communication Skills for Future  

Healthcare Providers Through Art Education 

Catherine Wilkins, PhD 

Judy Genshaft Honors College 

University of South Florida 

 

 

More than 20 years ago, the Accreditation Council for Graduate Medical Education identified interpersonal 

and communications skills (ICS) as key attributes of effective physicians, and designated them as one of six 

core competencies to be mastered by students participating in medical training programs. While ICS are a 

key attribute of effective physicians that leads to better health outcomes and increased patient satisfaction, 

research shows that ICS remains an area of difficulty for many students as well as practicing healthcare 

providers. Early and sustained opportunities for practicing ICS assists in addressing this challenge. Using a 

case study model, this presentation will discuss how an undergraduate experiential leaning opportunity with 

the arts can impact the ICS of future healthcare professionals. The presenter will demonstrate techniques for 

interacting with visual art that build ICS as well as share an instructional model based on her course 

Connections - a community-engaged course in which undergraduates facilitate therapeutic interactions with 

art for people with Alzheimer’s disease, substance use disorder, and/or HIV/AIDS. Data from a quantitative 

and qualitative study on a cohort of Connections graduates who are currently working in and/or enrolled in 

a graduate program in the healthcare field demonstrates that the course experience improved ICS such as 

active listening, paraphrasing, and the ability to pose open-ended questions. This presentation is meaningful 

because engaging with future healthcare professionals at the baccalaureate level can positively impact ICS 

over the long term. Faculty in the Humanities, as well as medical educators, can partner with community 

organizations to provide students with unique opportunities to practice ICS in a non-clinical setting, while 

meeting the needs of the public. This presentation will illustrate – by doing as well as by research – how 

specific methods of engaging with art can strengthen aspiring healthcare professionals’ interpersonal 

communication skills.  
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Workshop: Killing Romeo: Virtual Reality and Pharmaceutical Ethics 

Arnaud Zimmern, PhD 

Navari Family Center for Digital Scholarship 

University of Notre Dame 

 

 

The field of “serious games” for medical ethical training is growing apace but encountering real difficulties 

in making the insights of a gaming experience stick to and converge with the reality of complex medical work. 

Some case studies suggest that situational drama or theater might work better, and others want to propose 

that VR (virtual reality) works best. For conference participants attending in-person, this workshop invites 

them to start making up their own minds on the issue by trying out and providing feedback for a VR “serious 

game” that we designed around the minor character of the Apothecary in Shakespeare’s Romeo and Juliet. 

Among the many medical figures in Shakespeare’s dramas, the Apothecary is the only one who willingly 

consents to breach established medical ethics and sell Romeo a toxic drug excusing his moral culpability by 

pleading quite famously that his poverty, not his will, consents. The Apothecary’s role offers a complex 

investigation of the uncertainties inherent in drug production (especially in the pre-modern, pre-industrial 

drug market of the 16th-17th centuries) and of the fuzzy edges around moral culpability and responsibility 

in prescription ethics. In this two-player virtual reality game, one player “in” the VR experience assumes the 

role of the apothecary (working in tight spaces) and solves a series of apothecary-based puzzles with the help 

of a second player, who holds the recipe but stands “outside” the game. The second player cannot see what 

the first player is doing in VR, but she/he holds the power to decide whether the drug that the player is 

making is indeed poisonous or non-poisonous. Combining the uncertainties around drug-production with 

the unfamiliarity of a reconstructed 16th century apothecary’s workspace, this game gives players time to get 

lost in the playfulness of early modern science and the interactivity of VR before suddenly sweeping the rug 

out from under their feet when Romeo comes knocking at the door asking for a poison. Player 1 is confronted 

with a series of yes or no questions about their consent to sell, their confidence in the drug and in their drug-

making abilities, and their willingness to accept the legal penalties (execution and death) if they are caught 

selling poison. The game then offers them a brief window to converse with Player 2 before prompting them 

to make a game-ending decision: does my poverty or my will consent? The point of the game is to foster a 

longer conversation between the two players and expose the many fragilities that make the Apothecary’s 

ethical situation so precarious and, ultimately, so modern. This “workshop” would allow several conference 

participants to try their hands at the 10-minute game and open up on a larger discussion about the 

affordances of VR and serious games for pharmaceutical ethics. 
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Romeo and Juliet and Cryonics 

Arnaud Zimmern, PhD 

Navari Family Center for Digital Scholarship 

University of Notre Dame 

 

 

When Robert Ettinger first announced the “Freezer Program” in his 1963 manifesto for cryonics The Prospect 

of Immortality, he argued provocatively that Christian ethicists working under medieval moral principles 

would be forced to come to his side: to refuse to be cryonically frozen and suspended until medical progress 

advances sufficiently to remedy one’s ills was tantamount to embracing suicide, an embrace that no God-

fearing physician, theologian, or moral philosopher could viably endorse. What Ettinger did not realize is 

that the premise for his confident claim was itself the central device of Shakespeare’s most enduring romantic 

tragedy and a conspicuous feature of moral debates in 17th century Europe. In this presentation, I want to 

offer a new reading of Romeo and Juliet in light of Ettinger’s preoccupation with suspending life to save life. 

My hope is that, with this reading, the play can find renewed meaning and purpose beyond the traditional 

English classroom and reveal for medical practitioners the ways in which Shakespeare’s characters predate 

the moral and psychological dilemmas facing patients who are considering cryonic suspension. 

 


