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 There has been much discussion about the child 
whose parents decided the best life-plan for their daugh-
ter involved interventions to keep her from developing into 
a physical adult.  I use ‘physical adult’ quite deliberately 
since Ashley will never develop even a child’s mind, let 
alone an adult mind.  Her parents are faced with making 
decisions for a being that they would like to take care of, 
themselves, for as long as is possible.  Ashley’s perma-
nent cognitive impairment leaves us unable to consider 
what she herself would want since she will never be able 
to express such a thing.  Indeed, one can rightly wonder 
to what extent she has wishes at all.  In which case, all 
that is available with respect to her, is consideration of 
what’s in her best interests.  But of course, this is interwo-
ven with the interests of her parents too, so we should not 
be surprised when some of the accommodations appear 
to favor them.  
 A very informative article by Nancy Gibbs appeared 
online at the Time/CNN site http://www.time.com/time/
nation/article/0,8599,1574851,00.html.  In it we are told 
about the factors considered and the arguments formulat-
ed by the Ethics Committee of Seattle Children’s Hospital 
in determining whether or not the interventions proposed 
were ethically permissible.  They used a benefit/burden 
analysis of the situation to arrive at their conclusion.  It 
strikes me that their analysis is clear, refreshing and cor-
rect and leaves detractors [many of whom I think might 
be mired in the ‘yuk factor’] scrambling to make a case 
showing the interventions ethically impermissible.
 Ashley’s parents say their goal was “to improve our 
daughter’s quality of life and not to convenience her care-
givers.”  “Keeping Ashley smaller and more portable, [the 
ethics committee] argue[s], has medical as well as emo-
tional benefits: more movement means better circulation, 
digestion and muscle condition, and fewer sores and in-
fections.”  I had not considered how crucially important 
the ease of manipulating Ashley would be to benefiting 
her circulation and digestion, not to mention skin integrity 
and warding off pneumonia.  Since Ashley’s permanent 
and extreme cognitive impairment blocks progressing be-
yond the mentality of an infant, sources of discontent will 
remain physical.  Thus, factors affecting her physical well 
being are central to thinking about what would give her 
the best possible existence.
 In discussions with some bioethics colleagues, the 
case has come up.  While what I have outlined above 

has struck most of us as the best course given the sad 
situation, we too wondered, as does Gibb in her article, 
how far would be too far?  Could a case be made for 
the ethical permissibility of limb amputation, to achieve 
a smaller stature?  If the legs were removed prophylacti-
cally, presumably it would be a fairly straightforward and 
uncomplicated medical procedure, like her hysterectomy 
would have been.  It also seems likely she would suffer 
more, in the short run, since recovery from such a surgery 
would surely be painful.  But, multiple complex and inva-
sive cardiac surgeries for some infants and small children 
are justified on the ground that an extended and less dis-
tressful life benefits them and effective analgesics can be 
utilized to reduce physical suffering, thereby reducing the 
burden of such procedures.
 Yet somehow, going this far can seem more unset-
tling than removing her uterus and breast bud tissue.  If 
we think about removing all the things Ashley has no use 
for, given her cognitive impairment, we might wonder 
about starting down this road at all.  However, there is no 
perfect alternative, given the state of affairs.  Choosing to 
do nothing is choosing to do something and this too re-
quires analysis.  If Ashley were left to grow as she would, 
the quality of her existence would surely be diminished, 
when compared with the kind of existence she will now 
have.  Perhaps this is where the balance lies.  Consider-
ing the burdens and benefits of keeping Ashley a physi-
cal child against the burdens and benefits of allowing the 
infant’s mind to exist in an adult woman’s body seems 
to engage us at a particular level.  It’s difficult to articu-
late why limb amputation hovers on or steps over the line 
into a new level.  Perhaps it’s because although she lacks 
what would allow us to consider her a person, her physical 
body appeals to us as the vestiges of such personhood.  
To deliberately remove legs is to take away a crucial part 
of this visual cue; thus, altering her in this way strikes us 
as unacceptable in a way the alterations implemented do 
not.

 As reported in BIO Vol. 17, No. 2, Summer 2006, the 
Ohio Revised Code Section 2305.116 became effective 
in August 2006, barring civil actions for so-called “wrong-
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ful birth” actions in the state of Ohio unless plaintiffs 
can show that the medical practitioner intentionally 
or willfully withheld information related to the medi-
cal diagnosis.  This change altered the manner in 
which the Ohio Supreme Court had decided such 
cases, though the change was not as dramatic as 
it would have been in other jurisdictions where such 
actions allow for a broader recovery of damages.
 Section 2305.116 had been proposed as H.B. 
287.  H.B. 287 was legislation that was proposed 
in reaction to the decision rendered by the Ohio 
Supreme Court in Schirmer v. Mt. Auburn Obstet-
ric and Gynecologic Associates, Inc., 844 N.E. 2d 
1160 (2006).  For those who are not familiar with this 
case, it involved the birth of a child with a condition 
called Trisomy 22, meaning that there is a third 22nd 

chromosome, resulting in severe and permanent 
developmental disabilities.  This child was born after 
his parents had received genetic counseling reveal-
ing the mother’s chromosomal condition known as a 
balanced translocation of chromosomes 11 and 22.  
The effect of this condition was the potential for any 
children the couple would conceive having severe 
chromosomal abnormalities that could result in the 
spontaneous termination of the pregnancy or, if the 
pregnancy proceeded to term, the birth of a child 
with severe developmental disabilities.
 Once the couple discovered the pregnancy, 
chorionic villus sampling (CVS) was performed.  The 
results of this test indicated that the child was a fe-
male who would be a carrier of the chromosomal 
condition of her mother but would otherwise have 
normal development.  Subsequent ultrasounds dur-
ing the pregnancy also reported normal develop-
ment.  Upon delivery, however, it was discovered 
that the child was not a female carrier of the condi-

tion but, rather, a male child suffering from the chro-
mosomal anomaly.
 The parents sought damages for the expenses 
related to the birth of the child and the pregnancy, 
the additional cost of raising a disabled child (con-
sequential economic damages), and the emotional 
and psychological effects of raising a disabled child 
(consequential non-economic damages).  The par-
ents sought these damages on the rationale that, 
had the genetic testing performed during the preg-
nancy accurately identified the child as having the 
chromosomal condition with which he was born, the 
parents would have elected to have terminated the 
pregnancy and avoided the birth.
 In the course of the litigation, the parents 
dropped their claim related to the damages for the 
cost of the pregnancy and birth of their child, narrow-
ing their claims to the consequential economic and 
non-economic damages.  The trial court found that 
the state of Ohio has not recognized consequen-
tial economic and non-economic losses in wrongful 
birth actions and has only awarded damages for the 
costs of the pregnancy and delivery.  The trial court 
then dismissed the rest of the case since the par-
ents had dismissed their claim for that loss.
 On appeal, the appellate court found that the 
parents had established a valid claim for the conse-
quential economic losses.  However, upon appeal to 
the Supreme Court of Ohio, the Court found—as had 
been held at the trial court—the only damages that 
were actionable in wrongful birth suits in the state of 
Ohio were those losses suffered in the pregnancy 
and delivery of the child and not the consequential 
economic and non-economic losses.

Post-Schirmer
 The effect of Schirmer was, in and of itself, 
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not particularly significant at one level.  The deci-
sion added very little to the actual jurisprudence of 
wrongful birth suits in Ohio.  The establishment of 
negligence in the performance of the CVS or ultra-
sound tests was not refined.  The Court declined 
to assign liability for the child’s birth with a severe 
developmental disability to the physician’s failure to 
accurately diagnosis and inform the parents of the 
condition.  Rather, it was held that the causation of 
the child’s disability had been caused by the inher-

ent genetic condition of the 
child’s mother.  The only 
element of prenatal torts 
Schirmer affected was the 
limitation of damages in 
wrongful birth actions in the 
state of Ohio to the costs of 
the pregnancy and delivery.
 Ohio had recognized the 
three primary prenatal tort 
actions—wrongful preg-
nancy, wrongful birth, and 
wrongful life—for several 
years.  The distinctions be-

tween these three actions are these.  In a wrongful 
pregnancy, the parents of a child conceived after a 
negligently performed sterilization procedure may 
recover for the costs of the pregnancy and delivery 
of the unplanned child.  Most jurisdictions in the Unit-
ed States recognize such an action.
 Wrongful life actions are brought in the event of 
the birth of an unhealthy child following a negligently 
performed sterilization or negligent genetic counsel-
ing or testing.  These actions have been rejected in 
nearly all jurisdictions, including Ohio.  One of the 
principle reasons for the rejection of such actions is 
because the assessment of damages is a calculus 
that courts are unwilling to undertake.  To determine 
the damages to the child in a wrongful life action, it 
would be necessary to compare the value of being 
to the value of not being.  This is a valuation that the 
courts have repeatedly refused to undertake, going 
so far as to say in Hester v. Dwivedi “that such weigh-
ing falls within the ambit of moral, philosophical, and 
religious considerations rather than judicial.”1

 Wrongful birth actions—like Schirmer—are ac-
tions brought by the parents of an unhealthy child 
born after the negligent performance of a test to de-
tect a fetal defect or after negligent genetic counsel-
ing.  The thrust of this action is that the parents of the 
child were denied the ability to make an informed de-
cision regarding whether or not to maintain the preg-
nancy, resulting in the birth of the unhealthy child.  In 
these actions, there is no claim that the performance 
of the test or negligent counseling caused the defect 
in the fetus itself.  Rather, the claim is, but for the 
negligent counseling or test, the parents would have 

aborted the pregnancy and an unhealthy child would 
not have been born.
 Wrongful birth actions are recognized in many 
jurisdictions.  The first wrongful birth action in Ameri-
ca was brought in 1967 in New Jersey in Gleitman v. 
Cosgrove.2   However, in spite of a forty-year history, 
there is a great disparity among the state jurisdic-
tions regarding what damages are recoverable in 
these actions and varying rationales as to why cer-
tain damages are actionable and others are not.
 As plead in Schirmer, damages may be sought 
for the expenses of the pregnancy and delivery and 
the consequential economic and non-economic 
losses.  Jurisdictions such as New Jersey, South 
Carolina, and Virginia typify the arguments for the 
recovery of consequential economic damages in 
these actions from a public policy perspective.3   The 
holdings in these jurisdictions express the rationale 
that tort recovery is intended to allow for the loss that 
the plaintiff has suffered and that, to disallow such 
a recovery in these instances, would be counter to 
the purpose and philosophy of tort actions.  Further, 
as noted in Naccash, such actions should allow for 
the recovery of consequential non-economic dam-
ages as well, since the burden of raising a child with 
a severe genetic disability can be just as damaging 
emotionally and psychologically as it is physically or 
financially.
 Other jurisdictions have also allowed for the 
recovery of consequential economic and non-eco-
nomic damages, though along different rationales.  
Illinois, in Siemieniec v. Lutheran General Hospital, 
implicitly allowed for the recovery of consequential 
non-economic damages on the ground that such a 
recovery could be founded on the principle that the 
parents were within the “zone of danger” provision, 
which is actionable in Illinois for those who can show 
that they have suffered emotional and mental effects 
from witnessing the injury to a related third person.4 
 However, for as many jurisdictions as are will-
ing to recognize wrongful birth causes of action, 
there are as many that do not recognize the action—
such as Georgia and Wisconsin5—or limit the dam-
ages recoverable to only those damages associated 
with the pregnancy and delivery of the child.  In that 
respect, the decision in Schirmer to likewise limit the 
recovery of such damages to only those associated 
with the pregnancy and delivery is not novel.  The 
rationale that is employed in these cases, as was 
employed in Schirmer, is that the valuing of being 
versus non-being is a calculus that is best left to the 
arena of public policy and, therefore, to the legisla-
tive process.

Post-§2305.116
 It is into this area, then, that Ohio has now 
entered.  With the introduction of H.B. 287 and its 
enactment, Ohio has joined the ranks of those ju-
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risdictions that have statutorily restricted actions for 
wrongful birth.  While jurisdictions such as Georgia 
and Wisconsin have not recognized these torts as a 
matter of jurisprudence, states such as Minnesota 
and Idaho have enacted statutes that deny the ac-
tion altogether.6 
 As in Ohio, these statutes preclude any person 
pleading a cause for an action in which a fetus would 
have been aborted but for the act or omission of an-
other person.  However, Ohio’s statute creates a 
provision within which such an action may be plead 
if it can be shown that the actor withheld information 
from the parent(s) of the child intentionally or will-
fully.  This section of §2305.116 reads: (C) Nothing in 
this section shall preclude a person from bringing a 
civil action or from receiving an award of damages in 
a medical claim based upon an intentional or willful 
misrepresentation or omission of information related 

to medical diagnosis, care, or 
treatment.7 
 What is the legal effect of 
such a provision?  If it can be 
shown by a plaintiff that a prac-
titioner had knowledge of a fetal 
defect but withheld that informa-
tion from the patient or inten-
tionally misrepresented such 
information to the patient, an 
action could still be maintained 
for wrongful birth in Ohio.  Is it 
realistic, however, to be able to 
establish such a claim?  How 
likely would it be that a practi-
tioner was asked to perform ge-
netic counseling who then, upon 
discovering a fetal defect, inten-
tionally withheld such informa-

tion from the patient for the purpose of depriving the 
patient of an informed choice as to whether or not to 
proceed with a pregnancy?  It could be argued that, 
while unlikely, it is not impossible for such an event 
to occur.  
 It could be further argued that where some 
states, such as Idaho—which adopted its statute in a 
similar reaction to the verdict in a wrongful birth case, 
Blake v. Cruz8—have barred all recoveries for such 
actions, Ohio has still allowed for recovery where the 
actions of the practitioner have been so flagrant and 
egregious as to shock one’s conscience and vio-
late the most basic tenets of the practitioner-patient 
relationship.  However, having removed the tort of 
wrongful birth from the field of medical malpractice 
and negligence into the realm of an intentional tort, 
not unlike an assault or battery, has altered the com-
plexion not just of wrongful birth actions themselves 
but of medical malpractice and the concept of stan-
dard of care itself.

 The basic premise of medical malpractice is 
that a duty is owed by the medical practitioner, typi-
cally a physician, to the patient.  That duty is defined 
as the standard of care.  When the practitioner de-
parts from that standard of care in such a way as to 
cause an injury to the patient and the patient suffers 
resultant damages, the prac-
titioner is found to be liable 
to the patient for those dam-
ages.  While much debate has 
raged about the appropriate-
ness of when and how such 
actions are brought and the 
resultant damage awards, it 
would be challenging to find 
a large constituency in the 
country that would hold that 
such a rationale is flawed.  
Disagreements over how the system of determining 
these cases works may exist, but most would agree 
that some mechanism that operated on these basic 
premises is sound.
 Within medical malpractice, the standard of 
care is established by the medical practitioners 
themselves.  It is impossible for a court or jury to es-
tablish what constitutes the standard of care for the 
treatment of a particular injury or illness.  Courts rely 
upon the testimony of expert witnesses to establish 
the standard of care that practitioners within a spe-
cialty or area of practice employ and to determine 
whether or not the practitioner in question deviated 
from the standard sufficiently to cause the injury to 
the plaintiff, such that the practitioner is liable for 
those damages.  Some may claim, quite accurately, 
that it is the court that holds the practitioner account-
able to the standard, since no other mechanism ex-
ists in our society to recompense the injured party 
for the practitioner’s departure from that standard.  
In that sense, therefore, the courts enforce the stan-
dard established by the practitioners and create the 
ground upon which those who have been injured by 
the practitioner’s departure may find redress for their 
injury.
 However, if, as in these cases, no grounds exist 
for recovery apart from a showing of willful or inten-
tional misrepresentation, where do the boundaries 
of the standard of care for genetic counseling and 
testing in these jurisdictions lie?  Practitioners may 
claim that the boundaries lie in exactly the same 
place as they did before—within the community of 
those practitioners.  However, if a patient seeks ge-
netic counseling or testing from a physician in these 
jurisdictions and that physician departs from that 
standard of care sufficiently—albeit with no lack of 
intentionally misleading the patient—as to deprive 
the patient of the constitutionally protected right to 
abort the pregnancy through a lack of information 
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and the patient then gives birth to a child with severe 
disabilities, where does the patient go to find justice?  
What redress is available to that patient for the lost 
privilege of making an informed, protected decision?  
If there can be no redress, can there be a meaning-
ful standard of care?
 Further, while it is currently possible to lim-
it such a liability in such a narrow fashion as with 
§2305.116, how far can such protection be extend-
ed?  With the rampant debates regarding tort reform 
and its necessity, where could such limits be imposed 
with justifying public policy arguments of preserving 
medical resources and containing escalating costs?  

Where such limitations are 
imposed, what mechanisms 
remain available to the soci-
ety to enforce the standard 
of care established by the 
practitioners?  Decreased 
insurance reimbursements?  
Decreased referrals or busi-
ness?  Strengthened peer 
review procedures?  And 
even if these mechanisms 
would serve to provide ef-
fective enforcement of those 
standards, what resources 
would be available for those 
injured by those breaches 
that would inevitably occur?

 It is uncertain where or when the issues re-
lated to wrongful birth suits and the other prenatal 
torts will be resolved.  Debate has swirled around 
whether or not wrongful birth actions and the lack 
of recognition or barring of their pursuit suffer from 
bad nomenclature.  Needless to say, the ongoing 
division regarding the acceptability of abortion itself 
fuels the debate.  Regardless, the actual effects of 
these decisions exist in the midst of our society in 
families such as the Schirmers.  While Ohio’s en-
actment of §2305.116 may appear to offer some 
redress for the most egregious cases, it alters the 
landscape not just of wrongful birth actions, but also 
where, how and why our society chooses to enforce 
the damages suffered by its citizens.  Perhaps such 
concerns will not plague these citizens in the future 
because of universal coverage—though that will still 
not necessarily redress the psychological and emo-
tional effects—but for now, those seeking genetic 
counseling in Ohio do so in an environment that is 
unique in almost every way from the rest of medical 
practice in the state and would be well considered to 
follow the adage, caveat emptor; buyer beware.

1Hester v. Dwivedi 733 N.E. 2d 1161 (2000), at 
1166.
2Gleitman v. Cosgrove 49 N.J. 22 (1967).

3New Jersey, see Berman v. Allan 80 NJ 421 (1979); 
South Carolina, see Phillips v. United States 575 F. 
Supp. 1309 (1983); Virginia, see Naccash v. Burger 
223 Va 406 (1982).
4Siemieniec v. Lutheran General Hospital 117 Ill. 2d  
230 (1987).
5Georgia, see Etkind v. Suarez 271 Ga. 352 (1999); 
Wisconsin, see Slawek v. Stroh 62 Wis. 2d 295 
(1974).
6M.S.A. §145.424, subd. 2; I.C. §5-334.
7O.R.C. §2305.116(C).
8See Blake v. Cruz 108 Idaho 253 (1984).

 All graduate and undergraduate professional 
students of any discipline are eligible, including indi-
viduals in fellowship or training programs. This case 
analysis essay competition is sponsored by BENO 
to stimulate the interest and education of students 
from multiple disciplines in applying principles of bio-
ethics in healthcare.
 Essays must be written in response to the case 
study below and are limited to 1000 words.  Par-
ticipants are encouraged to address various ethical 
principles and concepts relevant to the case.  En-
tries will be judged on the following criteria:

✓Comprehensive discussion
✓Consideration of relevant moral principles   
✓Discussion of compelling ethical arguments 
✓Persuasive conclusion to the ethical dilemma

 Prizes totaling $1000 will be awarded at the 
BENO 17th Annual Conference [May 10-11] banquet, 
Thursday May 10, 2007: first place, $350; second, 
$300; third, $200, and fourth, $150.
 Essays must be postmarked by Monday 
March 26 and mailed to Sister Judy Weirick, Vice 
President Mission and Ministry, St John West Shore 
Hospital, 29000 Center Ridge Rd, Westlake, OH, 
44145, or received via email by Monday March 26 
to: Judy.Weirick@csauh.com.  Please include post-
al, phone and email contact information. 
 All entries become the property of BENO. 
Prizes will be awarded on the basis of the number 
of entries submitted and the merit of their analysis.  
Therefore, we reserve the right not to award all priz-
es. Winning essays may be published in an upcom-
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ing issue of BIO-Quarterly.
THE CASE

 Ms. B is a 77-year-old female residing in a nurs-
ing home. She has a history of diabetes and several 
major strokes, which resulted in aphasia and serious 
cognitive deficits.  She is alert, but oriented only to 
name.  She can speak a few words, but does not fol-
low commands consistently. Ms. B was admitted to 
the hospital because of new mental status changes 
and a fever.  At the hospital she was diagnosed with 
pneumonia and a urinary tract infection and treated 
with antibiotics. A swallow evaluation, done early in 
the patient’s hospitalization, noted poor nutrition, as 
well as the risk of aspiration. Therefore a permanent 
feeding tube was recommended by the attending 
physician.  However, it was noted that Ms. B could 
not give consent for the surgery required to place the 
percutaneous endoscopic gastrostomy (PEG) tube.  
As noted, given her cognitive status she was not a 
competent decision maker.  Efforts were made by 
a social worker to find family or friends who could 
serve as proxy decision-makers for Ms. B.  Howev-
er, she had no immediate relatives and there were 
no other relatives or friends known by the nursing 
home; she seemed to have outlived everyone she 
knew. 
 At this point, strong disagreement among 
members of the medical team developed over the 
appropriateness of placing a PEG tube, which some 
argued was “life support,” without which the patient 
would “slowly starve to death.”  Others noted eat-
ing was one of Ms. B’s few pleasures in life. There 
was also disagreement over who had the authority 
to make this decision.  The medical team differed 
in what they viewed as in the patient’s “best inter-
est.”   Seeking a guardian was not a realistic option, 
as it would take at least 6 to 8 weeks for the court to 
even consider the case. Therefore the medical team 
called for an ethics consult.  What sorts of issues, 
ideas, ethical considerations would be central in any 
discussion concerning what ought to happen to Ms. 
B?  Given these, what ought to happen to Ms. B?

        
It is rare in bioethics literature to find discussion of 
healthcare fraud, its impact on patient care, or its 
cost.  This article presents a legal view of the issue 
and is full of interesting and important information.
 Gibeaut notes some history of government 
cheats going back to the Civil War.  Fraud (selling 

diluted gun powder, rotten rations, selling and resell-
ing diseased/weak horses to the cavalry, etc.) was 
so bad that Lincoln led Congress to pass the False 
Claims Act (FCA) of 1863. The FCA, called Lincoln’s 
Law, empowered both the government and private 
citizens to sue cheaters in court.  Today the law is 
one of the most significant tools used to fight fraud.  
It is especially effective because private litigants 
may sue in the government’s name.  These whistle-
blowers (called relators in the law) may file claims in 
secret (called qui tam) and may receive a portion of 
any money recovered.
 Originally the FCA and the qui tam provision 
were used regarding general government procure-
ment.  However, Congress has taken action begin-
ning in 2007 to use the FCA in aggressively targeting 
fraud in federally funded healthcare!
 In practice, states are now being encouraged to 
pass their own fraud laws to go after Medicaid theft.  
And the federal government is making it a worth-
while endeavor for States Attorneys to put resources 
into investigation and prosecution by doubling and 
tripling the percentage of recovered funds they may 
keep.
 In reality, healthcare fraud is the greatest 
single drain on federal and state treasuries—not 
the “$500 toilet seat.”  It is a “monster problem.” Last 
year the Medicaid expenditure (roughly 60% fed-
eral funds and 40% state funds) was expected to 
be $334 billion, and the Medicare expenditure (all 
federal funds) was expected to be $343 billion, for 
a total of $677 billion.  (Contrast these annual costs 
to Social Security at $550 billion.)  The estimates 
of healthcare fraud run as high as 10%.  This per-
centage may seem tolerable, but calculate the dollar 
amount.  The new federal encouragement for states 
to initiate qui tam prosecutions is only directed at 
Medicaid.  The Federal Department of Justice is un-
derstaffed and does not have the resources to inves-
tigate Medicare fraud.
 Gibeaut admits there are criticisms of the new 
program: (1) financial incentives for relator/whistle-
blower can be millions of dollars, (2) it may attract 
politically ambitious headline seeking attorneys gen-
eral, and (3) it may be one more incentive for physi-
cians not to accept Medicaid patients.

The Troubled Transformation of Britain’s Na-
tional Health Service, Rudolf Klein. NEJM, July 27, 
2006: 409-15.

 Envious and sometimes rosy American refer-
ences to the British National Health Service (NHS) 
are occasionally punctuated by an interesting peek 
behind the curtain.  These reports/articles are not 
usually written as an expose’ but often do expose 
realities of “crisis” in the British system that are not 
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routinely understood by US observers.  In reporting 
on political and systemic changes currently being 
attempted in the NHS, much is revealed about the 
shortcomings of their system.  Klein writes about 
(1) the major undertaking to transform the NHS—a 
“new model” for British healthcare, and (2) how and 
why the system reached its point of current crisis 
(his term).
 Klein argues first that the crisis is not fiscal.  
The government promised and delivered sizeable 
budgetary increases to bring the NHS spending up 
to that of other European countries.  During the pe-
riod of 1999 to 2007, spending increased from $75 
billion US to $160 billion, or a rate of 7.3% above 
inflation.  This unprecedented increase is more than 
double the average increases of previous decades.  
So the crisis is not due to “fiscal stringency.”
 Since its creation in 1948, the NHS has as a 
healthcare system, become highly centralized and 
swamped by “hyperactive government” political over-
sight so that “ministers were answerable for every 
dropped bed pan in the NHS….”  This “command-
and-control system” as Klein refers to it, became the 
center of the crisis characterized by persistently long 
waiting lists, inefficiency, and wide variations in qual-
ity of service.  
 The new transformative model is a move away 
from politician-led NHS to a patient-led NHS.  “Min-
isterial fiat” is being replaced by patient choice and 
competition.  The political-philosophical change 
over is painful, confusing, and not yet complete, but 
Klein says “all the elements of the new model are in 
place….”  
 In simple terms, there are five essential targets 
of change: (1) increased patient/treatment capacity, 
(2) new and additional funding mechanisms, (3) in-
troduction of quality and clinical excellence monitor-
ing of services instead of politicians themselves), (4) 
increased patient choice of both location and provid-
er (including outside of NHS private treatment), and 
(5) a payment-by-results system with DRG-like and 
“block contract” elements similar to the US system.  
All this will create a “mimic market” that Klein is care-
ful to distinguish from privatization or a US market 
system.
 But with this transformative process under way, 
the NHS faced a public and political crisis in 2006 
due to temporary financial shortages resulting in 
thousands of jobs lost and cancelled medical pro-
cedures. Implementation and re-engineering of the 
system—a “creative destruction”—are encounter-
ing predictable resistance: “medical morale remains 
brittle.”  Yet, Britain’s physicians are now the best 
paid in Europe.  Klein remains optimistic that the el-
ements of the transformation model—competition, 
patients’ choice, and payment by results—are “tight 
and clear cut.”  He is concerned, however, that the 

process and pace of the transformation may not be 
crisis-exempt.  

Why the Groningen Protocol Should Be Reject-
ed, Frank A Chervenak, et al. Hastings Center Re-
view, Sept-Oct 2006: 30-33.

 The authors are responding to Verhagen and 
Sauer who wrote articles proposing a protocol for 
decision making concerning euthanasia for new-
borns, an action that is now permitted under Dutch 
Law.  It seems that 21 of 22 cases cited in regard 
to the Groningen Protocol were infants with spina 
bifida.  Although it is not clear until the end of the ar-
ticle, it is the use of this diagnosis that is the central 
issue for the authors. Spina bifida may on occasion 
qualify for euthanasia, but generally it does not meet 
the criteria of hopeless, unbearable suffering, and 
unacceptable quality of life.  It is not fatal.  Normal 
intellectual function is possible.
 Meanwhile, the authors take significant issue 
with the failure (and difficulty) to define with any pre-
cision such concepts as “hopelessness,” “unbear-
able suffering,” and “quality of life” in regard to new-
borns.  Certainly newborns can feel pain; however, 
the idea of suffering and quality of life cannot be 
experienced because newborns lack the essential 
required cognitive capacity and psychosocial experi-
ence that give such concepts any meaning. 
 But the authors’ final and central argument 
against spina bifida and Groningen is that there 
should be no need to be debating the justification 
of euthanasia regarding spina bifida babies.  The 
reason?  If pregnant women routinely received high 
quality prenatal obstetric care that included second 
trimester ultrasound, abortion would eliminate the is-
sue entirely.  And, forsooth, in November 2005 the 
Dutch endorsed just such a practice.  That seems to 
substantially neutralize the authors’ criticisms mak-
ing the article’s title somewhat odd.

The First Fourteen Days of Human Life, Patrick 
Lee and Robert P George. The New Atlantis, Sum-
mer 2006: 61-67.

 A clear and factual understanding of the first 
two weeks of human life is ethically important for two 
reasons: (1) some assign no individual moral sta-
tus to an embryo until implantation (up to as long as 
six days after fertilization), and (2) some argue that 
embryos are not human beings until the possibility 
of twinning has passed and the primitive streak ap-
pears at about fourteen days.  Interestingly, the “two 
week” argument is used by moral conservatives and 
liberals alike.
 Lee and George suggest the “two week argu-
ment” can no longer be sustained as a significant 
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developmental marker point in light of known embry-
ology.  Their argument involves somewhat complex 
biological processes such as maternal signaling fac-
tors, bilateral symmetry, polarity, compaction, cavita-
tion, etc.  These processes have a “unitary trajec-
tory”—the maturation of the human embryo.  All this 
occurs in the first week of life and prior to implan-
tation which when it does occur, does not change 
or transform in any way the biological nature of the 
developing organism itself.
 Next, the authors address the biology of mono-
zygotic twinning, a possibility up until about the four-
teenth day of gestation.  It is commonly argued that 
since it is not certain that a zygote is going to be-
come one or two embryos until after development 
has progressed beyond the possibility of twinning, it 
cannot be considered an individual prior to that.
 In this situation, the authors do not see the 
puzzle or “problem” posed by the cellular divide.  
It is a form of asexual reproduction—unusual and 
uncharacteristic in human gestation, but possible 
and actual.  Twinning does not developmentally es-
tablish individuality where none had previously ex-
isted.  Twinning does not involve the division of an 
individual in half.  Early undifferentiated cells on an 
individual human growth trajectory experience, for 
reasons unknown at this time, an extrinsic division 
of a small number of cells that continue to grow on a 
separate individual human growth trajectory. 
 Modern embryology, Lee and George argue, 
clearly supports the preimplantation organism as a 
group of cells evidencing purpose and trajectory to-
ward individuality, and neither implantation nor twin-
ning represent any kind of significant embryological 
change in the biological (and therefore, moral) sta-
tus of the human organism.

When Law and Ethics Collide—Why Physicians 
Participate in Executions, Atul Gawande. NEJM, 
March 23, 2006: 1221-29.
 Periodically an article will appear concerning 
capital punishment in the US and physician activ-
ity associated with carrying out the death sentence.  
This article begins on that familiar track but makes a 
novel turn that sets it apart as very interesting read-
ing.
 Gawande recounts recent court rulings that or-
der physician supervision of executions by lethal in-
jection (Ninth Circuit Court of Appeals, 2006).  Since 
capital punishment was resumed in 1976, lethal in-
jection has come to be the universal preferred meth-
od.  But this method medicalizes the procedure and 
requires some degree of professional skill to carry 
out.  Stanley Deutsch, MD developed a protocol of 
anesthesia agents and dosages that were widely ac-
cepted.
 However, in 1980 the AMA passed a resolution 

against physician participation in capital punishment 
as ethically unacceptable.  In fact, virtually all partici-
pation—from prescribing the medication, supervis-
ing placement of the IV, to pronouncing death—was 
prohibited.  The American Nursing Association also 
adopted a prohibition.  And the Society of Correc-
tional Physicians has the strictest ban of the three.  
 However, today, of the thirty-eight states using 
lethal injection, thirty five states allow physician par-
ticipation, and seventeen require it (Ohio is not listed 
as one of them). So the question is: Who are these 
physicians/nurses involving themselves in capital 
punishment against the ethics codes of their profes-
sions?  This is where Gawande’s report becomes 
quite interesting. He identified fifteen participating 
professionals; but only four physicians and one 
nurse agreed to an interview.  As a group they had 
helped with forty-five or more executions.
 What follows are the often personal and de-
tailed stories of the participants.  Some were quite 
afraid of being identified and spoke cautiously; some 
kept their activity secret from colleagues and even 
family members.  No one had any great enthusiasm 
for the executions.  But because the nature of lethal 
injection is specifically medical, most felt an obliga-
tion to ensure that it was done correctly and with ap-
propriate expertise.  One physician who opposes the 
death penalty still participates.  He views it in terms 
of end-of-life care: ensuring that the dying process is 
without pain and suffering.
 Gawande is struck by the competence-com-
fort-compassion argument, but in the end, he finds it 
unpersuasive.  He is more than troubled that profes-
sional codes of ethics are being assaulted by gov-
ernment fiat.  He believes all medical professionals 
should be banned by law from participation in execu-
tions. 
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Belmont Revisited: Ethical Principles for Re-
search With Human Subjects, James F Childress, 
et al, (Eds.) Georgetown University Press, 2005: 
279pp

 Albert R. Jonsen, the author of Bioethics be-
yond the Headlines, is one of the founders of bio-
ethics. His influential book, Clinical Ethics, written 
with Mark Siegler and William J. Winslade, should 
be required reading for anyone with deep interest in 
bioethics.  Though I don’t agree with his position on 
casuistry, I also much admire his book, The Abuse 
of Casuistry was written with the well-known philoso-
pher Stephen Toulmin.  My respect for Jonsen led 
me to read Bioethics beyond the Headlines:  Who 
Lives?  Who Dies?  Who Decides?  Additionally, the 
title raised speculation about the book’s content.  I 
imagined, perhaps idiosyncratically, that the book 
is about day-to-day bioethics, for example, what a 
bioethics consultant encounters in a large hospital 
setting.  Although I’m an academic, I’ve been around 
practicing bioethicists enough to know that they of-
ten encounter cases where someone lives or dies 
due to moral decision making.  Who decides?  Who 
better to get the answer from than Jonsen?  
 I was wrong.  That is not at all what the book is 
about.  “Who Lives? Who Dies? Who Decides?” are 
questions that are rarely explicitly raised in the body 
of the text.
 A reviewer shouldn’t complain that a book isn’t 
what the reviewer expected or wanted.  Jonsen tells 
us what the book is meant to be:  “Bioethics Beyond 
the Headlines is a primer in bioethics, an introduc-
tion to the topics and discussions that engage bio-
ethicists.  But a primer is not merely a first book; it 
should also ‘prime’ the interest of the reader, prepare 
the mind for a more expansive venture into these is-
sues by starting with a small dose.” (p.3) Of course, 
he presents a worthy goal.  Honestly, I’m still debat-
ing whether he accomplishes his goals.  If he doesn’t, 
his book does come close.  Regardless, the reader 
should be cautioned that it isn’t an introduction to 
bioethics, such as one would get in a college course 
or textbook; the claim is that it is an introduction to 

topics and discussions in bioethics, something very 
different.
 Jonsen also believes the book is for everyone; 
he lists patients, their families and friends, doctors, 
nurses, social workers, judges, lawyers and legisla-
tors.  I suspect that his style is too academic for much 
of the intended audience.  Jonsen tends to drop a 
lot of names.  Knowing something about the person 
he mentions helps to add interest.  For example, in 
discussing assisted reproduction, he quotes Joseph 
Fletcher’s approval and Leon Kass’s disapproval.  
Picking these people makes sense in a way that 
many of the intended readers, I suspect, are likely 
to miss. Here is probably the most egregious, but 
fortunately not at all typical, example of “name drop-
ping.”  “In England, Thomas Hobbes, John Locke, 
Lord Shaftsbury, Bishop Butler, David Hume, Jeremy 
Bentham, and John Stuart Mill, in Europe, Benedict 
de Spinoza, Immanuel Kant, Georg Hegel, Arthur 
Schopenhauer, and Friedrich Nietzsche produced 
masterpieces of ethical reasoning.”  (p. 12.)  Noth-
ing more is said about most of these philosophers.  
Instead, Jonsen gives an unexplained endorsement 
for G.J. Warnock’s view that ethics is about amelio-
ration of the human condition.  So all in all the book 
is not going to be easy reading for the uninitiated.  
Those who know a lot about bioethics will have an 
easier time and will probably more appreciate Jon-
sen’s historical insights. However, the initiated will 
also cover lots of familiar ground.
 Aside from introductory comments and three 
appendixes (which I don’t recommend), the book is 
divided into three parts, with fifteen topics covering 
a total of 160 pages.  Each topic is succinct; for ex-
ample, “Organ Transplantation” covers seven pages 
plus a page for references and a bibliography for fu-
ture reading. In each topic “Beyond the Headlines” 
makes sense and illuminates his work. Bioethical 
concerns do make headlines; think of the coverage 
of the Terri Schiavo case.  Most of Jonsen’s topics 
begin with a headline.  “Defining Death” opens with 
“Brain Dead Woman Dies after Fifteen Years.”  (p. 
26)  
 I particularly like the opening material of the 
“Neuroscience” topic, dealing with rhesus monkeys 
controlling a computer cursor by thinking about it; the 
citation is from The New York Times article, “Monkey 
Think, Robot Do.” (October 13, 2003)  
 After the headline story is explained, Jonsen 
typically turns to bioethical debate, involving pros 
and cons.  In “Neuroscience” a good part of the de-
bate is over the legitimacy of neurological human 
enhancement. The debate is beyond the headlines 
but says little about who decides on life and death.  
The chapter ends with some speculation on what 
philosophers call the “mind/body problem.”  Are we 
merely a “pack of neurons,” as Sir Francis Crick ar-
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gued?  Jonsen raises questions, wondering, for ex-
ample, whether Crick thought he deserved his No-
bel Prize or received it as a function of his neurons?  
Jonsen adds, “Or, in a moment of humility, might he 
admit that, as Paul Ricoeur told Changeux, ‘In the 
last analysis, we are dealing with two discourses of 
the body.’” (p. 125) The phrase picks up on an earlier 
paragraph (p. 116) that cites the conversation as an 
exception to the general silence about the new field 
of neuroethics.
 The fascinating neuroethics topic is part of a 
genuine strength in Jonsen’s book.  He wants to ex-
pand the horizons of bioethics.  He takes seriously 
that ‘bio’ in ‘bioethics’ comes from the Greek word 
bios that means life.  Thus, all life issues should be 
of concern in bioethics.  Jonsen’s final topic is “En-
vironmental Ethics.”  He appropriately notes that the 
environment has an enormous impact on health; he 
also points, in passing, to the toxicity of health care 
itself.  Nevertheless, bioethics is not environmental 
ethics, and the topic reads more like a brief introduc-
tion to environmental ethics than one focusing on its 
overlap with bioethics.  The topic headline, “Farm-
ers Oppose Genetically Engineered Crops” is on the 
right track, but too many words, in the few pages 
allotted, are spent on basic environmental ethics 
debate, for example about the moral status of eco-
systems.  I’m not saying this isn’t important.  It is.  
I’m saying that it would have been more helpful, in 
making the point about extending bioethics, to stick 
with the direct impact of the environment on human 
health.  The topic is an excellent overview of envi-
ronmental ethics that bioethicists should read.
 I’m still wondering about how strongly to rec-
ommend Jonsen’s book.  I certainly benefited from 
it, even though I guess it wasn’t written for me.  I 
appreciate the starting assumption: bioethics is in 
the headlines and there’s much more beyond them.  
Jonsen’s topics do cover life and death issues. Also, 
I think Jonsen is right that everyone should know 
more bioethics.  Jonsen’s short book is a good be-
ginning for many but not all. Perhaps the book is 
right for those of us who are as pleased to read a 
paragraph about the conversation between Ricoeur 
and Changeux as we are to learn about Donald 
“Dax” Cowart’s desire, in 1973, to end treatment for 
his severely burned body, the headline story of the 
topic “Autonomy of the Patient.”

Error Sparks Stem Cell Debate Confusion
The Associated Press
September, 2006

 An advance in stem cell research that was in-
tended to resolve moral differences over the promis-
ing but controversial field has ignited fresh conflict in-
stead. Because stem cells can turn into virtually any 
type of human tissue, they hold promise for treating 
a host of human maladies. But critics have argued 
that creating the cells for research is wrong because 
it requires the destruction of human embryos in their 
earliest stages.
 Scientists say the field’s progress is seriously 
hampered by federal funding restrictions that are 
motivated by those moral objections. The California 
biotech company Advanced Cell Technology has 
proposed a way out of the impasse. Writing in the 
scientific journal Nature, ACT researchers described 
a way to make stem cells from single cells that had 
been removed from embryos. Because fertility doc-
tors routinely remove single cells from embryos for 
genetic testing and then successfully implant them, 
the technique could in theory be used to create stem 
cells without destroying human embryos.
 In reality, however, the embryos used by the 
company were destroyed in the course of develop-
ing the method. The researchers removed an aver-
age of five to six cells from each embryo rather than 
one to improve their chances of success. Removing 
that many cells at such an early stage of develop-
ment effectively destroys an embryo.

Sterile Victims Stand Up, Decry Legacy 
of Eugenics
Chicago Tribune 
September, 2006

 It is hard for Elaine Riddick to talk about how 
the state of North Carolina sterilized her without her 
knowledge at the age of 14, changing her life forever. 
After Riddick became pregnant from a rape, doctors 
on the Eugenics Board of North Carolina decided in 
1968 that she was too “feeble-minded” to ever be a 
good mother and wanted to ensure that she never 
would get pregnant again. So doctors tied her tubes 
and didn’t tell her.
 Thirty-eight years later, Riddick, 52, has 
emerged as a voice for thousands of victims of state-
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sponsored sterilizations that were part of the eugen-
ics movement in the United States from the 1920s to 
the 1970s. Riddick and others are coming forward 
and forcing states to address their roles in a contro-
versial social experiment that went awry.
 The idea behind eugenics, a concept em-
braced by Nazi Germany, was to wipe out future 
poverty, crime and other social ills believed to result 
from genetic flaws. By sterilizing the feeble-minded, 
mentally retarded, insane and epileptic, eugenicists 
believed they would ensure that undesirable traits 
would not continue through generations.
 North Carolina had one of the most active and 
long-running programs. At least 7,500 poor African-
Americans and whites, many of them welfare recipi-
ents, were tricked or forced to undergo sterilizations 
from 1929 to 1975. Throughout the United States, 
an estimated 65,000 people—overwhelmingly wom-
en—were involuntarily sterilized.
 Though state boards ordered thousands of 
sterilizations, experts said many more occurred dur-
ing that time, though not part of state-mandated pro-
grams. Many women still don’t know whether they 
were affected. In North Carolina, the official records 
of the program are sealed in state archives. No 
states now have eugenics programs.

More Couples Screening Embryos for Gender
The Associated Press
September, 2006 

 Almost half of U.S. fertility clinics that offer em-
bryo screening say they allow couples to choose the 
sex of their child, the most extensive survey of the 
practice suggests. Sex selection without any medi-
cal reason to warrant it was performed in about 9 
percent of all embryo screenings last year, the sur-
vey found.
 Another controversial procedure—helping par-
ents conceive a child who could supply compatible 
cord blood to treat an older sibling with a grave ill-
ness—was offered by 23 percent of clinics, although 
only 1 percent of screenings were for that purpose in 
2005.
 Survey results were published by the medical 
journal Fertility and Sterility. The survey was led by 
Susanna Baruch, a lawyer at Johns Hopkins Univer-
sity’s Genetics and Public Policy Center in Washing-
ton, D.C., with the cooperation of the reproductive 
medicine society. It involved an online survey of 415 
fertility clinics, of which 190 responded.
 They were asked about pre-implantation genet-
ic diagnosis, or PGD, which can be done as part of 
in vitro fertilization, when eggs and sperm are mixed 
in a lab dish and the resulting embryos implanted 
directly into the womb. In PGD, a single cell from an 
embryo that is three to five days old is removed to 

allow its genes and chromosomes to be analyzed.
 About 1 of every 20 in vitro pregnancy attempts 
in the United States last year used PGD, the survey 
found. Two-thirds of the time it was to detect abnor-
malities that would keep the embryo from develop-
ing normally and doom the pregnancy attempt.
 In 12 percent of cases, PGD was used to de-
tect single-gene disorders like those that cause cys-
tic fibrosis. Three percent of cases were to detect 
problems that mostly affect males, because they 
have only one copy of certain genes.
 However, these cases are different from those 
done purely for gender preference. Forty-two per-
cent of clinics that offer PGD said they had done so 
for non-medically related sex selection. Nearly half 
of those clinics said they would only offer sex selec-
tion for a second or subsequent child.
 Many countries ban PGD or restrict its use to 
the prevention of serious inherited diseases. Many 
people from foreign countries travel to the United 
States to obtain it, especially from countries like Chi-
na and Canada. 

Feds: HIV Testing Should be Routine 
for Americans
The Associated Press
October, 2006 

 Millions of Americans may soon undergo their 
first HIV test—not because of any high-risk behavior, 
but because federal officials believe testing should 
be routine for all Americans ages 13 to 64.
 The U.S. Centers for Disease Control and Pre-
vention (CDC) officials said they aim to prevent the 
further spread of the disease and prompt needed 
care for an estimated 250,000 Americans who have 
the AIDS virus but don’t know it.
 The recommendations aren’t legally binding, 
but they influence what doctors do and what health 
insurance programs cover. However, some doctors’ 
groups predict the recommendations will be chal-
lenging to implement, requiring more money and 
time for testing, counseling and revising consent 
procedures.
 The recommendations were endorsed by the 
American Medical Association, which urged doctors 
to comply. The CDC said it’s difficult to predict how 
many doctors will.
 Previously, the CDC recommended routine 
testing for those at high risk for catching the virus, 
such as intravenous drug users and gay men, and 
for hospitals and certain other institutions serving 
areas where HIV is common. It also recommended 
testing for all pregnant women.
 Under the new guidelines, patients would be 
tested for the virus as part of the standard tests they 
get when they go for urgent or emergency care, or 
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even during a routine physical. The CDC recom-
mends everyone get tested at least once, but annual 
testing is urged only for people at high risk.
 Consent for the test would be covered in a clin-
ic or hospital’s standard care consent form. Patients 
would be allowed to decline the testing. The CDC’s 
guidelines say no one should be tested without their 
knowledge. Doctors should tell patients anonymous 
testing is also available, if they’d rather choose 
where they want to get HIV testing.
 The cost of the new policy is not clear. A stan-
dard HIV test can cost between $2.50 and $8, public 
health experts say. New rapid tests cost about $15. 
If an initial result is positive, confirmatory tests can 
cost another $50 or more. Treatment for HIV can 
cost more than $10,000 a year.
 The CDC has been working on the guidelines 
for about three years, and got input from more than 
100 groups, including doctors’ associations and HIV 
patient support groups.

Face Transplant Recipient Doing Extremely Well
Medical News Today, 
November 2006

 Isabelle Dinoire, who had a partial face trans-
plant a year ago, can go out without people noticing 
her scars, said her doctor, Professor Devauchelle, 
Centre Hospitalier Universitaire, Amiens, France. 
Isabelle says she is now able to smile.
 Devauchelle was interested to hear that people 
who had only seen her before her face was mauled 
are starting to recognize her—meaning she is begin-
ning to look like her old self. It was expected that a 
face transplant recipient would look different—nei-
ther like her/his old self nor the donor.
 Devauchelle said she does have scars, but 
they don’t stand out. He added that she still occa-
sionally experiences minor inflammations near wires 
deep beneath her skin. With a bit of make-up, he 
added, the scars are hardly noticeable.
 Her face has restored its sensitivity to touch 
and temperature. She can drink and eat without dif-
ficulty now.
 Since her operation, there have been two oc-
casions when her body started to reject the foreign 
tissue. However, this was successfully treated with 
immunosuppressant drugs. Even though doctors 
advised her to give up smoking, Isabelle continues 
to smoke. She lost parts of her face when her dog 
tried to revive her during a suicide attempt.

FDA Primed To Help Dying Patients Gain Easier 
Access To Unapproved Drugs
by Food and Drug Law Institute
Medical News Today, 
January 2007

 In 2007, terminally ill patients are expected to 
gain expanded access to unapproved medications. 
As soon as its proposed guidelines become final lat-
er this year, the Food and Drug Administration (FDA) 
will proactively assist physicians in getting experi-
mental drugs in the hands of their dying patients.
 The FDA is taking action on the controversial is-
sue of access to unapproved drugs as the landmark 
case of Abigail Alliance v. von Eschenbach heads 
toward a possible showdown in the U.S. Supreme 
Court. On March 1, the U.S. Court of Appeals for the 
District of Columbia will hear FDA’s rehearing peti-
tion on its May 2006 ruling that terminally ill patients 
have a constitutionally based right to access to ex-
perimental drugs not fully approved by the agency.
 Six months after the ruling by the three-judge 
appeals court panel, FDA published a proposal for 
“significant regulatory changes” to expand access to 
unapproved drugs.
 The agency is currently evaluating public com-
ment on those guidelines and is not expected to is-
sue final rules for several months. However, after 
FDA publishes those final rules, it is committed to 
making sure that physicians who want to get unap-
proved medications for their patients have all the in-
formation they need to process their applications. 
 Although patients will be able to apply through 
their physicians for expanded access to unapproved 
drugs, FDA has no authority to compel them to do 
so, emphasizes Cruzan. “As the preamble to the 
proposed rule says, ‘FDA cannot compel a drug 
manufacturer to provide access to investigational 
drugs for treatment use.’” Whether pharmaceutical 
firms make such medications available will be their 
decision, Cruzan explains.
 No matter what happens with the final FDA 
rule and the Abigail Alliance case, the decades-long 
debate over expanded access is not likely to end 
soon.
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MARK YOUR CALENDAR!

17th ANNUAL BENO CONFERENCE
May 10 & 11, 2007

Same Location—New Name!

THE CROWNE PLAZA
(Formerly the Dublin Clarion Hotel) 

(Northwest Columbus)

Thursday Dinner Speaker:
William Colby, JD author of

Long Goodbye: The Deaths of Nancy Cruzan &
Unplugged: Reclaiming Our Right to Die in America

“From Cruzan to Schiavo: What Have We Learned?”

Friday Keynote Presentation:

“Morally Managing Medical Mistakes”
Martin Smith, STD 

(Former BENO President)

Thursday Afternoon Intensives & Evening Dinner Meeting
Friday Plenary and Elective Breakout Sessions 

Knowledgeable Speakers
Topics of Importance and Interest

Continuing Education Credit

And as always, a great group of friends and colleagues 
from all around Ohio!
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Hiram College Center for Literature, Medicine 
and Biomedical Humanities presents,

Leveraging Change: 
The Politics and Economics 

of Global Poverty and Health Care
An international symposium held on the campus of Hiram College

June 21-24, 2007

This symposium will address critical topics in international health care and issues of dis-
parity within the U.S. health care system, paying attention to the political and economic 
forces that contribute to these health care disparities/inequalities.  During the sympo-
sium, participants will engage with researchers, health care professionals, humanities 
and social science scholars, and artists on such issues as:

1) What should motivate people to help others--to make a difference or to make a 
living?  Can the two motivations be combined?
2) What commitments to human moral equality and justice are required of the in-
ternational biomedical research community, public health care planners, providers 
of health care, and distributors of resources? What are obstacles to and ways of 
resolving issues of global health care injustice?
3) What narratives drive individuals and organizations to adopt other-regarding be-
havior? How do the world’s drama, music, art and literature help address problems 
of global poverty and health care?

Call for papers for the symposium
 Paper proposals will be due no later than April 15; notification within two weeks of 
receipt of proposal, no later than May 1.  

Registration; room and board
 Registration and room and board information will be available on our website (lit-
med.hiram.edu) by mid-January.  Or you may contact Teddie Joeright at 

joerightta@hiram.edu or 330-569-5380.

An intensive four-hour graduate course connected to the symposium will begin on June 
18 at Hiram. It will conclude June 24, except for the research paper. For more informa-
tion, contact mais @hiram.edu or call 330-569-6111.

The Summer Symposium is supported in part by a challenge grant from the 

National Endowment for the Humanities
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To these recent new members of BENO, we want to say
WELCOME 

and thank you for your support!

Institutions
Sandra L. King
Southwest Hospice
Strongsville, OH

Individuals
Barbara A. Matlak, RG
Adult Guardian Services
Cleveland, OH

 Wendy Moore’s The Knife Man is a biographi-
cal account of the career of John Hunter, an 18th 
century English surgeon and student of human anat-
omy.  Hunter lived in an era when the science of hu-
man anatomy was in its infancy and its significance 
for the practice of surgery was unrecognized.  John 
Hunter learned his craft as a student of his brother 
William, with whom he worked for most of his career.  
Rivalry eventually drove the bothers apart and only 
relatively late in life were John Hunter’s accomplish-
ments recognized.
 As one reads this fascinating study, ones 
needs to set aside scruples about body snatching 
and grave robbing.  John Hunter did not work in the 
antiseptic surrounding of a morgue or anatomy lab, 
but rather in rooms sequestered away in the base-
ments of his homes.  He and his students conducted 
their research only in the colder months of the year 
when it was somewhat possible to preserve their 
specimens.  Hunter’s research is enshrouded in the 
macabre and grotesque. 

BOOK REVIEWS

THE KNIFE MAN: BLOOD, BODY 
SNATCHING, AND THE BIRTH OF 
MODERN SURGERY

By John A. Gallagher, PhD
Catholic Healthcare Partners
Cincinnati OH

Wendy Moore
(New York: Broadway Books, 2005), 341 pages

THE GHOST MAP
Steve Johnson 
(New York: Silverhead Books, 2006), 299 pages

 An ethicist reading the The Knife Man does 
face the question, can the end justify the means?  
There are accounts of surgery narrated in this work 
that border on butchery, accounts of surgeries per-
formed by surgeons with little or no knowledge of 
muscle structure or the pathways of nerves, to say 
nothing of the lack of anesthesia; one can only mar-
vel that any patients survived.  John Hunter’s ge-
nius, with whatever other modifiers one might deem 
appropriate, was in beginning to compile the infor-
mation concerning human anatomy essential to the 
high success rates of modern surgery.  One con-
clusion that can be drawn is that ethical dilemmas 
are not new to the practice of medicine and human 
subjects research.
 Steven Johnson’s The Ghost Map is a study in 
19th century epidemiology.  In an effort to detect the 
source of a cholera epidemic in London, the physi-
cian John Snow mapped the sites of the homes of 
victims.  The map enabled him to identify a water 
pump as the source of the disease.
 The Ghost Map presents a much different ethi-
cal issue than any of those posed by The Knife Man.  
The ethical issue that confronted Snow was how to 
change the cultural mind set, shared by physicians, 
public officials and journalists, that cholera was an 
air-borne disease.  Perhaps residents of the 21st 
century are more willing and more able to embrace 
new scientific theories.
 Both of these books make interesting reading 
for anyone interested in the history of medicine.  The 
common reminder that weaves its way through both 
books is that modern medicine is a very young dis-
cipline and that contemporary standards of medical 
practice and even basic presumptions of the science 
of medicine need to remain open to further question-
ing.


