Quote to note
“In the life of a man, his time is
but a moment, his being an
incessant flux, his senses a
dim rushlight, his body a prey
of worms, his soul an unquiet
eddy, his fortune dark and his
fame doubtful.
“ In short, all that is of the
body is as coursing waters,
all that is of the soul as
dreams and vapors; life a
warfare, a brief sojourning
in an alien land; and after
repute, oblivion.”
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ne of the fruits of the “genetic
revolution” in biomedicine has
been the ability to splice functional genes into the DNA of human
cells to produce stable changes in the
bodies of patients. The use of these
“human gene transfer” techniques to
treat genetic disease has been widely
endorsed, as long as two lines are not
crossed: no changes are made that would
be passed on to the patient’s children;
and no attempts are made to exceed
restoration of the normal, that is, to
“genetically enhance” human traits like
stamina, strength, beauty, memory or
intelligence. This second boundary is
particularly interesting, because it captures an important moral intuition and,
at the same time, is at constant risk of
collapsing under the weight of basic
conceptual arguments. If the boundary
between gene therapy and genetic enhancement is to serve as a useful line for
policy, we should be clear about what it
is demarcating.

Treatment-enhancement
distinctions

in collaboration with
Dartmouth-Hitchcock
Medical Center

The treatment-enhancement distinction
is often employed to argue that therapeutic uses of genetic engineering fall within
the boundaries of medicine’s traditional
domain, while enhancement uses do not,
and therefore are more problematic.1
There are several interesting rejoinders to
this argument. Some argue that medicine

has no essential domain of practice, so that
a coherent distinction between medical
and non-medical services never can be
drawn in the first place. Others accept
the distinction between treating and
enhancing, but challenge the traditional
values of medicine by arguing that privileging treatment over enhancement is
itself wrong. Others argue that, in any
case, for psychological and economic
reasons, the line between treatment and
enhancement will be impossible to hold
in practice.2
There is another response to the distinction between treatment and enhancement, however, that is particularly
relevant to gene transfer research. This
response criticizes the distinction by
showing how it dissolves in the use of
human gene transfer techniques to prevent
disease when such interventions involve
the enhancement of the body’s health
maintenance capacities. For example,
many new cancer protocols involve transferring genes that improve the ability of
the human immune system to detect
cancer cells, while other gene therapies
already give their recipients better than
normal abilities to lower cholesterol levels.
To the extent that disease prevention is a
proper goal of medicine, and the use of
gene transfer techniques to enhance
human health maintenance capacities
will help achieve that goal, critics ask,
(Continued on Page 2)

Genetic enhancement (Continued from Page 1)

how can we claim that we should be
“drawing the line” at enhancement?
There have been a number of attempts
to explain how the concept of “enhancement” can function as a boundary for
medical practice and still include legitimate forms of preventive medicine. Some
argue that any intervention designed to
restore or preserve a “species typical”
level of functioning should count as
treatment, leaving only interventions
that would create capabilities beyond
the range of normal human variation to
count as “enhancement.” Others attempt
to draw the line between interventions
for diagnosable pathologies and those
aimed at improvements unrelated to the
individual’s health.3 All of these efforts,
however, face a fundamental practical
challenge: no matter how the line is
drawn, most of the gene transfer interventions that could become problematic
as enhancement interventions would not
have to cross that line in order to be
developed and approved for clinical use.
Most gene transfer protocols with potential for enhancement uses first will
emerge as therapeutic agents. Memory,
intelligence and other cognitive enhancement interventions, for example, are
likely to be approved for use only in
patients with neurological diseases.
However, to the extent that they are in
high demand by individuals who are
merely suffering the effects of normal
aging or want to increase their IQ, the
risk of unapproved or “off-label” uses of
these products will be high.
These realities press us to articulate
the moral dangers of genetic enhancement more clearly. After all, personal
improvement is praised in many spheres
of human endeavor, and interventions
such as cosmetic surgery are well
accepted in our society as means of
achieving personal improvement goals.
Why should “genetic enhancement”
mark a boundary for medicine?

Enhancement as a form of
cheating
The idea has emerged that genetic enhancements are a form of social cheating.
This is the view that taking a biomedical
shortcut erodes the social practices that
make the human achievement valuable in

the first place. Thus, some argue that it
defeats the purpose of the contest if the
marathon runner gains endurance chemically rather than through training, and it
misses the point of meditation, to gain
Nirvana through psychosurgery. In both
cases, the achievements — successful
training or disciplined meditation —
add value to the improvements because
they are understood to be admirable
social practices in themselves. To the
extent that biomedical shortcuts increasingly allow specific accomplishments to
be divorced from admirable practices, the
social value of those accomplishments —
the runner’s physical endurance or the
mystic’s visions — will be undermined.
Not only will the intrinsic value be
diminished for everyone who takes the
shortcut, but the resulting disparity
between the enhanced and unenhanced
will call into question the fairness of the
game. A runner genetically enhanced for
endurance will hardly be a fair match for
his genetically unenhanced competitor.
For institutions interested in continuing
to foster the social values for which they
have been the guardians, this point has
two ethically equivalent implications.
Either they must redesign the game to
evaluate excellence in admirable practices
that are not affected by biomedical
enhancements, or they must prohibit the
use of the enhancing shortcuts.

Enhancement as an abuse of
medicine
Unfortunately, some social practices,
such as stigmatization and discrimination, are based on traits over which individuals have little control: skin color,
stature or physical ability. It is becoming
increasingly possible to seek biomedical
help in changing these traits with skin
lighteners, growth hormone and other
enhancements to improve the recipient’s
social standing. Unfortunately, this only
perpetuates the social bias under which
they originally labored. When “enhancement” is understood in this way, as an
attempt to use medicine to conform to
unjust social norms, it warns of still
another set of moral concerns.
What makes providing human
growth hormone to a normally short
child morally suspicious is not the
absence of a diagnosable disease or the
“species atypical” hormone level that
2

would result: rather it is the intent to
improve the child’s social status by
changing the child rather than by changing the social environment. This is a
moral mistake akin to “blaming the victim”: it misdirects medical attention in
an ultimately self-defeating way. For
those faced with decisions about whether
to attempt to enhance themselves or their
children through gene transfer, this concept points to the real challenge: whether
or not to collude in the injustice they are
seeking to avoid.

Conclusion
The “enhancements” we envision in these
discussions may never become technically
possible: most of the interesting ones —
intelligence, memory, beauty, stamina,
strength — are complex traits influenced
only remotely by many of our genes in
collaboration. In practice, we may never
have to worry about crossing the enhancement line towards those improvements. On the other hand, if we do, the
issues raised by the “enhancement” concept will have to be addressed in policy.
In doing so, three features of the genetic
enhancement’s regulatory environment
will pose special challenges: the problem
of “off-label” uses of interventions approved for therapeutic use, the entrepreneurial ethos of contemporary medicine,
and the prospect of international access
to enhancement where regulatory limits
in the United States could be ineffectual.
Each of these are social policy problems
that have received negligible attention,
but which will become increasingly crucial to address as genomic medicine
matures. ■
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Ask the ethicist:

Posthumous sperm retrieval
uestion: Mr. Smith died of a
narcotics overdose at the age of
36. He had been engaged for
three years to a 34-year-old
woman, Ms. Jones. When the medical
examiner released the body, Ms. Jones
indicated a desire to have sperm retrieved
from her fiancé’s body and frozen so she
could later bear his child. The dead man’s
mother, who had legal custody of the
body, supported Ms. Jones’ request.
Ms. Jones called several area hospitals
until a urologist at one of the hospitals
said he could retrieve her fiancé’s sperm.
The deceased’s wishes concerning sperm
donation were not known. When the
body arrived, the urologist reconsidered
and questioned whether he should retrieve sperm from the dead man.
How would you advise the urologist?

Q

R

esponse: The urologist’s misgivings about retrieving sperm from
this dead man are as understandable as the fiancée’s impulse to want the
sperm retrieved so she could bear Mr.
Smith’s child. The latter is an immediate
response to loss: Ms. Jones is trying to
put herself back on the life-path she had
imagined as the mother of children with
the man she loved. In her eyes, there is
nothing wrong with applying artificial
reproductive technologies (ARTs) in a
novel fashion to achieve her goal.
The question of whether it would be
ethical for Ms. Jones to proceed as she
proposes is related to, but not necessarily
coincident with, the question of whether
it would be ethical for the urologist to
retrieve the sperm. This distinction is
important because some issues here turn
on the relationship of various parties to
any children who might be born from
this unusual use of ART, with resulting
differences in their obligations to these
children.
While children benefit greatly in
developmental, social and material terms
from being raised in a two-parent family,1
many who are born to single mothers
do well. If a woman decides to become
pregnant and then raise the child without
involving the father, we may think she
is acting foolishly or selfishly, but her

offense is hardly so great as to justify
invoking any of the extreme measures —
such as forced sterilization or abortion —
that would be needed to prevent her
from carrying out her plan.
The urologist is in a different position
precisely because ruling his involvement
out-of-bounds does not require any
heavy-handed intervention; it merely
requires his refraining from using his
professional expertise and the available
technologies. ARTs are used in a process
that has been described as “collaborative
reproduction.”2 By signifying that babymaking is no longer a private, intimate
matter for a couple engaged in sexual
intercourse but now directly involves
medical professionals, this term is an
attempt to normalize the use of ARTs.
But it also reminds us that the professional collaborators have obligations of
beneficence and nonmaleficence to the
products of their labor. Thus, the question is what effect should those obligations have on the urologist’s conduct?
A urologist who refused to aid Ms.
Jones because he felt it would be wrong
to bring children into the world in this
circumstance, would certainly be acting
ethically. But would a urologist who did
aid her have acted unethically? In other
words, is the harm imposed on the unconsenting patient (the future child) so
great as to make it wrong for the physician to proceed?
Certainly, being born under these
circumstances entails burdens, perhaps
grave ones. At the worst, the child may
be treated primarily as a means for its
mother’s ends. She may, on the one hand,
treat the child as an icon, the embodiment of her dead fiancé. She may place
unusual (and unreasonable) demands on
the child in social and psychological
terms, as a source of comfort in her grief
or as a means of continuing the dead
man’s life. On the other hand, the child
could become the object of Ms. Jones’
unresolved anger at this premature death
and, more specifically, at Mr. Smith for
the behavior that led to his death. Likewise, the woman may use the child as a
means to receive psychological or material
support from her fiancé’s family.
3

Reasonable people can differ on the
likelihood and weight of these burdens
and hence on whether the potential harm
to a child would make it wrong for any
urologist to aid Ms. Jones. That does not
end the analysis, however. Suppose an
obstetrician diagnosed a woman’s pregnancy immediately after her husband had
died suddenly. Further suppose that the
woman was at risk of miscarrying, and
the physician would have to manage the
pregnancy very carefully; the woman
cannot have the child without the help of
a physician. If it would be ethical for the
physician to aid the birth of that child,
why is it unethical in the present case?
The first of three important differences
is that there is already a child-in-being,
albeit still unborn. The primary obligation to such patients — namely, to aid its
being born healthy, if that is feasible —
does not arise in the present case, where
no new human being yet exists. No
obligations exist to ensure each egg and
sperm a chance to be born.3
Second, unlike the dead man in the
present case, the pregnant woman’s dead
husband consented (knowingly or at least
by his act) to becoming a father. Even if
Mr. Smith had clearly stated that he
intended to have children with Ms. Jones
someday, that would not amount to consent to becoming a posthumous father.
Such consent cannot be presumed, as
the risks to the potential children, and
the benefits to the man, are so different.
As Professor Lori Andrews has argued,
collecting sperm without explicit consent
is perilously close to rape.4
Finally, if the obstetrician is successful
in bringing the hypothetical pregnancy
to term, the resulting child will be recognized as the legitimate offspring of the
dead husband, entitled to all the resulting
benefits. The legal status of any children
born as a result of this posthumous
sperm retrieval — and there is nothing
to prevent the fiancée from having more
than one child or from selling the sperm
to others, resulting in additional children
— is very unclear.
Hence, the urologist ought not to aid
Ms. Jones’ project in this case. Instead,
(Continued on Page 7)

The legal column:

The controversy over recovered memories
By Thomas Gutheil, MD

“I did this,” says my Memory.
“I could not have done this,” says my
Pride and remains inexorable.
Eventually, Memory yields.
—NIETZSCHE

S

andra Koski began seeing a
therapist because she was getting
inappropriately angry at her son.
The therapist told Koski her symptoms
were commonly seen in people who had
experienced childhood sexual abuse and
referred her to a women’s resource group.
While in this group, she recovered memories of brutal sexual abuse by her now
70-year-old father. She took him to court
because she believed “there has got to be
some accountability.” Her father, Martin
Koski, denied the charges and blamed
them on suggestive group therapy sessions. Mr. Koski’s lawyer compared the
charges to the Salem witch trials.
The malleability and subjectivity of
human memory have been known for a
long time, but recent curious developments at the medical-legal interface, such
as the Koski case, have added a distinct
new wrinkle to the subject. This new
wrinkle is yet another illustration of the
fact that when pendulums swing, they
often swing too far both ways. The pendulum in question is the awareness of
childhood sexual abuse. The society at
large originally was relatively unaware of
the scope of childhood sexual abuse, but
as a result of a number of sociocultural
trends, awareness of childhood sexual
abuse and its psychologically harmful
effects have dramatically increased. The
pendulum counter swing resulted from
unsupported conclusions by mental
health professionals that most psychological problems in adults originated from
childhood sexual abuse.
By directing attention to the past,
all expressive-exploratory therapies may
bring back forgotten, neglected or unavailable memories. In individual cases,
such as the Koski case, forensic psychiatrists, judges and juries may be placed in

the impossible position of having to
determine which memories of sexual
abuse are true and which memories are
false. In fact, only corroboration by external sources can establish this distinction.
Memory alone will not serve. Although
there are controversial and conflicting
data indicating that distorted or wholly
false memories can arise through suggestion in therapeutic settings, there is also
evidence that some recovered memories
are historically true. In one study, after
17 years had elapsed from a documented
episode of child abuse, 38 percent of
subjects did not recall the incident.1
Other studies indicate that from 18 to 59
percent of victims of childhood sexual
abuse report periods when they had no
memory of the abuse. Scientific scrutiny
has failed to define any distinct mechanism to explain temporary memory loss,
repression, dissociation or avoidance, or
to distinguish clearly amongst them. The
American Psychiatric Association has
pointed out that the possibility of false
accusations should “not discredit the
reports of patients who have indeed been
traumatized by actual previous abuse.”
Some recovered memories are accurate
but there is also documentation of recovered memories that are false. False memories can be spontaneous, or they may be
suggested through hypnosis, by hearing
someone lie, by a trusted family member
and by therapists. Genuinely experienced
memories can have inaccurate details:
false memories may be strikingly precise
in detail. Memory can also be affected by
guilt, rage, post-treatment suggestions
and influence, competitiveness, litigation
and expectations.2 Hypnotic transactions
are known to distort memory, often with
such conviction that it becomes convincing to third parties and resistant to cross
examination. For these reasons posthypnotic testimony is excluded from evidence by many courts and is repudiated
by the American Medical Association
Council on Scientific Affairs.
4

Professor of Psychiatry
Harvard Medical School
Boston, Mass.
In 1993, Stephen Cook filed a $10
million dollar lawsuit against the late
Cardinal Joseph Bernardin of Chicago
claiming that the Cardinal sexually
abused him from 1975 to 1977. Bernardin
denied the charges. Subsequently, Cook
became convinced his memories were
unreliable and dropped the lawsuit.
There is certainly reason to doubt
the veracity of recovered memories that
describe extraterrestrial alien abduction
and past lives.
In the clinical setting, a “therapeutic
presumption” usually favors a patient over
significant others. In law, by contrast,
the presumption of innocence favors the
defendant unless proven otherwise. Many
therapists, in response to the patient’s
quest for understanding of distress,
supply a too ready answer — childhood
abuse. This explanation provides a
resolution to the patient’s effort to understand symptoms; it also seems to absolve
the patient of responsibility for his or
her own life. Unsophisticated therapists
often portray litigation as the root of
healing, empowerment and closure for
patients with recovered memories. They
suggest that the patient must sue to heal.
But the law is a blunt instrument, and
litigation can have many destructive
effects. These harms include arrest of
therapeutic development at the point of
suit; prolongation of closure while litigation is pending; entrenchment, at least
partially, for legal purposes; and revictimization as a result of the stresses of
litigation.
To mitigate injustice in cases of recovered memory, the forensic evaluator
should be a separate professional from
the treating clinician. Information from
third parties is crucial and can include
journals, diaries, social service agency
records, hospitalization and other treatment records, and police reports. Interviews with siblings and friends may yield
useful information. Memory is never
fully reliable. The only way to protect
(Continued on Page 8)

Ethics and literature:

Conquering Schizophrenia
A Father, His Son and a Medical Breakthrough
By Peter Wyden
Alfred A. Knopf New York, 1998, 335 pages

I

n 1972, Peter Wyden’s 17-year-old
son Jeff was diagnosed with schizophrenia. For more than a quarter of a
century Wyden has persevered as his son’s
advocate and protector, and as a vigilant
student of the mental disorder he was
determined to see conquered. He tells his
story with surprising clinical detachment,
which can perhaps be explained by the
alienating and emotionally draining nature
of his son’s illness. He writes, “facing Jeff
for so long in his unreachable, demented
incarnation was not easy to take. How do
you keep loving a son who can be such
an unpleasant stranger?” With few traces
of self-pity, Wyden describes the harsh
consequences of being the parent of a
schizophrenic son.
Schizophrenia, he tells us, is an “impoverished man’s disease that leaves all
but the very rich penniless in the end,
whatever the medical outcome.” Despite
his position as executive editor of the
Ladies Home Journal, expenses, such as
the $50,000 a year (“an enormous sum
in those days”) he paid the Menninger
Clinic, left him bankrupt and his son a
ward of the state.
Wyden also suffered a “guilt that
never left.” Jeff’s earliest symptoms
began when Wyden and Jeff’s mother,
Edith, were divorced. Wyden believed
stress was a possible trigger for schizophrenia and blamed himself. This belief
was reinforced by respected psychiatrists
who maintained schizophrenia was a
psychosocial disorder and the fault of
dysfunctional families and “schizophrenogenic” parents.
Wyden was also plagued by physical
exhaustion. He tells us that half of all
schizophrenics attempt suicide and 13
percent succeed. Wyden points out that
“many schizophrenics are secretive, live
as social isolates and can kill themselves
without warning.” For a worried father,
“the required level of alertness is quite
tiring.”

Review by David Steinberg, MD

The book’s only photograph, that of a
smiling, 17-year-old boy radiating the
vibrant promise of youth, reveals what
can easily be imagined as Wyden’s heaviest sorrow. What achievements awaited
Jeff had mental illness not intruded?
(Wyden’s other son Ron is the United
States senator from Oregon.) I was repeatedly drawn back to that haunting
photograph knowing that its promise of
unlimited possibility had been dashed
by mental illness into a vacant life spent
“whiling away the years” in halfway
houses and mental hospitals, often in
restraints.

… facing Jeff for so
long in his unreachable,
demented incarnations
was not easy to take.
How do you keep
loving a son who
can be such an
unpleasant stranger?
As a father trying to help a schizophrenic son, Wyden developed a keen
appreciation of the hubris and failings of
the medical profession. He illustrates this
with a compilation of putative cures for
schizophrenia that should send shudders
down the sturdiest spine. Henry Cotton,
a physician, believed the cause of schizophrenia was hidden bacterial infection
and performed colectomies on hundreds
of psychotic patients, and in 1921 alone,
extracted 6,000 “infected” teeth. Another
physician, John Rosen, tried beating
schizophrenia out of his patients. Other
proffered remedies on Wyden’s list
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include emetics and purgatives, deliberate malaria, induced insulin shock,
megadoses of LSD, and frontal lobotomies. The misguided doctors Wyden
personally encountered were the “talking
therapists” who believed that schizophrenia was a psychosocial condition that
could not be treated with medicine. The
influential psychoanalyst Silvano Arieti
summed up that position, “One can no
more treat so deeply an ingrained and
emotionally internalized state of mind by
drugs than one can take a pill to learn or
unlearn French.”
If Wyden’s memoir has a hero, it is
the German psychiatrist Emil Kraeplin
who rejected the psychosocial and psychodynamic theories of his “arch competitor”
Sigmund Freud. Kraeplin’s detailed
clinical observations led to the classification of schizophrenia as a brain disease.
Wyden considers Kraeplin the father of
biologic psychiatry and his achievements
“the victory of scientific observation over
philosophic and moral meditation.”
Sadly, Kraeplin proved to be a tainted
hero with a dark side that championed
racial purity and the German master race.
Students of drug development will
find a lot of detailed material on the
antipsychotics. Wyden carefully chronicles the development of drugs to treat
schizophrenia as he watches and waits for
the medicine that will make a difference
for Jeff. When it happened, the “breathtaking” changes were “difficult to
believe.” On olanzapine, “His hands
don’t shake. The mental hospital slouch
is gone.” For the first time he is “tackling
life issues maturely. ... His shell had
dropped away. He was chatting, trading
gossip, obviously feeling comfortable on
the outside.” After more than 25 years,
this is a significant, but incomplete victory. Wyden tells us, “I kept thinking
that my long job of raising this son was
done. Instead, I am in my seventies, and
the task continues.” ■

Dialogue:

Feminist approaches to bioethics

R

osemarie Tong’s “Feminist approaches to bioethics” (Medical
Ethics Newsletter, Winter 1999) is a clear,
judicious, and I think, a fair depiction of
the two most common feminist
approaches to ethics generally, and,
hence, bioethics in particular. Readers
who come unencumbered by theory or
ideology to her piece might, however, be
pardoned for wondering whether, given
her description, we are not all now feminists. Perhaps so. But by sharpening just
a few points we may see what is at stake
in her discussion.
I begin with what she calls “powerfocused feminist approaches.” Simply
put, these approaches pay close attention
to the experience and interests of women
— and to the way those interests may be
overlooked or denigrated in the organization and delivery of health care. More
stridently put, this approach might focus
on ways in which men are privileged and
women oppressed in a still too patriarchally ordered world of medicine. And
there are legitimate questions to be
raised here, some of them noted by Tong
(though the prevalence of eating disorders in women may be attributable less
to patriarchy than to a world shaped, to
some degree, by feminism). Important
questions have been raised about, for
example, the different levels of participation of men and women in medical
experimentation, or about the way new
reproductive technologies may alienate
women from their bodies, or about the
respective roles in caregiving of nurses
and physicians.
Granting all this, we should still
pause to reflect upon the fact that this is
an approach to moral reasoning that places
at the center the interests of women —
that is, one “special interest” among others. Perhaps one might try to justify this
as a temporary measure, necessary in
response to a gravely unjust world. But
pressing special interests and putting
one’s ideal of fairness on hold for a time
should, at least, be worrisome. This
“power-focused feminist approach” will

need to explain how it differs from
unjust special preference.
One way of responding to this concern
— the concern that this kind of feminism seeks to justify special preference
— is to broaden the range of those whose
interests are favored by a feminist ethic.
Thus, for example, Tong suggests that
power-focused approaches are concerned
about “women’s and other vulnerable
groups’ interests, issues and identities.”
They are opposed to a society “in which
sexism, racism, ethnocentrism, classism
and heterosexism thrive.” It’s hard to
know what to think of this move. On the
one hand, large numbers of women believe quite strongly that the heterosexual
bond is normative for human life. Evidently the feminism Tong describes
(which brings “heterosexism” into its
fold) would have to excommunicate such
women — or, perhaps, develop a theory
of false consciousness, contending that
such women may be oppressed even
though they deny it. On the other hand,
if we eliminated heterosexism from
Tong’s list of “isms,” this broadened feminist concern for vulnerable groups
would begin to sound rather like the
Roman Catholic emphasis upon a preferential option for the poor — making for
unusual allies, to say the least.
In short, these are not promising ways
to deal with the charge of unjust special
preference. It might be better to turn to
what Tong calls “care-focused feminist
approaches,” for they argue that there is
more to moral reasoning than considerations of justice alone. There is also care
— an emphasis on relationships and fitting action within the bonds that tie us
to others. This is, I think, a more promising approach. To be sure, it can be
abused, as Tong notes (though I do not
myself believe it is possible to “care too
much about others”).
Feminists themselves often disagree
about the language of care, however. It
might seem to support the notion that
the sexual differentiation between male
and female is of moral significance, that
there are womanly and manly ways of
being in the world — suggestions that
6

will make certain feminists edgy. Others
might wonder why men may not be as
caring, as devoted to special relationships, as women. Tong herself seems
disinclined to adopt a care-focused ethic;
indeed, whatever havoc this may play
with our categories, I suspect that I am
more sympathetic to it than she!
Surely it is best, though, to say that
somehow “care” and “justice” must be
held together within any sound moral
perspective. (And this must be part of
what Tong means by an “integrated
perspective,” though I do not think it is
adequate to describe care only as a passion
or motive that inclines us to be just.)
Joanne Lynn is simply a good physician
of the sort to which anyone, male or
female, might aspire. I doubt, though,
whether her first instinct — to provide
the feeding tube — was acting like a
“traditional non-feminist physician.”
Rather, it was a quite proper attempt to
provide useful care for her patient and to
be certain that she did not treat him
unjustly by deliberately hastening his
death. Likewise, her second thoughts
about the feeding tube were not, I think,
so much the result of an imaginative
breakthrough as they were a realization
— perhaps possible only after trying the
tube — that for this patient such a treatment was excessively burdensome and,
hence, not warranted. It looks less like
the insight of a feminist bioethic — or of
both feminist approaches integrated in
some way — than simply of good moral
reasoning that is sensitive to considerations of both care and justice. And, if
there is anything at all to the carefocused ethic, it may best be achieved
when men listen to women and women,
likewise, listen to men. ■

Gilbert Meilaender, PhD
Professor of Christian Ethics
Valparaiso University, Valparaiso, Ind.

Professor Tong responds

I

am glad that Professor Meilaender
thinks it possible that we are “all
now feminists.” What a delightful
thought! Regretfully, however, I do not
believe our society in general or bioethicists and health care practitioners in
particular have overcome all their sexist,
racist, ethnocentric, classist, heterosexist
(the list goes on) ways of thinking and
acting. Not everyone is a feminist, believing that gender plays an enormous
role in many aspects of life; and not
everyone accepts that women’s views and
interests have often been disregarded and
should be emphasized in order to bring a
balance into realms such as health care.
Meilaender’s concern about powerfocused feminist approaches to bioethics
is a reasonable one. However, just
because feminists want bioethicists to
look intently at women’s interests, it
does not mean they want bioethics to
ignore men’s interests. Similarly, just
because feminists stress that women’s
perspectives on moral issues in the realm
of health care are insightful, it does not
mean feminists believe that women’s
moral authority is incontestable. Rather,
power-focused feminist approaches aim
to broaden and deepen traditional ethics
(which tended to neglect or trivialize the
interests of women and other historically
vulnerable groups) with the perspectives
of those previously marginalized groups.
Admittedly, feminist approaches to
bioethics are not neutral. They wear their

primary interest (women) on their
sleeves, opening themselves up for criticism voluntarily. However, just because
an approach to bioethics emphasizes
gender, it does not mean it is sexist. An
approach to bioethics becomes sexist
only when it systematically excludes the
interests, identities, issues and values of
one sex in favor of another.
That feminists are concerned about
vulnerable groups, including gay men
and lesbian women, does not mean they
disregard the interests of other groups.
Most humans oscillate between roles of
oppressor and oppressed and positions of
power and vulnerability. However, some
groups of humans — according to race,
gender or class, for example — are
oppressed more frequently and severely.
The fact that I oppose heterosexism does
not mean that I think all heterosexual
women (or men, for that matter) should
renounce the values they associate with
being heterosexual (e.g., beliefs about
what constitutes a proper family, a meaningful sexual liaison or marriage). However, it does mean I think it is wrong for
heterosexual persons to discriminate
against gay men and lesbian women in
the public realm (including employment,
insurance, housing and so forth).
I also found Professor Meilaender’s
comments on Dr. Joanne Lynn’s style of
practice provocative. When Dr. Lynn
prescribed a feeding tube for her patient,
she was, by her own admission, doing
what the book proclaims as standard
operating procedure. Lynn admits she

started a treatment that she might never
have ordered in the first place had she
initially taken the time to listen to her
patient’s spouse and respond to her and
the patient at an emotional level, precisely
the level that physicians have traditionally been acculturated and taught to view
as dangerous, irrational or unscientific
territory. Thus, Lynn’s initial actions, like
those of some physicians and healthcare
practitioners, may be seen as non-feminist
because they did not reflect any of the
culturally-associated “feminine” values
(such as caring, connection, emotion),
but only culturally-associated “masculine”
values (such as justice, independence,
reason).
Feminists who espouse care-focused or
power-focused approaches to bioethics
are not advocating women’s perspectives
über alles. Far from it. It’s just that by
focusing on how gender shapes and misshapes one’s power to care and be cared
for in the world of medicine and science,
they are identifying ways for everyone to
improve bioethical reasoning. ■

Rosemarie Tong, PhD
Distinguished Professor of
Health Care Ethics
University of North Carolina at Charlotte

Ask the ethicist (Continued from Page 3)
the medical profession should concentrate
on finding other means of responding to
the grief of spouses, parents or significant
others when death occurs rather than
developing gamete retrieval and posthumous reproduction as a new form of ART
in which dead people are, without their
consent, made “parents” of offspring who
are half-orphans from the moment of
conception.

Alexander Morgan Capron
University Professor of Law and Medicine
Co-Director, Pacific Center for Health
Policy and Ethics
University of Southern California,
Los Angeles

O

utcome: Because of legal and
ethical uncertainties, the urologist was advised by the hospital’s
legal counsel not to retrieve sperm from
the dead man without a court order. Mr.
Smith’s mother obtained a court order
from a probate court judge and the
sperm was retrieved. The director of the
recipient sperm bank said he would not
release the sperm for use by Ms. Jones
without another court order. ■
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The legal column (Continued from Page 4)
the presumption of innocence is to require tangible evidence. The damage to those
accused because of recovered memories can be significant. An engineer was sued by his
daughter in 1993 on the basis of recovered memory. She claimed her father raped her
3,000 times over a ten-year period. Although he denied the charges the verdict against
him amounted to an $800,000 judgment. “These actions have destroyed my career,” he
wrote. “I stand witness to the fact that a psychoanalytic medical practice, which is not
based upon controlled repeatable experiment, and hence whose validity is uncertain,
has a profound capacity for evil.”
Until 1988, in most states, the statute of limitations for sexual abuse in civil cases
was three years after the child reached maturity, usually at age 21. In 1988, Washington
state allowed victims to bring suit for up to three years after their memory returned.
Now nearly half of the states allow the statute of limitations for sexual abuse victims
to begin, not at the time of the incident, but at its first recall.
In addition to lawsuits by patients against family members because of recovered
memory of childhood abuse, families have brought many suits involving recovered
memory against clinicians. Although therapists may not be treating parents, the therapists’ alleged support for the validity of patients’ memories, as well as the suggestions
about abuse allegedly provided by therapists, have provided the basis for lawsuits. This
is predicated on the parents being foreseeably harmed participants in the treatment.
One legal scholar has quipped that additional responsibility exists when the “therapist”
reaches out and touches “someone,” as when the therapist arranges a confrontation
between a patient and the patient’s family.
A child who complained of parental ritual abuse took back the complaint and the
court found for the child and the child’s parents against the therapist. In another case,
parents successfully sued their daughter’s therapist for slander after claims of abuse had
arisen in therapy.3 Clinicians should encourage patients to avoid major life changes,
such as suing parents or cutting all ties with their family, until these changes have been
therapeutically explored. Causes of action against therapists include claims of libel and
defamation, malpractice and civil rights actions.
At present, the best insurance for therapists against falling into trouble in this
rapidly changing area derives from familiar standbys: documentation, consultation and
attention to the boundaries of therapeutic intervention. ■
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