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Concrete and Comprehensive: The Dual Nature of Surgeons’ Responsibility in the 

Operating Room 

Kari Milch Agledahl 

kari.agledahl@uit.no 

 

Surgery inherently involves physical intervention on the patient, rendering the operating 

surgeon's responsibility both concrete and indisputable. The physical act of surgery ties 

the responsibility closely to the surgeon as an individual. The more actively the surgeon 

intervenes, the greater their responsibility becomes. As surgery entails inflicting physical 

harm to achieve therapeutic goals, the surgeon becomes increasingly accountable for their 

invasive actions. This connection is further emphasized by the way the surgeon’s body 

and person are directly associated with the harm caused. Metaphorical descriptions add to 

this personal accountability. The surgical team is sometimes described as an extension of 

the surgeon’s body, and the surgeon is referred to as the "face" of the operation, being the 

individual held accountable, both by the patient and the legal or institutional frameworks. 

In cases of lethal outcomes, the patient is said to die "by the hand of the surgeon." 

At the same time, surgical responsibility is all-encompassing. While the operating team 

shares certain duties, the surgeon bears ultimate responsibility for the operation’s success 

and the team’s performance. This includes accountability for equipment and new 

technology introduced in the OR, and they must take responsibility for junior surgeons’ 

training and outcomes. When unexpected events arise during surgery, the surgeon is 

expected to exercise professional judgement and creativity to optimize patient outcomes. 

The patient’s complete vulnerability in the operating room demands full responsibility 

from the healthcare team, with the surgeon serving as the ultimate guarantor of the 

patient’s safety. 

In 2024, we conducted a systematic review of the surgical ethics literature and found that 

less than 2% of articles addressed what occurs inside the operating room. We now 

analyse how surgeons’ responsibility is portrayed in the literature from the operating 

room. As illustrated above, our findings reveal a challenging combination of the 

surgeon’s hands-on physical responsibility and their overarching responsibility for the 

entire operating room. 

The isolated nature of the operating room has shielded it from ethical insight and a proper 

understanding of the norms and moral judgements at play. Greater insight into this 

confinement would benefit both surgeons and the field of medical ethics. 

  

 

Is dualism really outdated? 

Rolf Ahlzén 

ahlzenrolf@gmail.com 

  

Philosophy’s “hard problem” (David Chalmers) is the relation between mind and matter, 

consciousness and brain. The paradigm of the new sciences in the 17th century led 

Descartes to attempt to save the free will and the survival of the soul, by postulating a 

connection between mind and brain in the corpus pineale, whereby the soul could send its 

orders to the body.  
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Most of today´s neuroscience and philosophy of mind regard such blatant dualism as 

untenable, if not ridiculous. It is, instead, often proposed that our fundamental experience 

of being an “I”, or to be a “self”, as a centre of attention and agency, which intentionally 

acts upon the world is an illusion. Brain research allegedly shows that the brain “makes 

decisions” half a second or so before the mind consciously does so (“is aware”). But why 

such a decision, which when it is taken almost always seems reasonable and motivated, 

should arise in the brain before the person decides about the action remains enigmatic. 

Discarding our subjectivity, our sense of being “someone” who acts intentionally and, 

usually, with a fair amount of free choice, is, I will argue, something exceptional, 

something with enormous consequences. Arguably, that something without mass or 

energy may affect things with mass and energy is rightly seen as contradictory to present 

scientific knowledge. But is it more reasonable to give up a fundamental experiential 

reality, such as the “I”, and labelling it “an illusion”, than admitting that we may here 

face a phenomenon which transcends our present scientific knowledge? Is it not 

conceited, even a kind of “scientific hubris”, to propose that we all live in an illusion, that 

we rightly should speak about brains in interaction with each other, governed by 

electrical and chemical signals following the laws of physical causality? 

In response to this “physicalism”, panpsychism has met a renaissance. Physicist Maria 

Strømme recently caused considerable attention by proposing that consciousness is 

universal and primary to the material world, bringing in quantum physics to support a 

position presenting “Universal consciousness as foundational field”. 

Strømme´s article may be seen as a sign of discontent with the dominant materialist 

paradigm. I will, however, not follow her line of thought. Instead, in defense of 

psychophysical dualism, I will return to John Eccles´ and Karl Popper´s interactive 

dualism, presented in their book “The Self and Its Brain” from 1977 as a challenging and 

in many ways still attractive way of understanding human consciousness and the brain. 

As all theories about “the hard question” it involves assumptions that are hard to defend 

by using present scientific knowledge. However, this is more the rule than an exception 

in different phases of the history of the sciences.  

 

 

Public Health Ethics and Rare Diseases under Conditions of Scarcity: The Case of 

Jordan 

Qosay Al-Balas 

qabalas@just.edu.jo 

 

Rare diseases pose a significant and enduring challenge for public health systems, 

particularly in low- and middle-income countries where healthcare resources, regulatory 

capacity, and research infrastructure are limited. While high-income countries have 

developed comprehensive frameworks for orphan drug development and access, 

developing contexts continue to struggle with prevention, equitable allocation of 

resources, and long-term care. This paper examines rare diseases in Jordan as a public 

health ethics case study, focusing on how prevention strategies, priority-setting, and 

distributive justice are shaped under conditions of systemic scarcity. 

Drawing on utilitarian and deontological ethical approaches, the analysis explores 

tensions between population-level health priorities and the moral claims of individuals 
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affected by rare diseases. In insurance-based and resource-constrained systems, funding 

for rare conditions is often viewed as competing with broader preventive and public 

health goals. In Jordan, this tension is compounded by a dual limitation: restricted access 

to existing treatments and the absence of robust legislative and institutional frameworks 

supporting rare disease research, surveillance, and prevention. 

This perspective advances a public health–oriented ethical framework that emphasizes 

prevention, solidarity, and sustainability. Central proposals include legislative measures 

aimed at reducing preventable—particularly genetic—rare diseases, alongside policies 

that enable non-governmental organizations to mobilize national and international 

resources. Particular attention is given to the ethical role of Waqf (endowment-based 

funding) as a culturally grounded mechanism that can support vulnerable populations 

without diverting core public health resources. When integrated with charitable 

investment and collaboration with pharmaceutical innovation in high-income countries, 

such approaches may mitigate health inequities while preserving system-wide resilience. 

By situating rare diseases within broader debates on public health ethics, priority-setting, 

and global justice, this paper argues that context-sensitive and culturally informed 

strategies are essential for ethically managing rare diseases in developing settings. The 

Jordanian case illustrates how preventive ethics and innovative funding models can 

contribute to more inclusive and sustainable public health policies amid ongoing medical 

and social transformations. 

 

 

Losing control: Why absence of controlling influences should be replaced by 

absence of alienating influences as a criterion for autonomous action 

Pepijn Al 

P.P.Al@umcutrecht.nl 

 

Given the central role of respect for autonomy, it is important that bioethical debates 

presume an adequate concept of autonomous action. The most influential 

conceptualization of autonomous action has been given by Faden and Beauchamp, in 

which an action is autonomous when it is done intentionally with understanding and in 

the absence of controlling influences. Recent debates concerning nudges have shown, 

however, that this last condition of noncontrol gives limited ethical guidance for 

assessing the ethical permissibility of manipulative influences—i.e., influences that are 

neither fully controlling nor fully noncontrolling. While multiple authors have developed 

frameworks to determine the ethical permissibility of nudges, the implications for the 

concept of autonomous action have not been addressed yet. This is problematic, as the 

concept of autonomous action informs the practice of informed consent and the concept 

of voluntariness. 

In this paper, I defend a revised conceptualization of autonomous action in light of these 

developments. I first consider and reject two alternative interpretations of “noncontrol”. 

The first is Saghai’s interpretation of noncontrol as easy resistibility, which, I argue, does 

not accurately explain the ethical difference between coercion and argumentative 

persuasion and gives little guidance in the grey area of manipulative influences. 

Secondly, I consider the idea of noncontrol as the absence of illegitimate control based on 

the work of Applebaum and Colleagues, and Kiener. Illegitimate control, I argue, is not 
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suitable for an account of autonomous action, as it is difficult to determine which 

influences are illegitimate without already having an explicit, worked-out conception of 

autonomous action. 

Building on the work of Christman and Blumenthal-Barby, I argue that we can overcome 

these problem by replacing the condition of “the absence of controlling influences” with 

“the absence of alienating influences” in the concept of autonomous action. On this view, 

influences are compatible with respecting an autonomous choice to the extent that 

persons would not feel alienated from their choice were they to reflect on that decision in 

light of those influences. This condition can better capture the nature of autonomy, as it 

follows from the concept of authenticity, and provide better ethical guidance about 

manipulative influences than the former condition of noncontrol. Finaly, I defend this 

revised conception against Faden and Beauchamp’s objection that a non-alienation 

condition is too demanding and spell out some practical and conceptual implications of 

this revised concept. 

 

 

When power meets the credit: leadership-linked authorship patterns and 

implications for science 

Vygintas Aliukonis 

vygintas.aliukonis@mf.vu.lt  

 

Authorship is usually seen as a public sign of who contributed, who is responsible, and 

who has knowledge about the work. In practice, authorship is used as a shortcut for these 

judgments and acts as a system of trust in scientific communication. 

Hierarchical research settings create a specific challenge for this infrastructure. Formal 

institutional authority can shape how credit is allocated and how responsibility is 

perceived, even in the absence of financial conflicts. Leadership may influence 

authorship decisions through role expectations, dependency relations, and control over 

resources and opportunities. The concern is not that leadership-linked authorship patterns 

are automatically unethical. However, these patterns can be consistent with questionable 

authorship practices and should be treated as a warning sign that stronger transparency 

may be needed. They can make authorship less informative, making credit and 

responsibility harder to interpret and trace when concerns arise after publication. 

In this presentation, we claim that institutional authority can operate as a structural, non-

financial interest that affects authorship practices and, through them, trust in science. 

Authorship concerns are often discussed as outcomes of hierarchy, but they are less often 

treated as conflicts-of-interest (COI) relevant issues. As a result, COI discussions that 

focus mainly on financial ties may fail to capture authority-driven influences on credit 

and accountability. A broader view is therefore needed, treating authority-related 

influences as relevant as financial conflicts of interest, since they can shape the 

transparency and reliability of authorship as a signal. 

We suggest treating bibliometric authorship patterns, such as irregularities and shifts in 

publication metadata to first/middle/last authorship positions, team size, and 

concentration of publications across researchers and outlets as a diagnostic tool for 

identifying when the order of authors is likely to become a weaker signal of contribution 

and accountability. This allows recurring authorship profiles to be described and 
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compared across publication contexts, while remaining cautious about individual-level 

interpretation.  

To support clearer interpretation in hierarchical settings, authorship is approached 

through three contribution profiles: (1) primary contributor, (2) team contributor, and (3) 

supervisory/coordinating contributor. The aim is not to label individuals, but to clarify 

expectations and to indicate when stronger transparency is ethically warranted. 

Authorship patterns cannot prove if the criteria were met in individual cases. However, 

they can show when the author list is a weaker sign of trust. Where authority can shape 

credit and responsibility, keeping authorship interpretable should be treated as a basic 

condition for warranted trust. 

 

 

Ambiguity, Interpretation, and Epistemic Responsibility: Professional Perspectives 

on Death Thoughts and Death Wishes in Paediatric Palliative Care 

Francesca Alt 

Francesca.Alt@unimedizin-mainz.de  

 

Clinical ethics does not begin with the application of principles but with the interpretation 

of words. When patients speak about death, healthcare professionals must first determine 

what these expressions mean before guidelines or ethical frameworks can guide action. In 

paediatric palliative care, such expressions are often ambiguous, context-dependent, and 

embedded in complex communicative situations. Yet in clinical discourse and research 

literature, death-related expressions are frequently subsumed under broad categories such 

as a “wish to die.” We argue that collapsing distinct forms of expression into a single 

category risks obscuring ethically relevant differences. 

This contribution focuses on the distinction between death thoughts (DT) and death 

wishes (DW). Death thoughts may involve reflections on mortality, passive ideas of non-

existence, or symbolic expressions of distress, whereas death wishes typically articulate a 

more directional desire for death to occur. We argue that distinguishing these expressions 

is ethically significant because interpretive categorisation shapes perceived urgency, 

responsibility, and proportionality of response in clinical care. 

To explore how such distinctions appear in practice, we draw on findings from a 

nationwide survey of multidisciplinary healthcare professionals in Germany (n = 120). 

The data suggest that clinicians already differentiate between DT and DW in their 

interpretations, although many report considerable uncertainty and limited institutional 

guidance. 

These findings highlight interpretation itself as an ethically charged epistemic practice 

within medicine. Conceptual clarity can function as a form of epistemic responsibility, 

supporting proportionate responses to ambiguous expressions while avoiding both 

premature pathologisation and neglect of genuine risk. 
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How would the virtuous physician use AI? 

Jens-Høj Anvik 

jens.h.anvik@ntnu.no 

 

The overarching theme of my paper is the ethical question of how artificial intelligence 

for use in medical clinics should be implemented. I will explore this by shifting the focus 

from the much-discussed principled ethical issues of medical AI to a virtue ethical 

approach, as this may prove fruitful for capturing the context-sensitivity of clinical 

situations. My aim is to explore how the virtuous physician would use AI. 

Empirical research on the clinical use of AI shows how this can lead to the erosion of 

certain medical specialists’ skills. I wish to explore how the use of AI may also affect the 

physician’s moral skills. Given the idea that medicine is an inherently moral enterprise, a 

good physician’s set of skills are not only technical, but also moral. The virtuous 

physician intends habitually, when treating patients, to pursue the moral ends of 

medicine, understood as the healing or restoration of health, to provide care, and reduce 

pain. This theoretical framework provides a basis for evaluating the normative 

implications of AI for different types of clinical use. 

For instance, if the AI in question uses image analysis to assist the physician’s decision 

making as a diagnostic tool, one could argue that this technology simply strengthens the 

precision of the diagnosis, without negatively affecting the physician’s moral skill. This 

could provide a reason for regarding this specific use of AI as ethically good, even if it 

diminishes the physician’s skills in image analysis. Furthermore, it might be argued that 

this use of AI enhances the physician’s moral skill as an instrument for serving the moral 

aim of medicine. 

In other cases, for instance when AI replaces the human physician in decision-making, 

we might reasonably think that certain aspects of the clinician’s moral skills are at stake. 

An example of this could be the unclear question of accountability that arises from 

outsourcing the medical decision-making process to an autonomous AI. Accountability, 

one can argue, is a virtue central to the physician’s aim of serving the patient, and so 

delegating the decision-making to an AI might threaten to erode this moral skill. The 

virtuous doctor would therefore hesitate to use AI if this diminishes their ability to be 

held accountable for decisions made on behalf of a patient. 

Compassion is another ethical virtue possibly at stake here. Compassion can be 

understood as the habitual disposition to coexperience the patients suffering, which is 

something that goes beyond empathy. Although large language models can generate text 

that has been shown to be perceived as more empathetic than that of human physicians, 

compassion arguably requires the ability to share an experience, something AI cannot do. 

This could provide a possible reason against fully automating tasks where human 

communication is important. The prudence required for good clinical judgement is 

another virtue at stake in doctor-patient communication. The skill of knowing how to 

convey information requires practical wisdom, something AI-automation might diminish. 

On the other hand, AI-tools used actively by the physician might play a role in cultivating 

prudence. 
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Not an illness, but quite dangerous? Ethical and anthropological questions about 

pregnancy 

Diana Aurenque 

diana.aurenque@uni-tuebingen.de 

 

In different countries of the world, there is a growing trend toward either rejecting 

motherhood or postponing it. From a liberal ethical perspective with a gender focus, these 

types of decisions constitute the legitimate exercise of women's fundamental reproductive 

rights. However, the consolidation of anti-natalist positions or the rejection of 

motherhood generates not only political concern in various states (e.g., in France, 29-

year-olds without children will receive a letter encouraging women not to postpone 

pregnancy due possible health risks by doing so), but also a series of legitimate ethical, 

medical, and philosophical questions in this regard. Therefore, the focus of the 

presentation is to outline to what extent it is ethically legitimate for a pluralistic and 

liberal state to encourage motherhood in the way France plans. For this purpose, the 

question, then, is whether there are ethical and medical reasons that justify paternalistic 

measures of this kind. In particular, benefits and potential harms of doing so must be 

carefully weighed, since I will also address the problematic status of pregnancy from an 

evolutionary point of view. For the female homo sapiens pregnancy has always been 

dangerous. I will show that despite the advances on modern medicine in the past 100 

years, pregnancy is still extremely challenging for women (and their offspring), so it is 

necessary to rethink its meaning from a more realistic ethical and less romantic view for 

the one side, so we can in a further step, establish moral and political obligations 

particular regarding women and states, for the other. 

 

 

Anticipating transformative AI in healthcare: A call for taking a fundamental 

stance towards the future of professional ethics 

Kristine Bærøe, Torbjørn Gundersen 

kristine.baroe@medisin.uio.no  

 

Background: Artificial Intelligence (AI) has been broadly defined as “the part of digital 

technology that denotes the use of coded computer software routines with specific 

instructions to perform tasks for which a human brain is normally considered 

necessary.” (Zandi et al. 2019) 

AI systems may perform tasks much faster and more accurate than the human brain. The 

quick and transformative effects of large language models such as Chat GPT for example, 

have led to worries about how to handle the mix of opportunities and challenges it 

shapes. If not applied attentively and carefully, the technology available at this point have 

already the power to disrupt and transform the cultural, social, and political conditions for 

decision-making that have structured science, research and interaction until now. 

Moreover, it can dissolve the tight connection between self-produced ethical judgments, 

actions and located responsibility for actions (Gundersen and Bærøe 2022).  

Discussion: In this paper, we explore potential disruptive and transformative impact of 

applying AI in the health field. We have, by analytical reflection, identified five different 
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kinds of ethical conflicts which are occurring when AI systems with different aims of 

improving health are implemented. These conflicts share the general form:  

• the AI system contribute to valuable progression in healthcare 

• if the AI system is implemented, important opportunity for professional ethical 

training is foregone 

• if the conditions for ethical training are maintained, valuable progression in 

healthcare is lost 

Based on the four-component model of moral competency (Rest 1982), we account for 

how the aggregated effect of implementing such systems leads a sixth ethical conflict that 

is better described as a dilemma (Tessman 2014); the choice between implementing i) 

targeted, resource effective systems with the potential of for undermining the ethical 

competencies required for overseeing and controlling the ethical performance of the AI 

systems in the first place, and ii) less targeted and effective systems, which maintain 

ethical training and human ethical competency 

Conclusion: We ask: should we welcome such an expected disruption and 

transformation following from pursuing improved health, treatment, and clinical ethics 

with AI? If yes, we will have to revise fundamental expectations to a professional ethics. 

If no, researchers involved in developing AI systems for the health sector will have to 

advocate for—and carry out the implementation of—imaginative anticipation ethics 

research into the virtuous cycles of trustworthy AI system developments. 
---- 
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Posthumous Sperm Use in Times of War: Bioethics, Law, and Society 

Sharon Bassan 

srn549@gmail.com  

 

Previous studies in the realm of posthumous sperm preservation and use have delved into 

the legal, ethical, and societal dimensions of using deceased individuals' sperm for 

procreation, particularly the interplay between individual autonomy and familial wishes. 

The specific challenges arising from the context of armed conflict and national tragedy, is 

not common. This paper focuses on the intersection of legal developments, ethical 

considerations, and the socio-political landscape, especially within the Israeli context 

with a specific focus on the impact of the Swords of Iron War on current practices in 
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Israel. The recent surge in requests for posthumous sperm preservation, exacerbated by 

the war, unveils a critical juncture requiring deeper analysis.  

The Swords of Iron War highlighted the urgent need for flexibility in the sperm 

preservation process during a conflict. The article is the first to introduce the recent 

legislative proposal, the "Continuity Act," and evaluate its implications for the rights of 

the deceased, the autonomy of their families, and the broader societal and cultural 

context. It contributes to the evolving landscape of posthumous sperm use, particularly in 

the unique context of armed conflict, aiming to inform legal and ethical discussions, 

guide policymakers, healthcare professionals, and families navigating the complex terrain 

of reproductive autonomy amidst national tragedy. 

 

 

Implications for care relationships in technology-supported stroke rehabilitation: A 

qualitative interview study 

Julie Brechtel 

juliebechtel98@gmail.com 

 

This study aims to identify the ethical and social aspects related to the development and 

use of PhysioMio, a wearable sensor device measuring muscle activity to support long-

term rehabilitation of upper body impairments after a stroke. The focus is on how 

technology reshapes rehabilitation care and how a care ethics perspective can inform the 

ethical evaluation and interaction with PhysioMio.  

Following an embedded ethics approach, qualitative interviews were conducted with 

stroke patients and physiotherapists during early development stages of PhysioMio. The 

findings show that technology-supported rehabilitation extends the scope of 

physiotherapy beyond scheduled sessions to encompass patients' homes and everyday 

lives. This offers opportunities to boost motivation, continuity and engagement through 

independent home training, gamification and progress visualisation. However, it also 

involves redistribution of responsibility from therapists to patients and their families and 

carries the risk of pressure, shame, safety concerns and exclusion. Moreover, data 

collection and sharing may violate privacy, generate excessive and redundant data, or 

perpetuate inequality. Lastly, the findings demonstrate how rehabilitation is influenced by 

the therapeutic relationship and a therapist’s ability to adopt a holistic approach. With 

technology, therapists must assume new roles as mediators between technology and 

patients, bearing in mind that measurable improvement does not necessarily equate to 

meaningful rehabilitation. 

Adopting an ethics of care approach, this study's reflexive thematic analysis of interviews 

contributes to current debates on digital health ethics. It demonstrates how tensions 

unfold in relationships between patients, therapists and technology and how different 

stakeholders interpret and negotiate them. The analysis illustrates that ethical care does 

not arise from the application of abstract values in isolation. Rather it depends on 

attentive, context-sensitive and patient-oriented practices, through a relational, 

interdependent understanding of autonomy, privacy, control, fairness, consent, 

explainability, professional identities, beneficence and harm. While participants often 

balance the purpose and benefit of data collection with privacy concerns, this acceptance 

requires transparency regarding the intentions behind monitoring. Informed consent was 
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considered an ongoing negotiation rather than a one-time decision. Furthermore, although 

technology can perform certain measurement and feedback functions, it cannot replace 

therapists. Rather, it shifts their role towards interpreting device outputs, contextualising 

progress, and attending to invisible needs. This study's use of an embedded ethics 

approach illustrates how early collaboration between developers, therapists, and patients 

can help ensure that design decisions remain responsive to diverse needs, rather than 

relying on one-size-fits-all assumptions.  

In conclusion, the ethical use of PhysioMio hinges on its integration into trusting 

therapeutic relationships, as well as its adaptation to the specific context, needs, abilities, 

and values of each patient. 

 

 

Reconfiguring the Experience of Health: Self-Tracking Technologies and the 

Phenomenology of Medicine 

Virginie Behar 

vbe@cc.au.dk 

 

In the phenomenology of medicine, health is often understood as a transparent, pre-

reflective relationship with the body: bodily processes remain in the background of lived 

experience until illness or disruption brings them into explicit awareness. Contemporary 

self-tracking technologies such as health apps and wearables fundamentally unsettle this 

dynamic by rendering bodily processes visible even in the absence of illness.  

This paper examines how self-tracking reconfigures the experience of health when 

everyday embodiment is brought to the fore through metrics, scores, and alerts. If health 

is experienced as a transparent background condition, how is that experience transformed 

when datafied representations foreground it as an object of attention, interpretation, and 

self-surveillance? 

Drawing on an ongoing qualitative study of non-patients' (adults not under clinical 

monitoring or treatment) self-tracking practices in Denmark, this paper articulates a set of 

recurring tensions in participants' accounts: between sensation and metric, confirmation 

and doubt, habit and reflection, and the ongoing negotiation of the boundaries of health. 

Across these tensions, self-tracking does not merely displace health-as-transparency with 

constant optimization and self-surveillance. It also appears as a means of sustaining a 

technologically mediated mode of everyday bodily transparency—maintaining the 

conditions for the body to recede into the background of experience and helping keep 

bodily experience from becoming disruptive.  

Seen in this light, participants’ accounts suggest that the experience of health unfolds 

through a more complex dynamic than a straightforward shift from transparent to visible 

health. Instead, self-tracking introduces layered and coexisting modes of experience 

through which health is lived, sensed, measured, and interpreted. As participants 

negotiate these modes in everyday life, the meanings, lived experience, and knowability 

of health are reconfigured with and through self-tracking. 

Through these empirical findings, this paper contributes to the phenomenology of 

medicine by expanding existing accounts in light of data-intensive everyday life and 

highlighting the need for a phenomenology attuned to contemporary, technologically 

mediated experiences of health. 
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Ableist Bias and the Non-Identity Problem: Why Our Intuitions Mislead Us 

Rebecca Bennett 

rebecca.bennett@manchester.ac.uk 

 

There is a widespread intuition that deliberately choosing to bring to birth a disabled 

rather than a non-disabled child is ethically unacceptable. Yet first-hand testimony shows 

that most disabled people value their lives as highly as non-disabled people. If what 

matters ethically is the welfare of people, it becomes difficult to explain why creating a 

disabled life should be considered wrong when that life is expected to be intrinsically 

valuable. Derek Parfit described this clash between intuition and logic as the Non-

Identity Problem (NIP). Numerous attempts have been made to reject the NIP’s 

counterintuitive conclusion that choosing to bring a disabled child into existence is not 

necessarily unethical. I argue that all such attempts rely on external judgements about the 

value of disabled lives and risk endorsing eugenic reasoning. The persistent intuition that 

such choices are ethically problematic, I suggest, is not grounded in harm-based 

reasoning but in unconscious ableist bias. Recognising this bias allows us to reframe 

reproductive ethics on the basis of empirical testimony rather than deference to intuition 

shaped by prejudice. 

 

  

Animal Experimentation in an Era of Emerging Alternative Biotechnologies:  

Knowledge, Professional Formation, and Virtue 

Miriam Bentwich 

mbentwich@gmail.com  

 

Emerging biotechnologies such as organ-on-a-chip systems and three-dimensional 

bioprinting are reshaping biomedical research and renewing ethical debate about animal 

experimentation. These are not merely new tools. They reconfigure the epistemic 

landscape in which research practices are evaluated and justified. From the standpoint of 

virtue ethics, such changes are inseparable from questions of professional formation. 

Medical practice depends on cultivated dispositions, including integrity, 

conscientiousness, intellectual humility, and trustworthiness. These virtues orient 

physicians in their assessment of evidence, their interpretation of regulatory standards, 

and their participation in research systems that inform clinical care. 

The argument developed here is grounded in a quantitative study conducted among 

medical students and graduate life-sciences students. Structured questionnaires examined 

attitudes toward animal experimentation and toward both traditional and emerging 

alternatives. They also assessed technological knowledge and familiarity with the ethical 

and regulatory frameworks governing animal research. The results revealed a consistent 

divergence between the two groups. Graduate research students were more supportive of 

advanced alternatives and more critical of animal experimentation. They displayed 

greater familiarity with the scientific limitations of animal models and with the regulatory 

and ethical structures that govern their use. Medical students expressed more reserved 

attitudes toward emerging alternatives and demonstrated more limited engagement with 

these ethical and regulatory dimensions. Across both groups, increased knowledge was 
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associated with greater openness to advanced alternatives. Field of study, rather than 

demographic background, was the central predictor of moral orientation. 

These findings suggest that moral attitudes in this domain are shaped by epistemic 

exposure and institutional context. They are not simply the product of fixed moral 

commitments. When students engage more deeply with methodological limits, ethical 

reasoning, and regulatory oversight, they are more inclined to reassess inherited practices. 

Within a virtue ethics framework, this pattern is normatively instructive. Intellectual 

humility is visible in the readiness to reconsider established models. Conscientiousness 

appears in sustained attention to ethical and regulatory standards. Integrity requires 

alignment between professional commitments and contemporary scientific knowledge. 

Finally, trustworthiness rests on the capacity to justify research practices in a changing 

environment. Integrating sustained attention to emerging biotechnologies and their 

governance into medical training is therefore essential for responsible professional 

formation in a period of rapid biotechnological change. 

 

 

Clashing world-views in the ethics of AI and the need for a multi-level perspective 

Vincent Blok 

blok@esphil.eur.nl  

 

Artificial intelligence (AI) ethics is undergoing a practical shift towards putting principles 

into design practices in developing responsible AI. While this practical turn is essential, 

this lecture highlights its potential risk of overly focusing on addressing issues at the level 

of individual artifacts, which can neglect more profound structural challenges and the 

need for significant systemic change. Such oversight makes AI ethics lose its strength in 

addressing some hidden, long-term harms within broader contexts. In this lecture I 

propose that the reflection on structural issues should be an integral part of AI ethics. To 

achieve this, we have developed a multi-level framework to analyze socio-ethical issues 

of AI at both the artifact and broader structural levels. Based on this perspective, I 

propose an ethics of AI approach which, contrary to many responsible innovation and 

ethics of technology approaches, takes the ethical acceptability of the technical basis of 

the human-AI relation itself, irrespective of its contribution to ethically acceptable human 

goals, as the point of departure in the ethics of AI. I propose an ‘internalist’ ethical 

approach to the ethics of AI that takes the human-technology relation as the point of 

departure to critically reflect on the adaptation of the World in which we live and act at a 

socio-political and ontological level by AI-based systems, which we frame in terms of 

clashing worldviews. With this, I hope to open a new perspective on the structural social 

and ethical challenges in AI and introduce new directions of research on interventions to 

address these challenges, based on an internalist approach to ethics of AI. 

 

 

What does the general public need to know about normothermic regional 

perfusion? Ethical perspectives from an international working group  

Jaden Blazier, Emma K. Massey, Lucia Craxì, Ilana Raburn, Sezen Demirhan, Marie-

Chantal Fortin, Esther W. de Bekker-Grob, Jeroen de Jonge, Niels van der Kaaij, Olivier 
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Manintveld, Maartje H. N. Schermer, David Shaw, Brendan Parent, Antonia Cronin, 

Eline M. Bunnik  

blazier@eshpm.eur.nl  

 

In response to persisting organ shortages, normothermic regional perfusion (NRP) has 

emerged as a technique used in donation after circulatory death to improve organ quality 

and increase organ utilization. After the donor’s death is declared based on loss of 

circulatory function and the legally required no-touch period is honored, circulation is 

mechanically restored to a targeted region of the body via extracorporeal membrane 

oxygenation. In abdominal NRP only the organs under the diaphragm are perfused; in 

thoracoabdominal NRP, the chest is included and the heart resumes beating. Cerebral 

circulation is prevented by occluding the aortic vessels, although concerns remain about 

blood-flow reaching the brain.  

NRP has sparked ethical debate amongst experts; consequently, implementation varies 

between centres and countries. Critics argue that restoring circulation, especially 

heartbeat, negates the death determination or theoretically risks harm to the donor if 

cerebral perfusion and restoration of brain function were to occur. Some argue that 

blocking brain reperfusion makes clinicians complicit in the donor’s death. Supporters 

maintain that NRP does not reanimate the person, and that NRP aligns with the wish to 

donate by improving transplant outcomes.  

This debate has led to disagreement about informed consent for NRP. Some advocate for 

obtaining specific informed consent for NRP from donors or their families because the 

procedure is controversial. Others argue that consent for NRP is unnecessary or 

disclosure should be limited, for example, to avoid overburdening grieving families. 

While much of the literature focuses on discussions with donor families, considerably 

less attention has been paid to whether the general public, who constitute the pool of 

potential donors, should be informed about NRP in countries where it is practiced. This 

paper addresses that gap, asking: Should the general public be informed about NRP? If 

so, what material information elements should be shared, and through which channels? 

Drawing on arguments in the literature and the perspectives of an international group of 

transplant professionals and ethicists, we offer a normative analysis of reasons for and 

against public disclosure of NRP. NRP poses risks and might conflict with some 

conceptions of death, so potential donors might require information on NRP, even if this 

might lead to misunderstandings and/or loss of donor registrations. For deontological 

reasons grounded in respect for autonomy, and consequentialist reasons grounded in 

maintaining trust in transplantation, limiting disclosure to case-by-case discussions with 

donor families might be ethically insufficient, and proactive public transparency might be 

required.  

Based on this analysis, we develop practical recommendations for policy makers 

regarding which information should be shared (e.g. the latest evidence about whether 

there might be brain reperfusion during NRP) and how this information might be 

integrated into healthcare systems, e.g. through public campaigns on organ donation or 

donor registration processes. Further, NRP is one of many interventions that challenge 

conventional handling of donor bodies, therefore, informed decision-making might also 

require public education about practices like intensive care for organ preservation, ex-situ 
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machine perfusion, and innovative transplant research. This advice could improve 

existing communication with potential donors and maintain support for transplantation. 

---- 
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Vagus nerve stimulation and epilepsy: a micro-phenomenological approach to lived 

experiences of technology 

Brenda Bogaert 
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The development of neurostimulation technologies since the early 1960s has profoundly 

transformed treatment for neurological and psychiatric conditions. From early deep brain 

stimulation for chronic pain, depression, and Parkinson’s disease to vagus nerve 

stimulation (VNS) for refractory epilepsy, neurostimulation has significantly improved 

the quality of life for many living with chronic illness. Although some devices have been 

approved for decades, recent improvements in safety and efficacy have expanded their 

clinical applications across neurology and other chronic conditions. While clinical 

outcomes such as seizure reduction have been well studied, the ethical and 

epistemological dimensions of these technologies remain largely underexplored. This 

paper addresses that gap through a micro-phenomenological study of the lived experience 

of persons with epilepsy who use a vagus nerve stimulator (VNS), focusing on how this 

technology reshapes autonomy, agency, and relationality. Micro-phenomenology, a 

qualitative method designed to elicit precise first-person accounts, enables a close 

exploration of how participants experience the device. It allowed us to examine a specific 

moment of experience - the brief instant when the stimulator delivers an electrical 

impulse between the vagus nerve and brain to lessen or stop seizures - and to explore it in 

depth with participants. We will present findings on how VNS transforms patients’ lived 

experience of illness, addressing bioethical questions around autonomy and control, 

including how the technology both enhances and constrains agency, and how the device 

becomes integrated into the illness experience. We also examine how its presence 

influences patients’ social relationships and interactions. The objective of this 

contribution is twofold: first, to present micro-phenomenology as an innovative method 

for empirical bioethics, reflecting critically on its possibilities and limits; and second, to 

explore how technologies such as VNS transform how persons relate to their bodies and 

to their experience of illness, both within and beyond the clinic. 
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The rise of the risk factor: making sense of a concept that is transforming 

biomedical research and healthcare 

Timo Bolt 

t.bolt@erasmusmc.nl 

 

The starting point of this paper is a simple, but fundamental truth expressed medical 

historian Andrew Lea: ‘Medical data are extremely complex. For them to be useful and 

meaningful, some kind of order must be imposed on them. In the process of imposing that 

order, however, decisions and judgments must be made, and biases and errors can be 

introduced.’  

Disease entities and classifications have traditionally been a central part of the order 

imposed on biomedical knowledge. However, in recent decades, (in the words of Giroux) 

an ‘alternative way of modelling health phenomena’ has gained prominence in the health 

sciences: the concept of risk factor has become a central ordering principle, organizing 

(big) data in many fields of biomedical and epidemiological research, and directing data 

analysis and the set-up of clinical decision support tools and systems. 

The concept of the risk factor is more layered and ambiguous than as it is often conceived 

of by actors and stakeholders in the biomedical field. Its precise meaning and application 

vary widely in place, time and context. Moreover, a number of important historical 

changes require analysis from a longer-time perspective, including: (1) a shift in 

emphasis from the risk (e.g. mortality, serious illness, impairment, economic loss) to the 

factor (e.g. blood pressure, diet, occupation), (2) an increasingly ‘restrictive’ focus on 

individual parameters, and paradoxically, (3) the rise of a ‘holistic’ approach within 

‘precision medicine’. In addition, (as argued by Aronowitz), there is a trend of 

convergence and conceptual confusion of disease and risk (factor). This ambiguity, 

variability, historical changeability and interference with other styles of modelling is 

reflected in the constant expansion, ever-increasing differentiation and frequent 

adjustments of medical taxonomies and classifications. Ironically, precisely these tools of 

ordering and standardisation give a chaotic picture of ‘plastic diagnostics’ (as Green and 

colleagues recently argued). 

To bring some clarity and to be able to really grasp the significance of the risk factor 

today, it is helpful to ‘genealogically reconstruct’ its rise, evolution and impact. At 

present, this history is insufficiently understood. As medical historians Jones and 

Oppenheimer have recently shown, the widely accepted ‘standard narrative’ that the risk 

factor originated in the 19th century world of life insurance and was introduced into 

medicine in the early 1960s by the researchers of the Framingham Heart Study is 

seriously flawed. They argued that much additional research is still needed on this topic, 

especially on non-English-language literature and contexts, in order to address the 

(positive and negative) consequences of the central role of the risk factor concept in 

biomedical research and practice. This paper picks up the gauntlet thrown down by Jones 

and Oppenheimer by mapping the evolution of the concept of risk factor in the Dutch-

language literature. 

 

 

  

mailto:t.bolt@erasmusmc.nl


  

On terminating pregnancy to protect a woman's mental health and the importance 

of access to prenatal testing 

Maria Boratyńska 

m.boratynska@wpia.uw.edu.pl  

 

The restrictive nature of Polish abortion law forces new directions in its interpretation. 

There was no need to consider the protection of a woman's mental health when it was 

possible to terminate a pregnancy for embryopathological reasons, although there were 

abuses that prevented abortions on the grounds that the foetus had allegedly reached the 

ability to live independently outside the mother's body. The history of abuses is marked 

by ECHR judgments, which will be briefly recalled. The difference is that there are no 

time limits for terminating a pregnancy to protect a woman's health or life. In 2021, the 

Constitutional Tribunal (whose status has been questioned by the CJEU) issued a ruling 

recognising the embryopathological premise as allegedly unconstitutional. As a result, 

invoking a threat to the woman's health, including her mental health, has become the only 

way to legally terminate a pregnancy in the country. This method has been contested by 

the fundamentalist organisation Ordo Iuris. There are psychiatrists who do not hesitate to 

issue the relevant certificates to their patients, but there are also those who have concerns. 

The Guidelines of the Psychiatric Association referred to this in a cautious manner. The 

pattern of violations is recurring. It is a game of delaying and downplaying the problem. 

Court proceedings have proven clear negligence in prenatal care. Polish law theoretically 

ensures free access to prenatal testing, but negative experiences are a permanent feature 

of life. The deception of patients by doctors is a fact confirmed in court rulings and in 

reports that have shocked the public. So, is ignorance a blessing? The latest Supreme 

Court ruling denied a patient compensation for refusing to refer her for prenatal testing. 

This is a regression of the Supreme Court in relation to its previous line of adjudication. 

It is clear that, following the actions of the Constitutional Tribunal acting on political 

orders, backward thinking has gained support. The referral guides the diagnosis, and the 

cost of a privately performed examination is high. Meanwhile, the right to information 

about health status should be treated as a fundamental right and, at the same time, a 

prerequisite for exercising other patient rights. 

 

 

Uncertainty, beneficence, and actionability: clinicians’ views shaping iRBD risk 

disclosure 

Marko Ćurković, Ana Borovečki, Davide Sattin, Serena Covino, Grossi Alessandra 

Agnese, Mario Picozzi 

aborovec@gmail.com  

 

Isolated REM sleep behavior disorder (iRBD) is often clinically mild at presentation, yet 

it carries a substantially elevated risk of phenoconversion to disabling α-

synucleinopathies. As early detection and risk stratification expand, clinicians face a 

familiar - yet reshaped - ethical challenge: whether, when, and how to communicate 

prognostic risk under deep uncertainty and in the absence of clearly disease-modifying 

therapies.  
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Experience from adjacent fields confronting similar predictive-risk challenges indicates 

that disclosure should not be reduced to a one-off transfer of facts. Instead, prognostic 

communication/counseling is best approached as a longitudinal ethical practice – 

iterative, preference-sensitive, and proportionate - where autonomy, beneficence, non-

maleficence and justice must be weighted and balanced under irreducible uncertainty. 

Building on our recent scoping review integrating patients’ and clinicians’ perspectives, 

which suggested a mismatch between broad endorsement of risk disclosure and the 

degree to which prognostic counselling is structurally embedded in routine care, the 

present study aims to examine clinicians’ moral reasoning, practical strategies, and 

perceived constraints in iRBD risk disclosure.  

To address this, focus group discussions have been conducted with healthcare 

professionals involved in iRBD care (sleep medicine, neurology, movement disorders) 

within the DEEPEN-iRBD context. Data have been analyzed using reflexive thematic 

analysis, enabling comparison with our complementary qualitative work on patients’ and 

caregivers’ perspectives. 

Specifically, (i) thresholds and triggers for disclosure, (ii) approaches to communicating 

uncertainty, (iii) preference elicitation and shared decision-making, (iv) actionability, 

psychosocial support, and follow-up planning, (v) guiding ethical values and principles, 

and (vi) institutional and system-level constraints shaping practice have been explored. 

By foregrounding clinicians’ “uncertainty work” and all the trade-offs they navigate in 

real consultations, this study aims to clarify why and where the iRBD disclosure 

implementation gap is generated. The resulting themes are intended to inform practically 

and ethically robust elements for iRBD prognostic counseling (e.g., structured preference 

elicitation, uncertainty framing, documentation prompts, and staged follow-up) aligned 

with patient expectations while remaining feasible in routine care and at scale.  

 

 

Mental Integrity in the Era of NeuroAI: A Review of Conceptual and Ethical 

Debates 

Sarah Bouhouita-Guermech, Hazar Haidar, Charles Dupras 

sarah.bouhouita-guermech@umontreal.ca  

 

NeuroAI technologies – neurotechnologies integrating artificial intelligence (AI) – are 

advancing rapidly. These tools measure or modulate nervous system activity to detect or 

treat mental and neurological disorders, such as depression, epilepsy, and brain injuries. 

While offering significant therapeutic potential, their development also raises important 

ethical, legal, and social concerns due to their possible impact on individuals’ decision-

making, identity, autonomy, and privacy. In response, several initiatives advocate for the 

recognition of neurorights, to protect neural data and individual identity. Among these, 

the right to mental integrity occupies a central place, although its definition and the 

modalities of its protection remain unclear. Generally understood as the preservation of 

control over one’s mental states free from non-consensual interference, mental integrity 

remains difficult to define and operationalize in the context of emerging technologies. 

Drawing on a systematized narrative review of the literature – covering debates on 

mental integrity in NeuroAI as well as its legal grounding in texts such as the Universal 

Declaration of Human Rights and the European and Canadian Charters – this presentation 
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synthesizes key definitions and examines ethical tensions. The review identifies 

challenges related to informed consent, authenticity of intentions under cognitive 

modulation, diminished agency in AI-driven closed-loop systems, responsibility 

attribution, and the commercialization of neural data. Although harm is occasionally 

invoked as a criterion for mental integrity breach, the threshold at which interference 

becomes ethically significant remains unclear. Moreover, the difficulty in measuring 

mental interferences – varying in risk, intent, and degree of invasiveness – complicates 

regulatory approaches and generate ethical and legal uncertainty, potentially exposing 

users to heightened vulnerability. By exposing these conceptual ambiguities and 

normative tensions, this presentation calls for a more robust and interdisciplinary 

framework to guide the protection of mental integrity in NeuroAI contexts. Such an 

approach would ensure that NeuroAI technologies, particularly those with significant 

mental invasiveness, safeguard mental integrity even when risks are not immediately 

visible, while highlighting the importance of considering mental well-being to promote 

the safety of users. 

 

 

If NAMs are better, why aren’t we using them? Barriers to new approach 

methodologies in biomedical research   

Vivian Brunsberg, Philip Nickel 

 v.v.brunsberg@tue.nl  

 

Brain diseases are increasing in prevalence, intensifying the need for effective therapies. 

Yet preclinical biomedical research continues to rely heavily on animal models, despite 

growing evidence that animals are not ideal disease models (Duarte et al., 2023; Hartung, 

2024). One reason for this lies in the blood-brain barrier (BBB), which is unique to 

humans and poses a major obstacle to efficient drug delivery.   

In response, new approach methodologies (NAMs), including in silico and in vitro tools, 

are emerging as promising alternatives. These tools aim to bridge the gap between 

preclinical studies and clinical validation and promise improved reliability of 

experimental results and reduced time and costs involved (Duarte et al., 2023). In 

addition, they offer ethical advantages by aligning with the 3Rs principles (replace, 

reduce and refine) of animal welfare. The EU Horizon project NAP4DIVE1, for example, 

develops such tools, including a machine-learning-based ‘Nanoparticle Design 

Simulator’ and a human-cell-based ‘BBB-on-a-chip’.   

Despite these advances, the uptake of NAMs in drug development remains limited. This 

raises a central question: if NAMs promise scientific and ethical advantages, why are 

they not more widely adopted, and what does this reveal about the underlying values 

shaping biomedical research? The limited uptake of NAMs reveals a moral tension 

between established scientific and regulatory practices and emerging ethical 

commitments to animal welfare, human relevance, and epistemic responsibility in 

biomedical research.  

This paper addresses this question by analysing barriers to the broader uptake of NAMs 

from the perspectives of academia, industry and regulators. Rather than treating these 

barriers solely as practical obstacles, the analysis interprets them as expressions of 

underlying values and assumptions shaping scientific practice and examines their 
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implications for the contemporary socio-technical landscape.   

Based on a narrative literature review, four interrelated categories of barriers are 

identified: economic, educational, sociological and scientific-technical. Each category 

reflects implicit value commitments that may conflict with ethical aspirations and 

practical constraints within biomedical research. Economic barriers include insufficient 

funding schemes, specific infrastructure requirements, and the costs associated with 

training and implementation (Krebs et al., 2025; Pound, 2025). Educational barriers arise 

from the continued dominance of animal models in university curricula and professional 

training, which shapes researchers’ familiarity, confidence, and methodological 

preferences (Krebs et al., 2025). Sociological factors further influence adoption, as 

scientific practices are embedded in institutional cultures and power relations (Pound, 

2025). Finally, scientific and technical challenges remain significant, particularly 

concerning validation, standardisation, scalability, and confidence in reproducibility 

across laboratories (Ingber, 2026; Song et al., 2026).  

These barriers are mutually reinforcing. For example, the dominance of animal models in 

education shapes researchers' preferences and expertise, in turn influencing peer reviews 

and publication practices, and ultimately affecting funding decisions and overall 

confidence.  

By framing NAM uptake as a socio-technical transformation, rather than a purely 

scientific issue, this analysis contributes to discussions on Responsible Research and 

Innovation (RRI) in biomedical science. Understanding how ethical aspirations, 

technological development, and institutional structures interact is essential for enabling 

meaningful transitions away from animal-based research and towards more human-

relevant models.  

------ 
1 https://nap4dive.eu/ 
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Subjective States as Measurable Entities? AI, Epistemic Authority, and Ethical 

Tensions 

Eike Buhr 

eike.buhr@uni-oldenburg.de  

 

Artificial intelligence systems are increasingly employed not only to detect somatic 

conditions but also to identify subjective states such as pain, depressive symptoms, or 

fatigue. Through neuroimaging, digital phenotyping, and behavioral analytics, AI seeks 

to produce measurable indicators for states that have traditionally been regarded as first-

person experiences, accessible primarily through self-report. This development is 

particularly relevant in conditions such as chronic pain, depression, and chronic fatigue 

syndrome (CFS), where the relation between subjective suffering and objective markers 

has long been contested. 

The paper examines whether AI-based measurement of subjective states constitutes not 

merely a methodological extension of medical diagnostics, but a shift in how such states 

are epistemically framed and normatively situated. Historically, subjective experiences 

have been regarded as enjoying a form of first-person authority: individuals are presumed 

to possess privileged epistemic access to their own pain, emotions, or motivations. By 

contrast, AI-based approaches implicitly treat such states as detectable, classifiable, and 

potentially corrigible data patterns. Measurement thus does not remain epistemically 

neutral but seems to presuppose a specific model of the mental. The guiding question is 

how attempts to render subjective states measurable reconfigure their epistemic status 

and ethical significance. 

Methodologically, the paper situates its analysis at the intersection of computational 

psychiatry, philosophical debates on the ontological status of pain and emotion, and (bio-

)ethical discussions of personal identity, autonomy, and the doctor–patient relationship. 

Drawing on theories of first-person authority and phenomenology, it reconstructs the 

representational assumptions embedded in AI-based measurability and examines their 

ethical ramifications. 

First, on the individual level, AI-based assessment challenges epistemic authority over 

one’s own experiences. If algorithmic systems claim to identify pain, depression, or 

motivational states more reliably than the persons concerned, individuals may find 

themselves overruled regarding their own suffering. This raises concerns about self-

understanding, personal identity, and autonomy. 

Second, on the clinical level, AI reshapes diagnostic interaction. In cases such as chronic 

pain without biomarkers, AI-generated depression risk scores, or contested syndromes 

like CFS, tensions may arise between subjective experience and algorithmic 

classification. The ethical question concerns which data are valid, and also who holds 

normative authority when first-person reports and third-person measurements diverge. 

Third, on the societal level, algorithmic measurability risks restructuring access to care. If 

healthcare systems increasingly rely on validated markers, individuals whose suffering 

resists objectification may face structural disadvantages. Conversely, predictive risk 

classifications may pathologize individuals in the absence of lived symptoms, raising 

concerns about stigma. 

The paper concludes by outlining a structured research landscape that makes explicit the 

key conceptual and ethical tensions emerging from AI-based attempts to measure 
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subjective states. It delineates the conditions under which first-person authority, clinical 

judgment, and algorithmic assessment may diverge and clarifies how these tensions 

unfold across individual, clinical, and societal contexts. The debate is systematized by 

distinguishing ontological presuppositions, epistemic shifts, and ethical implications of 

AI-based measurability. 

 

 

What kind of norm is self-care? Physician wellbeing in the normative architecture 

of medical professionalism 

Pacifico Eric Eusebio Calderon 

pacifico.calderon.24@ucl.ac.uk 

 

Recent debates about medical professionalism place increasing emphasis on physician 

wellbeing and self-care, largely in response to concerns about burnout, moral distress, 

and the sustainability of clinical practice. Professional guidance and institutional 

frameworks increasingly frame attention to one’s own health, support-seeking, and early 

action where practice may be affected as part of responsible professional conduct. Yet 

although physician wellbeing has become more prominent within professional life, its 

place within medical professionalism remains uncertain. This paper considers that 

question through the idea of the normative architecture of medical professionalism, by 

which I mean the ways in which professional norms are expressed, applied, and assessed, 

including ethical codes and standards, institutional arrangements, and shared expectations 

about how clinicians may properly explain what they do. Within this framework, the 

question is not simply whether self-care matters, but how it should be understood in 

relation to duties, expectations, and requirements within professional life. In 

contemporary discussions, self-care appears in several different roles: as a matter of 

personal responsibility, an ethical expectation, a professional obligation, and an 

institutional requirement. These roles are not always clearly distinguished, with the result 

that it may remain uncertain what is required, when it is required, and how self-care 

should guide action in practice. This uncertainty becomes especially apparent where a 

clinician’s own condition, such as fatigue, strain, or reduced attentiveness, may affect the 

quality of clinical judgement without yet amounting to clear impairment or clear 

unfitness to practise. In such cases, clinicians may recognise that their condition matters, 

yet still lack a clear basis for framing it as professionally relevant in a way that others can 

recognise and assess. Appeals to self-care are often made in such situations, but they do 

not yet provide a stable or sufficiently precise way of guiding professional judgement. 

This difficulty may reflect a broader limitation in current accounts of medical 

professionalism, which, whilst offering relatively clear ways of addressing competence, 

impairment, and risk, offer a less developed account of how a clinician’s own condition 

should count in deciding what it is professionally appropriate to do. On this view, the 

growing prominence of self-care points to a gap within the normative architecture of 

medical professionalism, rather than establishing it as a new core norm. Addressing this 

problem may require a more precise account of how clinicians should respond to their 

own condition when making professional judgements, and how such considerations can 

be incorporated into the ways in which clinicians explain and defend what they do. 
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A Good Death or a Useful Death? Rethinking Organ Donation after Medical 

Assistance in Dying through Relational Autonomy 

Pei-Yu Chen, Ya-Ping Lin 

taylorchen.md13@nycu.edu.tw 

 

As Organ Donation after Medical Assistance in Dying (OD-MAiD) moves from a 

theoretical possibility to a growing clinical practice, it raises a troubling question for 

bioethics: when end-of-life care is institutionally coupled with organ procurement, does 

the pursuit of a "good death" inadvertently become the production of a "useful" one? 

Current regulatory frameworks, most notably in Canada, attempt to reduce ethical risks 

through procedural safeguards, including role separation, independent assessments, and 

strict consent requirements. These measures presuppose a procedural conception of 

autonomy, assuming that if decisional capacity is intact and overt coercion is absent, 

consent is deemed morally valid. 

This paper argues that such a procedural model is inadequate to capture the deeper ethical 

stakes inherent in OD-MAiD. Drawing on Catriona Mackenzie's three-dimensional 

account of relational autonomy, I argue that OD-MAiD exposes the limitations of an 

individualistic framework of autonomy within the profoundly relational, highly 

vulnerable context of dying. 

First, when clinical institutions integrate donation pathways into MAiD, the mere 

availability of this choice fundamentally complicates the normative framework within 

which a patient exercises self-determination. Framed as a heroic legacy or a way to 

extend life through others, donation assumes a normative weight far beyond a neutral 

medical add-on. Second, the logistical momentum of organ procurement threatens self-

governance. The immediate institutional labelling of a patient as a “donor” risk 

compressing the reflective space necessary for maintaining diachronic coherence in their 

practical identity. Most critically, OD-MAiD jeopardises self-authorisation. Patients may 

internalise a powerful normative expectation: by refusing to donate, they are failing to 

fulfil the moral significance assigned to their death by the medical system or society at 

large. Consequently, refusal can lead to symbolic guilt and moral alienation, even in the 

absence of overt pressure. 

Drawing on the Canadian experience as an example of an established regulatory 

framework rather than as a target for policy critique, this paper demonstrates that the core 

ethical tension of OD-MAiD extends beyond conflicts of interest or decisional validity. 

Instead, it represents a subtle but radical shift in the moral grammar of dying itself. When 

institutional and social recognition disproportionately validates the donor identity, the 

patient's normative standing to legitimately say "no" is quietly eroded. 

Ultimately, I argue that a relational approach to autonomy must reorient our evaluative 

framework for OD-MAiD. We must look beyond the checklist of consent procedures and 

ask a more demanding question: does the clinical environment genuinely sustain the 

patient as a moral subject whose refusal remains intelligible, respected, and normatively 

secure? Understood this way, OD-MAiD is far more than a regulatory innovation; it is a 

critical site where the very meaning of a good death is being renegotiated. 
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Adolescent Motherhood and Gender-based violence in the conflict-impacted regions 

of Cameroon 

Claude Ngwayu Nkufsai, Sylvester C. Chima 

chima@ukzn.ac.za  

 

Background: Adolescent motherhood is a significant public health issue in low-and 

middle-income countries, with socioeconomic, cultural, and conflict-related factors 

exacerbating its incidence and prevalence. This study was designed to examine the 

incidence of adolescent motherhood and gender-based violence (GBV) in conflict-

affected regions of Northwest and Southwestern Cameroon.  

Methods: This was a cross-sectional survey among 606 adolescent girls aged 10–19 

across three health districts in the Northwest (Bamenda) and Southwest (Buea and 

Mamfe) Regions of Cameroon. The study employed structured, interviewer-administered 

questionnaires. Descriptive and inferential statistics were used to examine associations 

between sociodemographic variables, adolescent motherhood, and GBV. Data was 

analyzed using SPSS v27, and informed consent was obtained from participants. The 

Study was approved by the Biomedical Research Ethics Committee (BREC) of the 

University of KwaZulu-Natal, South Africa, and local gatekeeper and administrative 

clearances were obtained from the regional delegations in the two regions of Cameroon. 

Results: The overall prevalence of adolescent motherhood was 21.62%, with notable 

regional differences: Bamenda in the Northwest (37.74%), Mamfe in the Southwest 

(14.66%), and Buea in the Southwest (7.30%). Age was a key factor in adolescent 

motherhood, rising from 13.33% in adolescents aged 15–16 to 32.52% in those aged 17–

19 (p<0.001). Relationship status played a significant role, with 84% of adolescent 

mothers living in "come we stay" cohabitation relationships, while 79.41% of married 

adolescents were found pregnant, compared with 15.02% of unmarried or single 

adolescents (p<0.001). Lower educational levels were associated with higher rates of 

adolescent motherhood (p=0.004). Muslim adolescents (57.58%) and unemployed girls 

(48.48%) had the highest pregnancy rates. GBV awareness was significantly associated 

with marital status, cohabitation, and prolonged exposure to conflict. 

Conclusions: This study highlights the multifactorial influences on adolescent 

motherhood and shows that GBV and adolescent motherhood are highly prevalent in 

conflict-affected regions, with significant sociodemographic disparities. These findings 

underscore the need for multi-sectoral interventions, including improved access to 

education, reproductive health services, and community-driven initiatives to delay early 

and unwanted pregnancies in regions experiencing conflict. Addressing adolescent 

motherhood and GBV, especially in conflict-impacted regions such as Cameroon, 

requires more ethical analysis and moral reconsideration.  
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The rapid diffusion of Large Language Models (LLMs) into healthcare settings raises a 

fundamental conceptual and regulatory question: should LLMs be considered a new form 
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of Medical Artificial Intelligence (MAI) (Workum et al., 2025)? This work addresses this 

question by first examining the current landscape of AI in healthcare and proposing a 

working definition of MAI and then arguing for a socio-technical reframing of how 

LLMs in healthcare should be understood and governed. 

LLMs are increasingly deployed both within and outside formal clinical settings. Within 

healthcare institutions the tasks range from administrative support to diagnostic 

assistance (Navarro et al., 2025), while outside a growing number of lay users rely on 

these systems for medical advice (OpenAI, 2026). Unlike traditional medical tools that 

are restricted to professionals, these models are directly available to the general public, 

blurring the boundary between clinical and consumer use. 

Despite their medical uptake, LLMs are not designed, nor regulated as medical devices. 

This creates a “reality gap”: although not officially recognized as such, they are treated as 

sources of medical guidance both by clinicians and patients. However, their stochastic 

and non-deterministic architecture, combined with prompt sensitivity, and opaque 

training data complicate their safe deployment in a high-stakes context like healthcare 

(Thirunavukarasu et al., 2023). Current responses largely focus on technical 

improvements, such as medical fine-tuning and testing on clinical benchmarks. However, 

benchmark success does not equate to clinical readiness (Delacroix et al., 2025) 

What further complicates the question is the fact, at present, there is no unified account of 

what counts as Medical AI in the first place. To address this gap, this work proposes a 

working definition of MAI that systematizes existing heterogeneous accounts of AI used 

in healthcare. Broadly, MAI refers to domain-specific AI systems explicitly designed for 

medical purposes, trained on validated clinical data, and intended for use by healthcare 

professionals who integrate their outputs into clinical reasoning. Following this 

definition, LLMs would not qualify as MAI: they are general-purpose, generative models 

producing open-ended natural language outputs; they are not inherently task-specific, 

deterministic, or trained exclusively on medical datasets. Nonetheless, LLMs do have a 

“medical function” in practice, which is not recognised by extant definitions and current 

legislation. 

The main claim of this work is that unlike MAI, whose medical character is embedded in 

the system itself, in LLMs this emerges through the interaction with users. Thus, their 

medical function cannot be captured by purely technical aspects, but it is co-constructed 

through interaction, workflow integration, and social practice. This points to the necessity 

of socio-technical rather than purely technical or regulatory approaches. 

The work concludes that the challenges posed by LLMs in healthcare are not merely 

technical but socio-technical. Safe and effective integration requires attention to the 

context of use, accountability structures, and regulatory categories - especially 

considering that, differently from traditional MAI, these tools are accessible to the 

general public. Rather than extending existing MAI definitions, a revised conceptual 

framework (or even a distinct category) may be required to capture the interactive, 

context-dependent nature of LLM-based systems in medicine. 

---- 
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A Science, Technology and Society Approach to the Development of Deep Brain 

Stimulation for Movement versus Psychiatric Indications 
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Deep brain stimulation (DBS) is a transformative neurological treatment option that 

blends the boundaries between technology and nature. Since the 1980s, DBS has been 

used successfully for movement disorders, but remains of a more experimental nature to 

treat psychiatric indications with fewer insurance approvals, implantations, and support 

opportunities, as well as having a tumultuous history. As a result, there is a need for 

further research on how to support patients exploring DBS for psychiatric treatment. 

Using a Science, Technology and Society (STS) background, I conduct an Actor-

Network Theory analysis of DBS as an “artifact.” With a modified version of Michael 

Callon’s “Sociology of Translation” framework as a guiding structure, I argue that the 

reason DBS has been used more frequently for physical indications is of a socio-

historical nature. Focusing on the reception to psychosurgery in the United States 

between the 1930s and 1980s, my research investigates how perceptions of mental illness 

and the history of misuse of psychosurgery prompted increased research on DBS in the 

realm of movement disorders. By understanding gaps in access for DBS in non-

movement indications, I plan to highlight policy recommendations. My research is 

interdisciplinary in nature, combining the fields of history of philosophy of science 

(HPS), STS, history of medicine, and bioethics.  
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Artificial intelligence (AI) is rapidly reconfiguring healthcare, reshaping not only clinical 

workflows but also the moral foundations of practice. Palliative care (PC) is a field 

deeply grounded in communication and the moral commitments of care that stands at a 

pivotal moment as AI-driven technologies move from speculative tools to active 

participants in clinical environments. This contribution draws on an interdisciplinary and 
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interprofessional analysis, offering a critical examination of how emerging AI systems 

are poised to transform serious illness communication (SIC), care coordination, 

prognostication, and patient–family engagement. 

The original paper argues that the integration of AI into PC must be understood as a 

sociotechnical transformation rather than a purely technical one. Natural language 

processing and generative AI systems hold promise for improving timeliness of 

interventions, enhancing the quality of goals-of-care discussions, and reducing 

documentation burdens. These tools may help clinicians identify unmet needs earlier, 

tailor care plans more precisely, and support communication across fragmented health 

systems. Yet each technological advance simultaneously generates ethical and practical 

challenges. 

First, AI’s increasing role in prognostication and risk stratification raises questions about 

evidence, uncertainty, and clinical judgment. In PC, AI-generated predictions risk being 

perceived as more objective than they are. This has implications for shared decision-

making, patient autonomy, and the moral authority of clinicians. 

Second, the deployment of AI-mediated communication tools demands scrutiny of how 

relational aspects of care may shift: What constitutes “good” communication when part 

of the dialogue is shaped or recorded by machine systems? How might AI influence the 

norms and expectations of emotional labor in medicine? 

Third, we foreground the equity implications of AI adoption in PC. Existing health 

disparities may be amplified if algorithms are trained on biased datasets or implemented 

within structurally inequitable systems. The article outlines safeguards and governance 

strategies clinicians should understand to promote justice-oriented use of AI in care for 

seriously ill populations. 

Finally, we argue that the future of AI in PC requires clinicians not merely to adopt new 

tools but to actively participate in shaping them. This includes developing digital literacy, 

engaging in ethical oversight, collaborating with technologists, and advocating for 

systems that reflect PC’s fundamental values: compassion and the honoring of patient 

goals. 

We propose that AI’s meaningful integration into palliative care hinges not on 

technological sophistication alone but on the profession’s capacity to critically engage 

with and guide these developments in alignment with its core ethical commitments. 

----- 
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Samuel Iglesias, Brian Earp, Cristina Voinea and their co-authors have recently 

suggested that large language models (LLMs) fine-tuned on a corpus of text from a 

patient could be beneficially used in palliative care as a means for allowing patients to 

create a duplicate of themselves that would be capable of completing projects that would 
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otherwise be cut short by their deaths. For example, a dying author could use their final 

days to train an LLM to complete an unfinished novel. I contest the alleged benefits of 

such a technology by drawing on the existentialist philosophy of Martin Heidegger. 

According to Heidegger, part of why contemplating death is so significant is because of 

its ability to induce existential anxiety. Heidegger characterises anxiety as a period of 

existential breakdown or, as Karl Jaspers writes, a ‘limit-situation’ in which our life-

defining projects suddenly lose meaningfulness and the world becomes insignificant. 

Heidegger argues that anxiety presents humans with two options: authenticity or 

inauthenticity. If we are authentic, we accept this existential breakdown as an insight into 

the fundamental character of being human, namely as a kind of being that is radically 

undefined by any of its projects. If we are inauthentic, we evade the discomfort of this 

existential breakdown and the insight it presents by convincing ourselves that we are 

defined by a project to which we attach ourselves with even greater intensity. 

Confronting death is effective at making us authentic because it presents us with the fact 

that all of our projects will invariably be cut short by our mortality, thereby inhibiting our 

over-attachment to any one project. By granting dying patients the confidence that their 

projects will continue after their death, fine-tuned LLMs will disarm death of its 

authenticating power and the benefits that authenticity brings, namely the ability to live 

with greater flexibility and openness to the present we have left. After considering the 

potential benefits that fine-tuned LLMs may nonetheless bring to palliative care, I 

conclude that it would be wiser to allocate funds to human therapists capable of guiding 

humans through these intense existential feelings.  

 

 

Genomic Technologies: From individual bioethics to dividual bioethics  

Nina de Groot 

n.f.de_groot@lumc.nl 

 

Novel technological innovations in biomedicine raise urgent ethical questions both within 

the healthcare context as well as in other societal contexts. Moreover, these questions do 

not only impact individual patients, but also groups and society as a whole. This paper, 

drawing on insights from the digital data ethics debate, argues for a conceptual shift from 

individual bioethics to ‘dividual’ bioethics, in particular in the context of novel 

technologies within genomics. The paper starts by discussing the concept of the 

‘dividual’ as presented by Gilles Deleuze in Postscript on the Societies of Control (1992). 

The word individual stems from the Latin individua: inseparable or indivisible. A 

‘dividual’, on the other hand, may be regarded as a divisible entity. By discussing the 

case example of forensic use of commercial DNA data, it is argued that the complex 

questions that are raised by genomic data across society can only be addressed by 

acknowledging dividual aspects. This paper explores three lines along which this may 

take shape. First, there is a need to move from individual privacy to dividual privacy. 

With respect to genomic data, dividual privacy conceptually points to two aspects. On the 

one hand, it points to the dividual or shared nature of genomic data, as genomic data is 

often shared with many different individuals (de Groot, 2024; Widdows, 2013). On the 

other hand, privacy may be conceptualized as dividual in the sense that it is a more 

fundamentally shared social value (Rouvroy, 2008; Roessler, 2021). Second, the paper 
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explores the shift from individual autonomy to dividual democracy, focusing on the 

limits of individual informed consent for genomic data. Third, there is a need to expand 

attention from individual consumers towards dividual commodities, addressing the risks 

of commodification practices and power relations. The paper concludes by arguing for a 

shift from individual bioethics to dividual bioethics.  

---- 
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Contemporary medicine is undergoing a profound transformation through technological 

innovation, integrative care practices, digitalization, and planetary constraints. Yet 

bioethical evaluation remains largely anchored in mid-20th-century principlism and 

symptom-based evidence models. This mismatch generates a systematic fragmentation of 

ethical and epistemic assessment: care practices increasingly produce changes in patients’ 

existential capacity and sense of the possible that exceed what prevailing evaluative 

instruments are designed to capture, while institutional decisions continue to rely on 

reductive metrics. 

This paper argues that these failures are not merely methodological but conceptual. 

Bioethics itself requires transformation, not simply extension to new technologies or 

domains, but reconceptualization of what ethical integration means under conditions of 

medical complexity. We introduce Eudynamic Bioethics, a framework that retrieves and 

transforms the largely forgotten 19th-century medical concept of eudynamia, “well-

regulated life-capacity”, which disappeared with the rise of mechanistic medicine but 

names an evaluative question that remains philosophically necessary. Regrounded in 

phenomenology (Husserl, Merleau-Ponty, Gallagher), process philosophy (Whitehead, 

Deleuze), and 4E cognition, eudynamia is reconceived as the optimal dynamic 

relationship between actuality and compossible potentiality: configurations in which 

multiple goods can mutually enable rather than exclude one another. 

The framework is operationalised through the PEWS model (Person, Earth, Work, 

Society), mapping ethical analysis onto the distributed architecture of embodied, 

extended, enactive, and embedded cognition. This structure allows ethical evaluation of 

whether medical practices and institutions support or fragment integration across 

experiential, ecological, professional, and social dimensions. 

The paper demonstrates the framework’s relevance across three sites of medical 

transformation. First, integrative healthcare evaluation reveals systematic mismatches 

mailto:luis.demiranda@uu.se


  

between symptom-based evidence models and patients’ reported transformations in 

embodied functioning and relational capacity, a gap documented in our ongoing mixed-

methods research within the UK National Health Service. Second, planetary health 

governance shows that environmental conditions are not external constraints but 

constitutive of medical capacity, requiring ethical evaluation of healthcare infrastructures 

as extended cognitive systems. Third, technology governance in AI and biotechnology 

demands criteria for distinguishing innovations that expand compossible futures from 

those that fragment integration across scales. 

By articulating ethical integration as a dynamic, multi-dimensional achievement rather 

than a procedural outcome, Eudynamic Bioethics offers a framework capable of 

navigating medical transformation without reduction, honouring plurality without 

fragmentation, and reconnecting bioethics with its original concern for bios (the manner 

of living) under contemporary technological, institutional, and ecological conditions.  

 

 

Making the impossible, possible? 
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In Du mußt dein Leben ändern, German philosopher Peter Sloterdijk describes life in 

modern society as a ‘workshop of self-realisation’. And indeed, open a magazine at 

random: catchphrases such as ‘working on yourself’ or ‘be in balance with yourself’ 

seems a central theme of our existence. This self-realisation is what makes us modern as 

human beings and what gives individualisation a central place in our society. Since can 

always be different, better, grander or slower, sports is mobilised as one of the means to 

self-realisation, understood as a maximised life. Only when we have extracted everything 

from it, only when we have made ‘the impossible, possible’, we would feel that we have 

lived. 

At the same time, the more the impossible is the target, the more it makes us at unease 

with the tragic dimensions of human existence such as coincidence, failure, disease, fate 

or death, Odo Marquard argues. In his Apologie des Zufälligen, Marquard calls for a 

more lucid understanding of how coincidence still plays a substantial role in a 

meritocratic society. The higher the expectations, the more we fail. Given the numbers of 

burn-out and depression, we cannot but conclude that our struggle today is profound. 

Yet perhaps this struggle is not new at all. Many religions so to say are based on an 

impossible demand (“love thy neighbour as yourself”). We on the contrary find ourselves 

caught in the illusion of a manageable life, leading to the idea we must make the 

impossible possible ‘by any means necessary.’ While in reality, the impossible has likely 

always been with us: that which exceeds us and resists our attempts to manage it.  

In this presentation, I will explore this aporia in today’s society. 

---- 
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Bioethics-in-Proteomics: ethical dimensions of protein research practices 
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Introduction: Protein research has long been part of biological, biomedical, and clinical 

research. Its ‘omics’-version, proteomics, is also gaining relevance with the advent of 

precision medicine research and approaches. While their gene-focused counterparts 

(genetics/genomics) have garnered much attention from the bioethics field, the protein-

oriented research generally ‘flew under the radar’ of bioethics. By performing ethics 

residencies in proteomics/protein research groups, I have explored the ethical dimensions 

that underlie, shape, or are part of protein-oriented research practices in these groups.  

Methods: The ethics residencies take a mixed-methods, co-creative approach to 

identifying ethical dimensions in research practices, grounded by the Bioethics-in-

Science approach. I performed two residency periods in three different 

proteomics/protein groups (bioinformatics, mass spectrometry, protein purification). 

These 7- and 9-week residencies combine participant-observation methods, a 

‘provenance workshop’, and a qualitative diary study to support the co-creative 

exploration of ethical dimensions in proteomics/protein research. 

Results: Throughout the residencies, participating researchers were prompted to look at 

their own practices in new ways. ‘Provenance maps’ make visible how protein research 

workflows are deeply connected to the world through the research materials and tools 

used. Additionally, ‘reflection diaries’ allowed researchers to reflect on materials and 

practices in their day-to-day work. We identified various ethical dimensions of these 

practices, relating to e.g., the scientific and data labor supporting public protein 

databases; differential duties of openness of research output; visions of ‘good’ data; 

tensions between collaboration and strategic advantage; obscured environmental impact 

of research materials; dealing with uncertainty of results; balancing financial costs and 

epistemic values; research materials sourced from animals; and the normative aspects of 

benchmarking.  

Conclusion: Ethics residencies oriented towards practices made it possible to explore the 

ethical dimensions proteomics/protein researchers encounter in their day-to-day work. 

Some of dimensions are not unique to protein/proteomics research, but they present 

themselves in concrete ways in these research practices. Additionally, ethical 

considerations were often not neatly separable from scientific, epistemic, political, and 

organizational considerations.  

 

 

Preventing Ethically Problematic Manipulation in mhealth: A Practical Ethical 

Guideline 
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Concerns about wrongful digital manipulation have become increasingly prominent in 

public and scientific debate, which is reflected in the EU AI Act’s classification of certain 

manipulative AI practices as high-risk or prohibited. This is especially relevant for 

Mhealth lifestyle interventions, which are explicitly designed to influence behaviour and 
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increasingly rely on AI-driven personalization. This raises an ethical issue: manipulation 

is morally presumptively wrong, yet it may sometimes seem justifiable because of the 

(health) benefits it may bring. Current regulatory and ethical frameworks, however, offer 

little practical guidance for identifying manipulative influence and determining when its 

use might be permissible.  

This paper aims to develop such guidance. 

First, we give a conceptual analysis clarifying how designers can recognize when an 

influence bears markers of manipulation. We identify three dimensions: the intention of 

the influencer, the process through which the influence operates, and the outcome it 

produces. Across these accounts, manipulation is morally problematic for various reasons 

but most prominently because it relates to users’ agency in a way that can undermine 

autonomous decision-making, thereby generating a presumptive wrongness and reason 

against its use.  

However, Mhealth practice often occurs in non-ideal circumstances that complicate a 

simple prohibition on manipulation. Users may face structural barriers associated with 

low socioeconomic status, persistent motivational failures, or prior exposure to harmful 

or manipulative influences that distort decision-making. In these contexts, non-

intervention may itself be morally problematic, and limited, carefully justified forms of 

manipulation to counter the non-ideal circumstances, may be warranted. 

Secondly, we briefly consider whether theoretical considerations align with user's 

perceptions and experiences. Existing studies suggest that users do not uniformly reject 

influences with manipulative features, particularly when this support personally endorsed 

health goals or promote well-being. However, empirical evidence remains limited and 

tends to focus on recipients rather than the influences themselves.  

Finally, based on the conceptual analysis and empirical data, we present a basic design 

guideline to develop ethically acceptable behavioral influences in the context of Mhealth 

applications.  

 

 

Autonomy in the Era of Telemedicine: Informed Consent and Shared Decision-

Making between Authorization and Authenticity 
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The development of telemedicine represents one of the most significant transformations 

in contemporary healthcare. From a supplementary innovation, it is gradually becoming 

an integral “artery” of the healthcare system, enabling continuity of care across space and 

time, increasing accessibility, and responding to structural challenges faced by modern 

health systems. At the same time, this technological shift fundamentally reshapes the 

physician–patient relationship and raises the question of how the principle of respect for 

autonomy is realized in the context of remote care. 

This paper analyzes autonomy in telemedicine through two key institutions of medical 

ethics: informed consent and shared decision-making. It draws on two conceptions of 

autonomy that represent distinct yet complementary normative frameworks. 

The first framework is the principlist account of autonomy, particularly as developed by 

Beauchamp and Childress, where autonomy is understood primarily as autonomous 
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authorization. In this view, informed consent constitutes the minimal moral condition for 

the legitimacy of medical intervention—a tool for protecting the patient’s integrity and 

right to self-determination. Autonomy is realized when the conditions of competence, 

adequate information, understanding, and voluntariness are fulfilled. In telemedicine, 

however, the question arises whether this model can be reduced to a formal digital 

confirmation of consent without undermining its normative depth. Remote 

communication may affect the quality of understanding, the assessment of competence, 

and the degree of voluntariness, thereby reshaping the nature of authorization itself. 

The second framework is the split-level theory of autonomy, developed by Gerald 

Dworkin and Harry Frankfurt. Here, autonomy is not merely the absence of external 

coercion but the capacity for reflective identification with one’s own preferences—an 

alignment between first-order desires and second-order (volitional) commitments. An 

autonomous decision thus represents an authentic expression of one’s life plan. From this 

perspective, autonomy cannot be exhausted by authorization alone; it requires a 

dialogical process enabling patients to reflect on their values and goals in interaction with 

professional medical judgment. 

On this basis, the paper argues that while informed consent represents the necessary 

minimum of respect for autonomy (the authorization model), the ideal corresponding to a 

stronger, reflexive conception of autonomy is shared decision-making. Shared decision-

making integrates medical expertise with the patient’s value horizon and enables 

autonomy as authentic self-determination rather than merely procedural consent. 

Telemedicine accentuates this tension: it may expand choice and flexibility, yet it also 

risks reducing the relationship to a transactional “patient-consumer” model. The future of 

ethically responsible telemedicine therefore depends on its ability to move beyond mere 

authorization and to preserve—even in digital settings—space for authentic, shared, and 

value-oriented decision-making. 

 

 

Medical diagnosis: limitations and risks of the causal model 
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Introduction: To relate symptoms and findings to an underlying pathological process is 

one of the major achievements of modern medicine. This has not only improved our 

understanding of diseases but helped develop novel treatments. It has also shaped 

diagnostic reasoning. With pathology assumed to cause symptoms, diagnosis consists of 

working backwards the line of causal impacts to identify underlying causes. Diagnostic 

technologies progressively provide more immediate access to the underlying pathological 

process. Diagnostic categories thus understood cover the problem space without gaps or 

overlaps. This model underlies professional education and communication to the public. 

Other scientific disciplines embrace the model, with digital diagnosis currently being the 

most contested area. My aim is to make the model explicit and discuss evidence from 

clinical trials and epidemiological surveys to examine its justification and scope. 

Methods: To evaluate the benefit of diagnostic technologies the method of “linked 

evidence” has been proposed. It consists of breaking down the overall research question 
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into tractable single components which can be approached empirically. I am thus 

reviewing empirical evidence addressing crucial components of the model. 

Results: Symptoms presented to doctors often have no biomedical explanation. 

Depending on definition and setting, estimates range between 2% and up to two thirds of 

patients. This applies not only to primary care, but also to highly specialized centres for 

rare diseases, where only for one third of patients fully evaluated a cause could be found. 

Population surveys of advanced imaging report high proportions of incidental 

pathological findings. In other words: there are symptoms and findings without 

(discernible) pathological process and pathological processes without symptoms. 

Whether and to what degree diagnostic features are associated with pathology depends on 

the setting of care (primary care, hospital, tertiary care). Population surveys of people’s 

symptoms and help-seeking behaviours (“ecology of care”) show that only a minority of 

health problems are brought to the attention of the professional health care system. Most 

are treated within the lay sector. Primary care physicians, placed at the interface between 

the medical system and the outside, are aware of the undifferentiated nature and high 

variability of symptoms presented by patients. 

Conclusions: These findings question adequacy of the model, because it cannot 

accommodate for the multiple uncertainties present in diagnostic decision-making. False 

expectations by patients and clinicians may lead to overdiagnosis and overtreatment. 

Relying on the model may also explain the failure of digital diagnosis so far. It has, 

however, a place to guide biomedical research, e.g. the development of novel diagnostic 

tests. The study suggests that “linked evidence” is a fruitful approach to enrich 

philosophical analysis with empirical evidence. 

---- 
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Does trust in medical AI necessarily imply the loss of control? Why trust and 

control can – and should – go hand in hand 
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Trust has been identified as a fundamental component of ethical AI, indicating that AI 

should be developed so that users trust it or at least deem it trustworthy. While many 

scholars and AI developers recognize the pivotal role of trust, it remains vague how trust 

in AI should be achieved and what trustworthy AI would look like.(1,2) In this article, I 

contend that developing an effective framework for trust is challenged by the fact that 

trust is often contrasted with control, which tends to overshadow control’s 

complementary role. Trust is frequently assumed to require relinquishing control to 

opaque AI systems; trust is sometimes even seen as ‘‘anti-monitoring’’ AI.(3) However, 

trust and control are not inherently opposing concepts; control can even be constitutive of 
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trust(4,5), which is highlighted by empirical research investigating the conditions for trust 

in AI.(6,7) These studies illustrate that control plays a vital role in promoting trust by 

preventing algorithmic mistakes and breaches of trust, as well as mitigating failures or 

damage following such incidents.(5) 

Acknowledging the importance of trust-control relations is essential for developing 

desirable AI systems. On the one hand, this is the case because failing to recognize the 

centrality of control undermines the establishment of clear boundaries for trusting AI and 

risks that users are inadvertently sidelined. Solely viewing trust as relinquishing control 

can, for example, lead to situations in which humans abstain from monitoring once trust 

is established, allowing AI to displace their epistemic authority.(8) Such an 

understanding of trust has rightfully received critique (8) because it paves the way for the 

use of unmonitored autonomous systems that are called ‘trustworthy’ but lack 

comprehensive oversight.(2) On the other hand, viewing control as conducive to trust 

enables evaluating the limits and necessary safeguards of trust, as well as providing 

grounding for trust in AI. In the paper, I discuss several ways in which acknowledging 

control-trust relations can support determining how ethically justifiable trust (9) in AI in 

the clinical context can be accomplished.  

---- 

 
References: 

1 Gille, F., Jobin, A. & Ienca, M. What we talk about when we talk about trust: Theory of trust for AI in 

healthcare. Intelligence-Based Medicine 1-2, 100001 (2020). 

https://doi.org/https://doi.org/10.1016/j.ibmed.2020.100001 

2 Mittelstadt, B. Principles alone cannot guarantee ethical AI. Nature Machine Intelligence 1, 501-507 

(2019). https://doi.org/10.1038/s42256-019-0114-4 

3 Ferrario, A. & Loi, M. in Proceedings of the 2022 ACM Conference on Fairness, Accountability, and 

Transparency. 1457-1466. 

4 Hengstler, M., Enkel, E. & Duelli, S. Applied artificial intelligence and trust—The case of 

autonomous vehicles and medical assistance devices. Technological Forecasting and Social Change 

105, 105-120 (2016).  

5 Castelfranchi, C. & Falcone, R. Trust and control: A dialectic link. Applied Artificial Intelligence 14, 

799-823 (2000).  

6 Hoffmann, H. & Söllner, M. Incorporating behavioral trust theory into system development for 

ubiquitous applications. Personal and ubiquitous computing 18, 117-128 (2014).  

7 Li, Y., Wu, B., Huang, Y. & Luan, S. Developing trustworthy artificial intelligence: insights from 

research on interpersonal, human-automation, and human-AI trust. Frontiers in Psychology 15, 

1382693 (2024).  

8 Nickel, P. J. Trust in medical artificial intelligence: a discretionary account. Ethics and Information 

Technology 24, 7 (2022).  

9 Starke, G. & Ienca, M. Misplaced trust and distrust: how not to engage with medical artificial 

intelligence. Cambridge Quarterly of Healthcare Ethics 33, 360-369 (2024). 

 

 

Artificial Wombs and the Ethics of Care: Relational Needs and Shared 

Responsibilities in Partial Ectogestation 

Frédérique Drouin (École de santé publique, Université de Montréal & Centre de 

recherche en santé publique, Montréal, Canada) 

frederique.drouin@umontreal.ca 

 

mailto:frederique.drouin@umontreal.ca


  

Several research teams from different countries, including the United States, Canada, 

Spain, the Netherlands, Japan, and Singapore, are developing prototypes of artificial 

wombs (AW). The aim is to improve the medical management of very premature infants 

between 22 and 25 gestational weeks, given the high morbidity and mortality rates in this 

population. AW would make partial ectogestation possible, whereby a fetus transferred to 

an AW– what we call an "entity in an AW" – develops partly outside the human body.  

Despite the approaching reality of partial ectogestation, the question of how the entity in 

an AW should be considered remains highly contested. Some argue that the entity should 

be considered a newborn, since it meets many current definitions of birth, whereas others 

claim that it constitutes a new moral entity, given that it retains fetal characteristics (e.g., 

an umbilical cord and placental oxygenation). These disagreements raise fundamental 

questions about the moral status of the entity in an AW and, consequently, about how it 

should be treated and how clinical decisions should be made, including the withdrawal of 

ectogestational support leading to the entity’s biological death. 

In this presentation, I argue that care ethics provides a powerful framework for 

addressing these issues, as it emphasizes needs, relationships, moral responsibilities, and 

situations of vulnerability and dependence. When a fetus is transferred to an AW, 

patterns of dependence and responsibility are profoundly reconfigured: the entity 

becomes primarily dependent on healthcare professionals, rather than on the person who 

was pregnant, for its survival and development. I contend that this shift transforms the 

entity in an AW into a novel subject of care with physiological, developmental, and 

relational needs that demand an appropriate ethical response. A care ethics approach also 

foregrounds the relational needs and responsibilities of all stakeholders, including 

(future) parents and clinicians. I suggest that attending to these relational needs and 

shared responsibilities can significantly improve ethical and clinical decision-making in 

partial ectogestation. 

 

 

Decolonizing international research ethics? Continued controversies on 

international research and ethical frameworks 
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Abstract: Around 2000 major controversies on the ethics of international biomedical 

research unfolded. The accusations encompassed both double standards and ethical 

imperialism at the time. The Declaration of Helsinki was in the centre of these debates 

and was revised several times to address the corresponding problems. More recently 

during the COVID-19-pandemic, similar criticisms of the organisation and ethical 

oversight of international biomedical research reemerged. However, new demands to 

decolonize the ethics of international research were formulated, which were scarcely 

issued during the former debate possibly due to similar demands to decolonize cultural 

and political remains from the colonial period. This presentation aims to provide a critical 

overview of the debate on decolonizing research ethics, which is so far still missing from 

the bioethical literature. It examines the respective concepts of decolonization, the 

theories behind them, the justification of the need for decolonization, and the alternative 

ethical frameworks. These results will be compared with the current version of the 
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Declaration of Helsinki insofar it can be considered as at least one influential 

compromise how international biomedical research should be regulated.  

 

 

Understanding Sustainable Healthcare as Inheritance Proceedings? The Bioethical 

Potential of the Concept of ‘Heritage’ 
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While increasing attention is being paid to an intergenerationally just design of the 

healthcare system in the future, the historical development of the healthcare system has 

been rather neglected in these debates. Thus, the question of what heritage past 

generations have left – or should leave – present and future generations in the form of 

practices, institutions, and structures of the healthcare system remains largely 

unaddressed. Moreover, although the (appropriate) transmission of goods, institutions, 

and structures is regularly discussed elsewhere under the concept of ‘heritage’, the 

analytical potential of this concept for bioethics has received little attention so far.  

Against this backdrop, this contribution seeks to investigate the bioethical potential of the 

concept of ‘heritage’ for an intergenerationally just, sustainable design of the healthcare 

system.  

To this end, I first provide a conceptual analysis of ‘heritage’ that offers a systematic – 

culture studies-oriented – elaboration of its different conceptual elements and 

corresponding moral implications. According to this definition, an individual or a 

collective (the subject) passes on (action) all tangible and intangible cultural goods as a 

heritage to an individual or another collective (the object). I then apply this formal 

definition in the analysis of three case studies from different areas of bioethics: the 

heritage of ‘medical experiments’ in the Nazi regime (research ethics), traditional cultural 

practices and role models in clinical practice (clinical ethics), and the welfare state and 

socio-political conditions of healthcare (public health ethics; political theory). In this 

analysis, the potentials and limitations of a bioethical application of the concept of 

heritage become evident: While the concept provides a promising approach for defining 

the content and extent of the heritage as well as the relevant rights and duties, the 

definition of the involved actors remains a challenge.  

In the subsequent discussion, I suggest the concept of generation as an ambivalent 

category that can help to solve this problem. Just as it has contributed to the debates on 

historical justice, it can be understood as promising category for assigning moral duties to 

collectives in the diachronic consideration of the healthcare system as ‘inheritance 

proceeding’. In this way, despite all challenges, the concept of ‘heritage’ proves to be a 

category with high analytical potential, that can be seen – above all – in the temporal 

contextualization of bioethical questions. 
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‘Just perceptions’ – heritable polygenic editing, placebo enhancement and metrics 

of justice 
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The potential of human genome editing being used for enhancement purposes continues 

to be a much-discussed topic, given prominence in the WHO report (2021) and, more 

recently, in the context of heritable polygenic editing (Visscher et al. 2025). In my paper, 

I wish to confine myself to one subset of potential, complex human enhancements by use 

of heritable polygenic editing – namely, intelligence. First, I will make a partial defence 

of the view that, in some-to-many such cases, we will be dealing more with beliefs in 

enhancement rather than the notion of ‘factural enhancement’ itself (Andorno et al. 2020; 

Habermas 2003). Whatever the genuine scientific prospects or realisation of genomic 

enhancement, there is a case for the view that the belief, or set of beliefs and 

assumptions, will precede and dominate these discussions. Guided by research in social 

psychology and sociology on positive parental and teacher reinforcement and class 

background effects on self-esteem (e.g. Manstead 2018; Madon et al. 2011), I argue that 

some such so-called genomic enhancing effects can take place due to a form of ‘self-

fulfilling prophecy’. Particularly in heritable interventions, I argue that even if there was 

little-to-no enhancement in fact, the effects of a false belief in the enhancement could still 

– via the aforementioned sociological and psychological processes – have significant 

enhancing effects for the relevant offspring. Specifically, a potential phenomenon of what 

I call ‘placebo enhancements’ may arise, creating better learning and cognitive 

performance outcomes, not from genomic changes, but from the self-esteem and other 

factors of socialisation arising from the partially or entirely false belief in being 

positively genomically enhanced. Next, I will explore how this scenario of ‘placebo 

enhancements’ would create novel complexities for ethical and justice considerations as 

much as potentially ‘real genomic enhancements’. For instance, if ethical and justice 

implications are important reasons to assess genetic enhancements, it suggests they can 

be accurately observed and measured. Insofar as separating fact from self-fulfilling belief 

will be difficult and possibly intractable, this measurement will be difficult to impossible 

to do accurately. Moving to measuring differences in outcomes, if the false belief is to be 

treated as sufficient as genuine enhancements to trigger justice considerations, given the 

effects are ‘real enough’, there may be further counter-intuitive complexities. This would 

include such issues as ‘taxing’ someone for a benefit that they only falsely believe they 

have, or worse, where the genomic intervention has caused some degree of harm, albeit 

outweighed by the positive effects of the false belief. Finally, I explore if the choice over 

the metrics of justice (e.g. post-genomic variants of Rawlsian primary goods-based 

approaches, Sen’s Capabilities, Arneson welfarist metrics, etc.) may or may not be useful 

in addressing this potential problem.  
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Mission qua sovereign: Hobbesian drift in space ethics and bioethics 
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The rapid expansion of human activity in space—driven by programmes such as Artemis 

and the prospective Mars habitation—has brought both space ethics and space bioethics 

into domains of imminent practical concern. In these contexts, ethical reasoning is 

increasingly conducted under conditions of sustained crisis: environmental hostility, 

resource scarcity, medical limitation, and institutional fragility. Under such conditions, a 

subtle shift appears to be emerging in which both domains risk becoming organised not 

around the wellbeing of mission participants, but around the preservation and success of 

the mission itself. 

Recent work captures elements of this shift from different directions. Matti Häyry adopts 

a precautionary stance, warning that space habitation risks coercive and totalising 

conditions for present and future persons; Konrad Szocik, by contrast, explores how 

survival may require enhancement, adaptation, and biomedical constraint. In different 

ways, both approaches move toward a horizon in which crisis conditions expand what 

may be asked of persons. What remains under-examined, however, is the structure of 

reasoning that renders such demands intelligible — namely, a drift toward treating 

mission continuity as if it were itself a bearer of moral priority.  

In this talk, I introduce the concept of ‘Hobbesian drift’: a movement, across space ethics 

and space bioethics, toward risk-dominant, mission-preserving reasoning under 

conditions of uncertainty. Crucially, this is not Hobbesian survival logic properly 

understood, but its misapplication—where the object of preservation shifts from persons 

to the mission itself. In this displacement, necessity ceases to constrain action and begins 

to justify it, narrowing ethical deliberation as the demands of success present themselves 

as reasons in their own right. 

Forms of this drift are already visible in contemporary space bioethics and in mission-

oriented reasoning within space exploration practice. These are not merely hypothetical 

risks, but emerging features of the paradigm itself—visible in the expanding 

permissibility associated with necessity in space bioethics (as in Szocik’s alignment with 

military bioethics), and in parallel pressures within military ethics where appeals to ‘force 

protection’ and mission success strain constraint (Geiss 2011; Jang 2021; McFarland 

2022). What is at issue, then, is not an isolated tendency but an implicit decision-theoretic 

orientation—one which calls for explicit philosophical correction. I argue that this 

approach must be resisted at the level of method and, drawing on a broadly Humean 

insight, maintain that moral reasoning must remain anchored in the shared human 

standpoint of those subject to its demands. The task is not to reject mission necessity, but 

to re-articulate it through a nascent set of governing axioms that guide both preparation 

and action, ensuring that what is required of persons remains intelligible, answerable, and 

humanly grounded. 
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Ai and emerging wicked ethical issues with organ transplantation 

Leonard Fleck 

fleck@msu.edu  

 

A frequently cited statistic is that seventeen patients die every die while on a waiting list 

for a major organ transplant. This strikes many as tragic. However, the tragedy is much 

greater than that because of the rigorous assessment process that determines who gets on 

the waiting list to begin with. In the United States we do 2700 heart transplants annually. 

However, in theory, we could easily do 100,000 if the organs were available. This 

suggests an ethical imperative to increase dramatically the supply of transplantable 

organs. That could include putting in place an “opt out” policy, perhaps with a more 

expansive conception of being dead. However, I will focus on two other options: 

expanding the use of lower quality organs (now discarded) and the use of specially 

created pig organs. 

I start with the assumption that we have perfected pig organ transplantation. I will specify 

(for the sake of argument) that this means pig organs do not yield the gains in life 

expectancy that are true of human organ transplants. More precisely, 70% of patients will 

achieve five extra years of life with heart and liver transplants; more than 50% will gain 

ten extra years of life. I want to specify that median survival would be three years with a 

pig organ and only 10% of patients gaining more than five years. I will again specify (for 

the sake of argument) the same numbers for transplanted organs of lower quality. Lower 

quality organs might come from a donor over age sixty, or infected with HIV or HCV, or 

obese, or diabetic, or recent cancer treatment, or hypertensive, or alcoholic, or an IV drug 

user, and so on. 

Who should be a candidate for a pig organ or lower quality organ? Should AI be used to 

assist in making those decisions? Should algorithms be developed regarding potential 

organ recipients that would identify individuals 90% unlikely to get maximal gain from a 

human organ transplant, and only offer them a pig organ or a lower quality organ? Those 

algorithms would take into account medical co-morbidities that would predict a life 

expectancy of less than eight years. Or those algorithms would include detailed social and 

behavioral history linked with poor adherence to managing anti-rejection medications, 

such as poor social supports, or likelihood of sobriety failure, or forms of mental illness 

linked with poor compliance (schizophrenia, major depression, borderline personality 

disorders).  

What makes the use or non-use for this purpose “wicked”? We are faced with “wicked” 

potential choices when, no matter what we choose we risk violating a fundamental ethical 

or political value. Are patients offered a choice of a human organ or a pig organ or lower 

quality organ? The incentive might be quicker access to a transplant. If they insist on 

wanting a human organ, and if the AI algorithm informs us a human organ will likely fail 

much sooner, thereby wasting potential life-years someone else could have had, then their 

choice seems like a poor choice from a social benefit perspective. But if we give them no 

choice, perhaps thinking they might not have gotten on the list, except that now we have 

this expanded organ availability, then are we violating their autonomy rights? Further, do 

we inform these patients that we used AI to make these judgments, and we believe AI 

“gets it right” 90% of the time? What happens if the marginal organ or pig organ begins 

to fail at three years for any of the reasons mentioned earlier, whether purely medical or 
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social/behavioral? Do they have the right to another transplant, perhaps a very good 

human organ, perhaps another organ of marginal quality? Failure to offer that option 

seems lacking in compassion. But providing a second transplant means someone who has 

not had a first transplant will die instead. Would the wickedness disappear if AI was not 

part of the decision process? Then all the judgmental imperfections and biases and 

information shortfalls in the present system would continue when AI could significantly 

correct those deficiencies. Should, for example, anyone with any diagnosed mental illness 

not be a candidate for an organ transplant because of a “perceived” risk of early 

transplant failure? 

My goal in this presentation is not to offer any easy answers. There are none. My goal is 

to identify and analyze the wicked ethical implications of using AI to assist in making 

transplant allocation decisions at the same time that we seek to expand transplant options 

with pig organs or organs of compromised quality. 

 

 

Applying the 5P Framework to Improve Cancer Prevention in European Health 

Systems 
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Cancer remains one of the leading causes of premature mortality in Europe, with nearly 

half of all cases attributable to modifiable risk factors. While preventive strategies are 

well-established, their implementation across European health systems remains 

fragmented, underfunded, and insufficiently aligned with population needs. This paper 

applies the 5P model- predictive, preventive, personalized, participatory, and psycho-

cognitive (the “fifth P”)- as a diagnostic and normative framework to assess national 

cancer prevention infrastructures. Focusing on Sweden, Germany, Romania, and the 

United Kingdom, we conduct a qualitative comparative analysis informed by structured 

policy mapping and literature review. Our findings reveal significant divergence in 

system alignment with 5P principles, particularly in participatory governance, 

personalization, and anticipatory planning. While high-income countries tend to have 

better predictive infrastructure and screening coverage, they often lack formal 

mechanisms for community engagement and tailored communication. In contrast, under-

resourced systems show lower alignment across multiple domains, underscoring the risks 

of top-down, technocratic strategies without trust-building or contextual sensitivity. We 

argue that the psycho-cognitive dimension- capturing values, perceptions, and behavioral 

drivers- is essential to translating prevention into practice. We conclude with actionable 

policy recommendations, emphasizing participatory infrastructure, cross-sectoral 

foresight, and ethical evaluation as core components of sustainable cancer control. 
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Promises Without Memory? The Protein Corona and the Dynamics of Medical 

Innovation 
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Recent critical voices in nanotoxicology have described the field as a deflating bubble, 

suggesting that early expectations surrounding nanomedicine and nanosafety have not 

materialized. One of the alleged drivers of undue hype is the research program 

surrounding the so-called protein corona: the layer of biomolecules that adsorb onto 

nanoparticles when they enter biological environments, forming a nanoparticle–protein 

corona complex (NPPC) that mediates biological identity and response. Since its 

introduction as a named concept in 2007, the protein corona has been widely framed as a 

novel discovery with transformative implications for toxicology, diagnostics, and 

medicine. 

In our research, we investigate how claims of novelty and accompanying promises 

emerged and evolved within the protein corona research program. Drawing on Joachim 

Schummer’s philosophy of scientific novelty and on accounts of research programs by 

Imre Lakatos and James Lennox, we analyze how novelty claims occurred in tandem 

with expanding expectations about application and impact. We first situate protein corona 

research historically by examining key studies prior to 2007, showing that many 

phenomena later subsumed under the protein corona concept had already been 

investigated within twentieth-century colloid chemistry and surface science, albeit under 

different conceptual frameworks. 

Subsequently, we trace the evolution of the original promise articulated in the 2007 

article introducing the term protein corona through a systematic bibliometric and 

conceptual analysis using a targeted search strategy. We show how early expectations 

concerning improved understanding of nanoparticle–biological interactions gradually 

shifted toward increasingly ambitious medical applications. As initial nanotoxicological 

promises failed to materialize, the research program became progressively coupled to 

emerging agendas, including personalized protein corona approaches, modulation of in 

vivo responses, biomarker discovery, deep plasma proteome profiling, and machine-

learning-based prediction of corona formation. 

We argue that the article introducing the term protein corona did not itself contain undue 

novelty claims or overpromising. Rather, problematic dynamics emerged gradually as the 

research program expanded. Over time, protein corona research lost historical awareness 

of earlier related work and failed to consolidate a stable theoretical and methodological 

core. As lessons from earlier unmet promises faded, similar expectations were repeatedly 

reformulated, generating superfluous promises and renewed cycles of overpromising. 

We conclude that this erosion of historical continuity and lack of a research program core 

renders the protein corona research program particularly prone to fragmentation and 

bandwagoning. At the same time, it impedes cumulative knowledge development about 

NPPCs and thereby slows the realization of robust medical applications. Understanding 

how novelty, promises, and historical memory interact within emerging research 

programs is therefore essential for evaluating both scientific progress and the dynamics of 

hype in nanoscience. 
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New sensitivities towards end-of-life decisions? The case of physician-assisted 

suicide in Italy  
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In Italy the Constitutional Court sentence 242/2019 allowed the possibility for a patient to 

request physician-assisted suicide, under very certain conditions: in the sentence, the 

Court invited the Parliament to legislate, but despite many discussions a specific law 

hasn’t been approved until now. The debate regards at present the moral and legal 

dimensions, as well as the institutional responsibilities implied with respect to the 

evaluation of physician-assisted suicide requests and the involvement of ethics 

committees that should express their opinion on the request. May we frame the 

discussions at stake on physician-assisted suicide (and on euthanasia) as scenarios of 

values’ change? The presentation will underscore a different moral sensitivity regarding 

end-of-life scenarios in Italy and will reflect on which conditions should be recognized as 

necessary if and when legislating on these specific practices, to create and allow more 

homogeneous and equal conditions inside the country.  

 

 

Do we trust scientists: diverging regulatory frameworks of non-health-related 

research? 

Eugenijus Gefenas, Jūratė Lekstutienė 

eugenijus.gefenas@mf.vu.lt  

  

Ethical oversight of research involving human participants is well established in 

biomedicine, where prior review by research ethics committees (RECs) is common 

practice. Conversely, ethics oversight of research outside biomedicine, for example, in 

the social sciences and humanities, has developed later and more unevenly, driven by 

distinct normative and institutional logics. Across Europe, models range from trust-based 

professional self-regulation (e.g., in Norway) to centralized, legally enforced review (e.g., 

in Sweden). 

Our analysis highlights a divergence in the normative scope and content of the ethics 

oversight outside biomedicine. A more narrowly defined and primarily research ethics-

based framework, focused on participant protection, as seen in Sweden and the 

Netherlands, can be contrasted with a broader Norwegian framework that includes both 

research ethics and research integrity principles, such as, for example, scientific honesty, 

prevention of research misconduct, responsible authorship, and transparency. While the 

broader normative framework incorporating research integrity serves as a valuable 

educational tool, it also presents a practical challenge: RECs typically review research 

before it begins and are rarely equipped to monitor how researchers comply with research 

integrity standards during the research. 

Our findings indicate that, rather than aligning with a single European model, oversight 

systems outside biomedicine are likely to stay diverse, shaped by national legal cultures 

and changing academic traditions. Therefore, in this presentation, drawing in part on 

discussions within the European Network of Research Ethics Committees, we will outline 

and analyze different scenarios of ethics oversight for research outside biomedicine. We 
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aim to assess the strengths and limitations of these oversight models and identify the 

specific contexts in which each framework works most effectively. 

 

 

Exhaustion: Transformation from one symptom to different syndromes with 

different social valuations 
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Exhaustion is a physiological phenomenon after exertion, and as such not pathologic. 

However, if exhaustion does not lift after rest and nourishment, it becomes a sign of some 

disturbance in the organism. Usually, the whole organism reacts exhausted, but we can 

distinguish a focus on physical, mental, emotional and cognitive exhaustion. 

As a medical symptom, exhaustion appears as main feature in different syndromes, such 

as Burn-out, Fatigue syndrome and Chronic Fatigue Syndrome (Myalgic 

Encephalopathy, ME/CFS). 

Notably, as a vague and mostly subjective symptom (such as pain), it has had the 

tendency to be more or less neglected in clinical medicine. Patients who came because of 

exhaustion were often met with disbelief or doubt if no reliable objective parameter as 

understandable cause was found. The symptom was regarded as “psychosomatic” in the 

meaning of psychological maladaptation.  

Fatigue syndrome became however a more ‘respectable’ symptom in the context of 

cancer treatment, multiple sclerosis (MS), anemia, and other somatic diseases that explain 

the symptom. One of the most decapacitating syndromes including fatigue is Chronic 

Fatigue Syndrome (ME/CFS), where no clear somatic factors can be found. It has been 

discussed as “psychosomatic” for a long time, but after the well-documented Covid-

pandemia, the Post-covid syndrome is regarded as one example of CFS and controversy 

about its medical existence has widely diminished. 

Another example of exhaustion as main symptom is Burn-out syndrome. It is not codified 

in the psychiatric diagnostic manual DSM-5, and in the International Classification of 

Diseases ICD 11 it is restricted to clearly work-related factors. It is, however, a common 

reason for sick leaves. 

In this paper, the author will discuss the changes in hierarchy of the symptom in the 

different syndrome contexts with regard to seriousness, reliability, therapy approaches 

and reaction of society in terms of acceptance and solidaric response. 

 

 

The underdiagnosis of neurodivergent women and girls: A feminist and a bioethical 

issue 

Genest, Mathilde 

mathilde.genest@mail.mcgill.ca 

 

Neurodivergent girls and women are underdiagnosed (Attoe & Climie, 2023; Craddock, 

2024; Driver & Verity, 2021). In comparison to boys and men, girls and women are less 

likely to be diagnosed as neurodivergent, and when they are, it often occurs later in life. 

This underdiagnosis is not only a clinical gap but also reflects how diagnostic knowledge 
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has been historically shaped by gendered norms. This presentation explores the harmful 

consequences of this underdiagnosis and argues that it is not only a feminist issue but 

also a problem concerning the gendered production of diagnostic knowledge and a central 

bioethical concern. The case of neurodivergence illustrates how diagnostic categories 

embody historically dominant models of the subject and how these models generate 

ethically significant patterns of harm within healthcare. Looking at this problem through 

the combined frameworks of epistemic injustice and principlism provides a fuller picture 

of these harms. 

First, I adopt a feminist perspective to show that the underdiagnosis of neurodivergent 

girls and women is rooted in a male-biased diagnostic model that has structured the 

production of knowledge about neurodivergence. I present contributing factors to this 

underdiagnosis, analyse the gendered assumptions embedded in dominant diagnostic 

frameworks, and examine the mutual impact of gender and neurodivergence. I then 

mobilise the framework of epistemic injustice. Neurodivergent girls and women are at 

particular risk of testimonial injustice due to their social position both as women and as 

neurodivergent individuals. Because they do not correspond to the dominant model of 

neurodivergence, they can be dismissed when requesting a neuropsychiatric evaluation or 

when reporting their diagnosis (Attoe & Climie, 2023; Morgan, 2024). They also face 

pre-emptive testimonial injustice insofar as their perspectives are excluded from the 

meaning-making practices that shape medical understanding. In addition, they are 

vulnerable to hermeneutical injustice: without a diagnosis they lack adequate interpretive 

resources to make sense of their experiences, and after diagnosis they must rely on male-

biased hermeneutical resources that still fail to capture their lived realities. 

Second, I apply the bioethical framework of principlism to expand the analysis of these 

harms. This reframing shows how gendered diagnostic practices produce ethically 

significant consequences within healthcare. Several of the main harms fall under the 

principle of non-maleficence: lack of diagnosis is associated with poor mental health 

outcomes, negative self-perceptions, increased exposure to trauma and risk-taking 

behaviours, social difficulties, and epistemic injustices. The principle of beneficence 

highlights the positive effects that diagnosis can have, including hermeneutical 

breakthroughs, improved social relationships, and increased self-esteem; neurodivergent 

girls and women are harmed by being deprived of these benefits. Their autonomy is also 

undermined, since diagnosis can foster self-understanding, enable the re-authoring of 

one’s life narrative, and support a sense of control. Finally, the principle of justice brings 

into focus both the intrinsic wrong of epistemic injustice and the broader issue of gender 

inequality in the distribution of diagnostic recognition. 

By bringing feminist epistemology into dialogue with principlism, this paper shows how 

gender bias in diagnostic frameworks shapes the production of medical knowledge and 

generates ethical harms. 

---- 
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Publication Ethics among Health Researchers, Institution-Based, Cross-Sectional 

Study 

Hana Getachew 

hanagetachew30@gmail.com 

 

Background: Publication ethics are rules of conduct for publishing scientific research 

results. They aim to ensure transparency, integrity, and accountability among writers, 

publishers, editors, reviewers, and readers. The International Committee of Medical 

Journals Editors (ICMJE), World Association of Medical Editors (WAME), and the 

Committee on Publication Ethics (COPE) are organizations working to provide 

guidelines and recommendations for authors, editors, and reviewers. These organizations 

aim to promote integrity, openness, and responsibility in publishing research results, 

ensuring high-quality science and avoiding potential moral dilemmas. However, the 

extent to which publication ethics standards are known or adhered to is not well known in 

Ethiopia.  

Objective: To assess knowledge, practice, and factors influencing practice of publication 

ethics among health researchers in three institutions.  

Methods: A cross-sectional study was conducted at three institutions to examine 

knowledge, practice, and factors influencing publication ethics among health researchers 

and academicians. A total of 588 respondents were obtained from the three institutions; 

stratified sampling approach was used. The questionnaire was adapted and modified from 

an international survey and a self-administered questionnaire was given to participants. 

The data was analyzed using SPSS statistical software version 27.  

Results: This study revealed that participants lack knowledge about prior publication 

ethics (60%), dual submission (44%), self-plagiarism (61%), and image manipulation 

(77.4%). Most respondents well-understood Authorship (68.3%), conflict of interest 

(69.8%), and plagiarism (77.6%). Most respondents consider prior/redundant publication 

(62%), author omission (72.4), self-plagiarism (71), and conflicts of interest (81.8) as 

completely unethical. Over half admitted to reusing previous work (59.5), but 92.8% 

cited sources properly. Notably, 27% admitted to self-plagiarism, 42.2% included 

honorary authors, 28% admitted dual submission, and. Additionally, nearly a third do not 

always disclose conflicts of interest. Those who engage in dual submission and have a 

conflict of interest were found to be more likely to violate publication ethics. This study 

also shows that an increase in experience leads to a 7% decrease in violation of 

publication ethics practices, while an increase in knowledge leads to an 11% decrease. 

These findings highlight unethical practices and suggest areas for improvement in 

publication ethics. 

Conclusion: This study reveals that health researchers possess varying degrees of 

knowledge and practice concerning publication ethics. While most participants show a 

solid understanding of key ethical concepts such as authorship, conflicts of interest, and 

plagiarism, there are still observable gaps in the consistent application of these standards 
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across the research community. The findings underscore the importance of strengthening 

ongoing education programs, providing effective mentorship, and establishing clear 

disclosure policies to enhance integrity and trust in scientific research. Furthermore, 

collaborative efforts among all stakeholders including researchers, institutions, and 

publishers are essential for promoting and upholding ethical practices within scholarly 

publishing.  

 

 

Ethical considerations regarding disclosure of onset-predictive biomarker results in 

genetic frontotemporal dementia (FTD) (Special seminar Maartje Schermer) 

Charlotte Graafland, Eline Bunnik 

c.graafland@erasmusmc.nl  

 

In genetic forms of frontotemporal dementia (FTD), carriers of an autosomal dominant 

variant have a high risk of developing FTD at a young age, between 40 and 60 on 

average. New biomarkers of neurodegeneration are being harnessed to predict the onset 

of FTD symptoms in carriers in the next three years. These biomarkers could also track 

neurodegeneration in individuals who have a 50% risk of having an autosomal dominant 

variant but have chosen not to learn their genetic status. If the prediction indicates that 

neurodegeneration is ongoing, this also reveals that the individual at 50% risk is a carrier. 

Onset prediction may have harmful psychological consequences, especially if the 

prediction indicates that onset will occur within a few years. Furthermore, onset 

predictions could also impact social status and relationships or lead to discrimination 

based on onset prediction. At the same time, carriers and individuals at 50% risk of 

genetic FTD appear highly interested in onset prediction because of its potential personal 

utility, though the usefulness of onset predictions for decision-making depends on the 

accuracy. Overall, biomarker-based onset prediction in genetic FTD may have great 

value, but may also do harm, and the development of onset prediction models should be 

accompanied by reflection on the ethics of onset prediction.  

 

 

Personhood, Precedent Autonomy, and Stopping Eating and Drinking in Dementia 

Care 

Aaron Gray 
ajg326@georgetown.edu  

 

Work by Ronald Dworkin (1993) and Rebecca Dresser (1995; 2003) has long been 

invoked in arguments for and against, respectively, the bindingness of advance directives. 

Meanwhile, recent trends in end-of-life care have led to increased legislative support both 

for dementia-specific advance directives, and for voluntarily stopping eating and drinking 

(VSED). The convergence of these two trends has raised stark new concerns about the 

possible justification of withholding food and drink from patients. In short, legislation in 

some jurisdictions has provided for people to specify, in advance directives, points of 

disease progression at which clinicians can be directed to withhold food and drink. This 

gains philosophical support from Dworkin’s (1993) account of precedent autonomy, and 

associated priority of critical over experiential interests, which has recently been 
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deployed by Norman Cantor (2018) in arguing that clinicians are morally required to 

honour such an advance directive. Centrally, I argue that the dominant philosophical 

frameworks that have structured debate in this area are inadequate, implausibly flattening 

a complex moral landscape, before developing an alternative account of continuous 

personhood throughout disease progression. 

Noting Dresser’s (2021) recent recasting of her view as relying on L.A. Paul’s (2014) 

work on transformative experiences, I reconstruct and strengthen this position before 

arguing, pace Dresser, that patients with dementia exhibit continuous personhood such 

that her arguments against the bindingness of advance directives fail. Accordingly, the 

critical interests expressed in an advance directive remain of moral significance in 

determining how treatment should proceed. However, setting out my position with 

reference to Dworkin’s framework, I argue that this continuity of personal identity is 

explained by the continuity of a patient’s experiential and critical interests even into 

advanced stages of dementia. Drawing on narrative accounts of dementia, including work 

by Hilde Lindemann (2009), I argue that while some of the critical interests invoked in 

favour of the bindingness of advance directives wane in their expression – interests in 

directing one’s life, influencing how one’s life narrative ends, or shaping how we are 

remembered – other critical interests continue to be expressed, however partially. If this 

is correct, advance directives will often not be decisive in determining treatment despite 

their significance. This is, in part, because it is unclear on a Dworkin-style view why 

critical interests which are no longer capable of expression ought to outweigh those 

which continue to be expressed. 

Further, I argue that such approaches too quickly discount the moral significance of 

experiential interests. This is especially obvious in the cases under discussion, in which 

experiential interests in eating and drinking can be of great independent moral 

significance. Indeed, it seems to be underappreciated that experiential interests in food 

and drink, and indeed in nutrition in general, are necessary conditions for both the 

possession and expression of all other interests, both critical and experiential. I conclude 

that advance directives for clinicians to withhold food and water from a patient will 

generally be outweighed by continually expressed morally significant interests, at least 

until the latest stages of disease progression. 

 

 

Integrating ethical considerations into public funding for health RDI: the practical 

experience of a regional innovation funding agency 

Aiko Gryspeirt 

agryspeirt@innoviris.brussels  

  

Public research and development funding bodies occupy a strategic– yet often 

underestimated – position within the health innovation ecosystem. Upstream of scientific 

discoveries and medical applications, they actively contribute to shaping the possible 

futures of medicine. As such, they can incorporate evaluation criteria that help orient the 

values guiding innovation and, consequently, the healthcare system. 

This communication outlines the practical experience of Innoviris, a public funding 

agency for research, development, and innovation in the Brussels-Capital Region. Faced 

with the heterogeneity of funded stakeholders – innovative companies, research centers, 
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hospitals – and the growing diversity of health – related projects, Innoviris has 

undertaken on a structured approach aimed at integrating ethics as a constitutive 

dimension of project evaluation, rather than as an external filter or regulatory constraint. 

This approach is based on three complementary pillars: 1/ raising awareness among 

project leaders regarding the ethical and legal requirements of research; 2/ training 

scientific advisors to identify and analyze tensions between underlying values; and 3/ 

explicitly incorporating ethical aspects as an evaluation criterion in funding decisions. A 

methodological guide, developed for both internal and external use, structures this 

reflection around concrete questions: what are the benefits, for whom, with what risks, 

and according to what priorities? 

By placing this experience within the broader theme of the conference – how 

technological and social transformations are reconfiguring the moral and epistemic 

landscape of healthcare – this contribution argues that public funding bodies can also 

serve as a lever for action in building a more reflective, equitable, and socially 

responsible medical transformation. 

 

 

Public Health and the People’s Bodies: Embodiment and the Requirements of 

Democracy 

Douglas William Hanes 

Douglas.Hanes@stonybrookmedicine.edu  

 

Government responses to the COVID-19 pandemic, including physical distancing and 

vaccine mandates, have increased attention to the politics and philosophy of public health 

than have previous epidemics. The questions raised, regarding the proper scope of public-

health interventions and permissible restrictions on individual freedoms, perennial in the 

philosophy of public health, have become topics of more popular debate, if not to say 

contention. For many people, and perhaps more than any previous public health crisis in 

recent history, COVID-19 has revealed both the fragility of the bonds that keep us going, 

as well as our vulnerability to the other who also live in this society. The pandemic 

exposed to many the dependence of our health (and, for some, survival) on the actions of 

other people, many of whom live far away. And yet, both popular and philosophical 

discourse have struggled to fully articulate the significance of this vulnerability for their 

understanding of public health, politics, or the politics of public health.  

Within both philosophical and popular debates, public health is seen as something a 

government enacts on its citizens, and obedience to public health directives are actions 

citizens take because they care for one another. In other words, while public health is 

political, in these treatments it is an outcome of political arrangements, the product of 

already-made political institutions. While this is not incorrect per se, this paper argues 

that this understanding of the relationship between politics and public health is 

incomplete: it is true that public health institutions and interventions arise from political 

processes, this paper argues that public health is also a necessary component of political 

life, especially democratic political life. That is, this paper seeks to provide a normative 

justification for public health because it is essential for democracy. 

Embodiment and its attendant vulnerability are political in parallel ways to public 

health’s politicalness: they both precede politics and are the outcomes of political 
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processes and decisions. Drawing on the work of Hannah Arendt and Judith Butler, in 

this paper I provide a novel normative justification for public health not as a threat to 

individual freedom and autonomy, but their precondition. For Arendt, the “sphere of 

appearance” that instantiates a political community carries requires the very attention to 

embodiment that she seeks to constrain to the private sphere. In this reading, it is also the 

body that underlies the equality that is likewise central to Arendtian democratic politics. 

That is why we see, for example, in The Human Condition, the return of the body to the 

scene of politics repeatedly. We can turn to Judith Butler’s account of vulnerability to 

more fully flesh out the consequences of universal embodied vulnerability for politics, as 

well as the ways in which political systems often seek to mask or shield the more 

powerful from that fact. Public health responds to the facts of embodiment and 

vulnerability to enable democracy to exist as an egalitarian form of politics, enabling 

citizens’ bodily agency and protecting them from the risks associated with collective 

living. 

 

 

Ethical Complexities and Responsibility Gaps in Oncology Prediction Modelling: 

Insights from a Qualitative Interview Study and a Proposal for Designing Model-

Specific Leaflets 

Laura Hartman, Yassin Engelberts, Marieke Bak, Maartje Schermer 

l.hartman@erasmusmc.nl  

  

Background: The development of clinical prediction models (including AI-based 

models) to guide prognosis and treatment decisions is rapidly increasing. However, 

despite the availability of ethical guidelines and codes of conduct, developers often report 

uncertainty about how to apply these guidelines effectively during model development. 

Additionally, clinicians remain hesitant to rely on these models due to concerns about 

biases and other uncertainties. 

Objectives: To explore the ethical complexities encountered by developers and 

clinicians, in order to inform the design of model-specific leaflets that guide clinicians 

and patients on the appropriate use of clinical prediction models – similar to a 

pharmaceutical package leaflet. 

Methods: A qualitative interview study and a proposal for a ‘design thinking’ approach. 

Findings: The primary ethical complexity identified by developers was about balancing 

the optimization of model benefits while minimizing potential harms. Benefits included 

preventing over- or under-treatment, providing individualized support for decision-

making, managing patient expectations, and reducing the influence of clinician 

preferences. Potential harms, on the other hand, included inaccurate predictions, 

misinterpretation of model outcomes, and unintended clinical uses of the model. The 

study also revealed a fragmented and diffuse allocation of responsibility throughout the 

model lifecycle. This diffusion of responsibility was observed between model developers 

and clinicians and extended to organizational and societal levels. 

Recommendations and Model-Specific Leaflet: Based on these findings, we offer key 

recommendations for addressing ethical complexities and propose a design approach for 

the creation of a template for model-specific leaflets. Such a leaflet will outline the 

essential model characteristics needed to accurately interpret model outcomes, as well as 
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other information from clinical data and patient preferences needed for this interpretation. 

Additionally, the leaflet will clarify the roles and responsibilities of different 

stakeholders, such as specifying who is accountable for model maintenance (e.g., 

expiration dates) and identifying patient populations for whom the model may be less 

accurate. 

---- 
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Implications of the absence of foetal grounds for termination of pregnancy in 

German law: A qualitative interview study with physicians 

Christin Hempeler, Esther Braun 

christin.hempeler@medizin.uni-halle.de  

  

Background: Termination of pregnancy following prenatal diagnosis of a foetal 

condition has been the subject of controversial societal and academic debate. One 

significant critique of termination on the grounds of a foetal condition is that it expresses 

negative attitudes towards people with disability – commonly referred to as the 

“expressivist objection”. In Germany, termination of pregnancy is regulated under 

criminal law and is only permissible under specific circumstances. Until 1995, 

terminations on the basis of a foetal condition were explicitly allowed under the so-called 

“embryopathic indication”, which was abolished following criticisms from disability 

rights organisations. Since then, terminations after 12 weeks of gestation have been 

permitted only under the “medical indication”, which requires substantial risk to the 

pregnant person’s mental or physical health. This study explores how physicians interpret 

and apply the medical indication in cases involving a prenatal diagnosis of a foetal 

condition, and how they evaluate the influence of abolishing the embryopathic indication 

on current practice. 

Methods: We conducted semi-structured interviews (n = 17) with physicians who have 

experience in issuing the medical indication and analysed the data using qualitative 

content analysis according to Kuckartz (2019).  

Results: Although the legal framework refers only to the pregnant person’s health, our 

findings show that physicians’ assessments of the severity of the foetal condition still 

play a central role in their decision-making. Perceived severity often influences 

physicians’ willingness to issue a medical indication, and, in turn, pregnant people’s 

access to terminations. Despite the legal focus on the pregnant person’s health, 

participants described that an embryopathic indication is still implicitly applied in 

practice. They expressed diverging views about whether an explicit embryopathic 

indication should be reinstated and emphasised that greater legal certainty and improved 

access would better be achieved by decriminalising termination of pregnancy.  
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Implications: Our study highlights the challenges of regulating late termination of 

pregnancy following a prenatal diagnosis. Any such regulation must address at least two 

central normative desiderata: avoiding contributing to the stigmatisation of people with 

disabilities and ensuring the reproductive autonomy of pregnant people. Our findings 

suggest that decriminalisation of terminations could both strengthen the reproductive 

autonomy of pregnant people and help reduce disability stigma. These results may inform 

policy decisions in Germany and internationally and offer guidance to jurisdictions 

considering the abolition of termination laws that explicitly refer to foetal conditions. 

 

 

Epistemic and moral uncertainty in acute hospital at home: trust, safety, and equity 

Inbal Halevi Hochwald, Gila Yakov 

inbalh@yvc.ac.il 

 

Background and Philosophical Aim: Acute Hospital at Home (AHaH), a short-term 

model typically lasting up to 5 days, delivers hospital-level treatment for non-life-

threatening acute conditions in the patient's home. AHaH is increasingly promoted as a 

response to hospital overcrowding, nosocomial infection risk, and system inefficiency. 

Yet its expansion raises ethical questions that quantitative research rarely addresses: Who 

bears the burden of care when treatment moves into the home? Whose trust is required 

for a policy to be ethically legitimate? And how should policymakers act when different 

stakeholders hold divergent assessments of safety, quality, and fairness? This paper 

draws on empirical findings from a national survey study in Israel to examine moral 

uncertainty as a structural feature of AHaH policy. 

Data and Methods: The analysis draws on two concurrent cross-sectional surveys 

conducted in Israel (2022): one with 342 primary care and internal medicine physicians, 

and another with 424 members of the public aged 35 and above, stratified by age, gender, 

district of residence, and population group (Jewish and Arab). Descriptive statistics, chi-

square tests, and logistic regression examined perceptions of AHaH quality, safety, 

communication, and caregiver burden across professional and sociodemographic groups. 

Findings: While 97% of physicians and 78% of the public viewed AHaH as a viable 

alternative to hospitalization, significant perceptual gaps emerged. Hospital-based 

physicians expressed lower confidence in AHaH safety and quality than community-

based colleagues. Arab respondents reported lower confidence in AHaH safety and 

communication than Jewish respondents, a gap only partially explained by income. 

Notably, 73% of the public, compared to 56% of physicians, believed that family 

caregiver burden is greater in AHaH than in the hospital, suggesting that clinicians 

underestimate the burden transferred to families. 

Philosophical Discussion: These findings point to what we term 'structured moral 

uncertainty': a condition in which competing legitimate values, including safety, 

autonomy, equity, and solidarity, cannot be simultaneously maximized, and in which 

different stakeholders operate from divergent epistemic positions regarding what AHaH 

actually delivers.  

Three ethical tensions emerge from the data. First- safety and trust gap: when hospital-

based physicians and the general public express lower confidence in AHaH than 

community physicians, the epistemic basis for policy-driven expansion becomes 
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contested. Legitimate policy requires not only clinical evidence but the informed trust of 

those who bear the risk. 

Second, a burden asymmetry: the significant gap between public and physician 

assessments of family caregiver burden raises questions of distributive justice. If 

clinicians underestimate the care-work transferred to families, particularly in lower-

income households, AHaH may reproduce rather than reduce structural inequity.  

Third, an autonomy concern: given that a substantial minority of the public does not 

favor AHaH, expansion driven by system efficiency rather than patient preference risks 

compromising voluntary informed choice. We do not argue against AHaH. We argue that 

its ethical legitimacy depends on transparency about these tensions, on ensuring genuine 

alternatives for those who decline, and on building trust across professional and cultural 

boundaries before, not after, expansion. 

Conclusion: AHaH is not a morally neutral reform. Its expansion involves genuine trade-

offs between institutional efficiency and family burden, professional confidence and 

public trust, and universal policy and culturally differentiated need. Recognizing 

structured moral uncertainty is not a limitation of policy design; it is a condition for its 

ethical responsibility. 

 

 

Methods in bioethics 

Bjørn Hofmann 

b.m.hofmann@medisin.uio.no  

  

Despite decades of bioethics with extensive and increasing number of publications, there 

are no clear conceptions of methods in bioethics. Beyond empirical research, few 

publications explicitly state their methods. This presentation reviews some of the many 

reasons for this and argues that few are sound. Accordingly, I will argue that within 

specific fields of bioethics, such as normative ethics, it is possible to identify generic 

questions, e.g., “is it morally good to do X?” where X are specific actions, such as “make 

euthanasia legal,” “allow gene editing of humans” etc. For such issues it is possible and 

desirable explicitly to state the methods applied to answer such questions. In particular, 

being explicitly on methods in bioethics will enhance the transparency, credibility, 

trustworthiness, and impact of bioethics.  

 

 

Neurotechnological Interventions: Mental Integrity as Health, Well-being, or 

Livability 

Philip Højme 

p.hoejme@uw.edu.pl  

  

The aim of this presentation is twofold. First, I want to criticise interpretations of the 

right to mental integrity that treat it as-health or well-being. Secondly, I will argue that 

these two interpretations of mental integrity fall short in significant ways. On the one 

hand, mental integrity as health, as being free from diseases or disorders, is too narrow in 

its view that mental integrity in cases of traumatic events means restoring, rehabilitating, 

or compensating for lost functions. On the other hand, mental integrity, interpreted as-
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well-being, addresses this issue by offering a broader understanding of integrity. 

However, this interpretation also has shortcomings insofar as it precludes non-medical 

enhancement from the scope of the right to mental integrity. 

Lastly, I will suggest that the novel interpretation of mental integrity-as-liveability is 

more comprehensive, as its scope is broader and includes aspects excluded by the other 

interpretations. Drawing on Judith Butler’s concept of liveability, mental integrity-as-

liveability emphasises that, to protect mental health, trauma treatment ought to make the 

patient’s life liveable, and it highlights that our lives are intrinsically intertwined with 

those of others. By proposing a novel interpretation of mental integrity that encompasses 

both medical restoration and non-medical enhancement within the scope of the right to 

mental integrity, this presentation offers a new understanding of that right.  

 

 

Is poverty a disease? 

Dieneke Hubbeling 

d.hubbeling@btinternet.com  

  

A uniform, generally accepted definition of disease (or disorder or illness) has not been 

identified. Defining what constitutes a disease is inherently complex. Multiple definitions 

exist, and the consensus seems to be that a single definition cannot be found, so one must 

accept pluralism. Whether a condition is regarded as a disease depends on context, even 

within the same society at the same time. 

Even if one accepts pluralism, there remains the persistent challenge of drawing a 

boundary between sickness and health. One wants to distinguish between pathological 

conditions and unpleasant life experiences. Not all adverse or undesirable states qualify 

as diseases, illnesses, or disorders. Being bored is not a disease. However, pluralism 

should not imply that anything goes. In the same context, one should call the same 

condition a disease. 

A common distinction is that, for a condition to be considered an illness rather than just 

an undesirable state, it should have an identifiable underlying biological cause. However, 

unless one subscribes to strict dualism, it is generally accepted that every human 

condition has some biological component. Therefore, simply identifying a biological 

cause is not sufficient to differentiate illness from non-illness. To identify a disorder, one 

must look for specific types of biological dysfunction, such as those that result in death or 

significantly increase the risk of death, or failures of an individual's ability to perform 

functions that most other humans can perform. 

This failure to perform certain functions, even if not life-threatening, can prima facie 

serve as a workable criterion. For example, addiction was once regarded solely as a 

lifestyle choice, but contemporary research has demonstrated biological abnormalities—

such as those in the frontal lobe—associated with addiction. As a result, addiction is now 

often recognised as a disease for purposes of accessing government or insurance-funded 

health care. One does not say that treatment will be funded only for a particular 

individual if frontal lobe abnormalities have been demonstrated, and addiction as such is 

sufficient. However, in other contexts, such as legal responsibility for drunk driving, the 

presence of such biological abnormalities does not absolve individuals of accountability; 

in many countries, causing an accident while drunk results in a more severe punishment. 
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One can accept this difference between offering treatment and punishment only if one 

accepts pluralism between the medical realm and the criminal justice system. 

The difficulty arises with conditions like poverty, which are deeply upsetting but not 

normally classified as illnesses. Research has identified certain biological changes—also 

frontal lobe abnormalities—among individuals living in poverty, especially children. 

However, this has not led to poverty being reclassified as a disease, so biological 

abnormalities are used selectively. Furthermore, stealing food because one has nothing to 

eat can result in less severe punishment and the question is whether this difference 

between addiction and poverty can be justified, even if one accepts pluralism. 
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This presentation examines the growing use of consumer neurotechnologies for self-

treatment outside clinical care – an emerging phenomenon located between wellness 

markets and healthcare. It demonstrates how such technologies shape health-related 

behaviour, how they affect different users, especially vulnerable groups, and discusses 

how ethical frameworks should respond. Examples are mostly from Sweden – given its 

high level of digitalisation and widespread engagement with health-related apps and 

wearables [1] – but the challenges addressed reflect wider developments, including the 

shifting boundaries between wellness, healthcare, and personal responsibility.  

Neurotechnologies are a fast-evolving field for measuring, analysing, and modulating 

nervous system activity [2]. They offer health-related benefits and are used for managing 

conditions such as epilepsy or Parkinson’s disease but are increasingly marketed for 

cognitive and psychological enhancement. Once largely confined to clinical settings, they 

now appear in advertising, popular media, and news reporting, shaping public perceptions 

of what technologically mediated cognitive tools can offer for personal wellbeing [3]. As 

these technologies become more visible and accessible, they have the potential to 

influence health-related behaviours and affect everyday life in profound ways. Non-

invasive neurotechnologies intended for non-clinical use have proliferated in recent 

years. Consumers can now directly purchase non-invasive brain stimulators, brainwave-

based interfaces, Vagus nerve stimulators or wellness trackers for home use. These 

products are rarely presented as medical devices in the ordinary sense. Instead, they 

promise better focus, mood, sleep, anxiety relief, and other forms of optimisation or 

wellness scoring. Their increasing accessibility and profit-driven marketing may be 

contributing to the emergence of a hidden healthcare system [4]: an unacknowledged 

support system operating outside formal healthcare structures but still shaping how 

health-related problems are interpreted, managed, and acted upon. The focus here is on 

the emerging technological layer of such hidden healthcare system. Consumer 

neurotechnologies may function as a new infrastructure for self-treatment and symptom 

management outside clinical care, shifting power away not only from formal healthcare, 

but also from community-based support, and towards developers, producers, platforms, 

and commercial intermediaries. Symptoms may be self-managed using devices of 
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uncertain efficacy, in ways that raise concerns about long-term effects, privacy, 

autonomy, and informed choice [2].  

The market expansion of consumer neurotechnologies has produced a fast-moving and 

methodologically heterogeneous evidence base, which makes it difficult to consolidate 

reliable effect estimates, and leaves prospective users with limited and often hard-to-

interpret information [5]. This raises ethics concerns about users’ safety, delayed or 

substituted care, informed and autonomous choice, and issues of fairness and inequality, 

especially for vulnerable groups.  

The work presented here is one part of a larger project (with the overall purpose to 

develop an interdisciplinary basis for understanding and addressing the use of 

consumer neurotechnologies for self-treatment outside clinical care) and provides a 

scoping review of academic ethics literature on non-invasive neurotechnologies and 

analysis of ethical guidance and recommendations, with the objective of identifying key 

stakeholder groups and recurring issues relating to autonomy, privacy, vulnerability, 

fairness and responsibility in this hidden healthcare system. 

---- 
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Contemporary medicine is undergoing profound conceptual transformations driven by 

developments in immunology, biotechnology, and the life sciences. These 

transformations challenge not only clinical practice but also the moral and epistemic 

frameworks through which medicine understands its aims, subjects, and responsibilities. 

Yet much of modern medicine continues to operate within what I call the immunization 

model: a conceptual framework that understands medicine primarily as a defensive 

practice organized around the identification, classification, and exclusion of threats to 

bodies and populations. While historically central to the formation of modern 

biomedicine, the immunization model increasingly reveals conceptual and normative 

limitations. 

Philosophical and critical biopolitical analyses of immunity (notably in the work of 

Roberto Esposito) have shown that the immunization model is not merely a biomedical 

orientation but also a political and moral logic structuring responsibility, risk, and 
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protection. The promise of protection through exclusion often generates new forms of 

vulnerability even as it seeks to minimize harm. These tensions became particularly 

visible during the COVID-19 pandemic. The South Korean response—widely recognized 

for its efficiency and technological sophistication—relied heavily on digital contact 

tracing, data-driven risk classification, and collective compliance. Although effective in 

limiting transmission, this strategy made visible structural features of the immunization 

model: intensified surveillance, the moralization and individualization of responsibility, 

and the differential exposure of already marginalized groups to social and economic risk. 

Such tensions are not anomalies of crisis governance but indicators of deeper conceptual 

commitments embedded in contemporary medicine. 

This paper argues for a transition from the immunization model to what I call an 

immune–care model of medicine. Whereas the immunization model presupposes a 

bounded and self-protective subject whose vulnerability appears primarily as a deficit to 

be minimized or controlled, the immune–care model reconceives vulnerability and 

interdependence as constitutive features of human life. Developments in the philosophy 

of immunology challenge the image of the immune system as a purely defensive 

apparatus, emphasizing regulation, tolerance, and continuous negotiation with 

heterogeneous forms of life. When read alongside care ethics and relational accounts of 

autonomy, these insights destabilize the sharp opposition between protection and 

exposure that underlies the immunization model and open the possibility of an alternative 

normative orientation. 

The immune–care model redefines medicine not only as a practice of protection and risk 

management but as one oriented toward sustaining relationships, shared environments, 

and forms of coexistence. Care is not an external moral supplement to biomedical 

rationality; rather, it reconfigures how the aims, knowledge, and responsibilities of 

medicine should be understood. The argument proceeds in three steps: first, 

reconstructing the immunization model as a historically contingent paradigm in modern 

medicine; second, articulating the conceptual foundations of the immune–care model; 

and third, exploring implications for bioethics, philosophy of medicine, and medical 

education, arguing that vulnerability and care should be recognized as central ethical and 

epistemic competencies in medical education and practice. 
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The Enhanced Games, launching in Las Vegas in 2026, has attracted several Olympic 

medallists to compete in an event that permits performance-enhancing drugs. While 

debate has centred on doping ethics, I argue that a more fundamental problem has been 

overlooked: the financial vulnerability of Olympic athletes that makes them susceptible 

to potentially coercive offers. Understanding this will contribute not only to the bioethics 

of the Enhanced Games, but also to the ethics of sports medicine more widely in which 

athlete autonomy tends to be neglected. 

Coercion requires two components: a coercive offer and a vulnerable individual. Drawing 

on bioethical principles, I examine how financial incentives can exert controlling pressure 
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that undermines free choice, making non-participation unreasonably difficult. Large 

payments can also cloud rational judgment about risks and benefits. Research ethics 

committees routinely scrutinize payment structures to protect participant autonomy; I 

apply this framework to athletic participation. 

The Enhanced Games provides the coercive offer. The $1 million prize for record-

breaking combined with guaranteed salaries creates conditions where economically 

vulnerable athletes may struggle to refuse participation despite health risks and 

reputational costs. Retired Olympic swimmers explicitly cite financial motivation in 

interviews, describing the prize money as "hard to ignore" or "too good to turn down" 

and noting that "retired athletes don't have opportunities like this pop up every day." 

These athletes aren't pursuing pure sporting excellence; they're responding to economic 

necessity. 

However, the Enhanced Games didn't create athlete vulnerability. It exploits vulnerability 

created by the Olympic paradigm itself. Olympic athletes are notoriously underpaid and 

face severe financial instability throughout their careers. The Olympic movement is 

widely criticized for inadequate athlete support and limited exit opportunities upon 

retirement. When Olympic medallists in their thirties are lured by financial incentives to 

participate in events they might otherwise avoid, we must ask: why are Olympic athletes 

so economically vulnerable that such offers become difficult to refuse? 

This reveals an ethical failing within Olympic sport. The current anti-doping paradigm 

emphasizes protecting athletes from the harms of performance-enhancing drugs yet 

systematically ignores how financial precarity itself undermines athlete autonomy. By 

keeping athlete compensation low, the Olympic system creates conditions where athletes 

become susceptible to any sufficiently large financial offer, whether from the Enhanced 

Games, exploitative sponsors, or other sources. We cannot credibly claim to protect 

athlete autonomy while maintaining economic structures that leave them vulnerable to 

coercion. 

This problem extends beyond those tempted by the Enhanced Games. Olympic athletes 

across all sports face financial pressures that may compromise their ability to give 

meaningful consent to the risks inherent in elite competition. When economically 

vulnerable individuals accept health risks for payment (prize money, salaries, or 

sponsorships), we must question whether their participation is truly voluntary. 

I propose that major sporting bodies, particularly the International Olympic Committee, 

establish specialist ethics committees to review both financial incentive structures and 

athlete compensation. The goal is ensuring that financial incentives enhance rather than 

undermine autonomy. I also argue that sporting ethics committees should develop 

policies for compensating athletes who sustain injuries. Research ethics in many 

countries mandates compensation for research-related harm, yet neither the Enhanced 

Games nor the Olympic Games has adequate strategies for this. 

The Enhanced Games has exposed how Olympic athletes' financial vulnerability creates 

conditions for exploitation. The Enhanced Games bears responsibility for making 

coercive offers, but the Olympic paradigm bears responsibility for creating the 

vulnerability it exploits. 
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Biomedical scientists have identified the first 1000 days of life from conception onwards 

as crucial for human development. In this period, reactions to severe stressors (e.g. abuse) 

and more moderate but long-lasting stressors (e.g. chronic disease of a parent or poverty), 

also called Early Life Stress (ELS), can cause lifelong negative physical and 

psychological health outcomes (Americal Academy of Pediatrics, 2014; Carr et al., 2013; 

Cortes Hidalgo et al., 2020; De Bellis & Zisk, 2014; De Weerth, 2018; Fogelman & 

Canli, 2019; LeMoult et al., 2020; Pervanidou et al., 2020; Pijpers et al., 2019; Reemst et 

al., 2022; Roseboom, 2023; Shonkoff, 2012). To prevent these negative outcomes, it is 

important to identify and reduce ELS, for example by offering support and interventions 

to parents. It has been suggested that monitoring parents, children, pregnant women and 

their fetus via wearables, apps and questionnaires could enable youth healthcare 

professionals to more accurately identify the specific stressors contributing to the early 

life stress, thereby facilitating more targeted and appropriate interventions .  

Although possible health benefits for the child are important to pursue, such monitoring 

technologies can also cause ethical challenges. Since ethical literature on this topic is 

limited, we used New and Emerging Science and Technology (NEST) ethics (Swierstra 

& Rip, 2007) as a framework to generate possible ethical arguments. NEST-ethics 

inventories and orders the types and patterns of argumentation often used in ethical 

discussions on new technologies. It distinguishes four types of possible arguments: 

arguments based on 1) consequences, 2) rights and duties, principles and responsibilities, 

3) justice and 4) the good life. Using these types of argumentation as a heuristic tool, we 

generated a systematic overview of arguments that could be used in favor of, to doubt, or 

oppose ELS-monitoring, focusing on monitoring using (1) wearables, worn by the child 

and/or the parent(s), and (2) digital questionnaires, completed by the parent(s).  

In this presentation we first present the resulting overview of ethical arguments on the 

desirability of technologies for ELS-monitoring. Secondly, we discuss how this inventory 

can be used to evaluate and where relevant enrich professional and public debates on the 

ethical acceptability of ELS-monitoring. Lastly, we reflect on the added value of NEST-

ethics as a framework to systematically generate ethical arguments on new technologies 

in general.  

---- 
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The field of psychiatry involves working with patients whose needs are complex, and 

where treatment decision can be high stakes.1 While significant philosophical attention 

has been paid to the specialty's theoretical frameworks and specific clinical guidelines, 

little primary data exists regarding how psychiatric doctors themselves conceptualise and 

practically approach the ethical challenges they face in daily practice. This study aimed to 

fill this gap by gathering qualitative data on doctors’ internal reasoning processes, 

identifying potential areas for shifts in medical education and future research. 

Using snowballing recruitment through institutional contacts, ten semi-structured 

qualitative interviews were conducted remotely over Microsoft Teams. Participants 

represented a range of subspecialties and levels of seniority, including consultants and 

resident doctors. A topic guide was iteratively adjusted throughout the process to allow 

for emerging themes, and the resulting transcripts were coded and analysed to identify 

how practitioners navigate moral dilemmas. Coding was iterative, with themes developed 

inductively from the data and refined through supervisory comparison to enhance 

analytic rigour. 

Our results indicate that many participants conflate professional responsibilities, official 

guidance, and personal clinical experience with formal ethical reasoning. Participants 

most commonly defined ethical challenges as situations of conflict; particularly between 

competing duties, limited resources, patient safety concerns, and systemic pressures. 

Decisions regarding prioritisation, admission, restraint, information sharing, and risk 
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management were repeatedly framed as ethically challenging due to tensions between 

ideal care and practical limitations. Participants often conceptualised ethical challenges as 

stemming from external conflicting factors inherent to their roles within the NHS, rather 

than internal philosophical conflicts.  

Formal ethical frameworks, such as principlism as articulated by Beauchamp and 

Childress,2 were rarely applied explicitly, though several clinicians acknowledged that 

such principles may influence them unconsciously. Instead, decision-making was 

described as grounded primarily in experience, team deliberation, personal values, and 

legal or regulatory guidance. While some participants recognised limitations in relying 

solely on guidelines – particularly when these failed to resolve complex dilemmas3 – 

there was limited evidence of structured ethical argumentation extending beyond appeals 

to best interests, patient safety, or professional defensibility. This reliance on institutional 

frameworks reflects broader tensions within contemporary NHS practice, including 

regulatory pressure and workforce strain4. It may be concerning if practitioners are 

operating without a proper understanding of the theoretical underpinnings of their 

actions. However, some practitioners did recognise that these frameworks might play an 

unconscious role in decision-making, and could serve as a valuable focus for future 

medical education. 

We therefore propose that clinical practice in psychiatry must adapt to better integrate 

formal ethical justification. Currently, practitioners rely heavily on guidelines and 

experience, suggesting a need to strengthen ethical reasoning through university medical 

education (noting that some efforts have been made already in this space5) and specialty 

training levels. We advocate for building a clinical culture that prioritises developed 

ethical justification for decisions, particularly in "grey areas" where guidelines no longer 

offer effective support. Further research is required to probe the limits of practitioners' 

reasoning and to unpick their approaches when formal protocols are exhausted. 

---- 
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Discussions about abortion are sites where the reproduction of life becomes an 

ideological battlefield of "truths" about humans, their bodies, health, morals, and rights. 
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Public discourses reproduce as well as challenge social entities, moral authorities, and the 

legitimacy of abortion politics. Contemporary governments assert themselves through 

responsibility for life, but the issue of abortion is rarely examined as a set of discursive 

practices that contribute to the management of reproductive processes. In countries such 

as Lithuania, the specific historical context is particularly instrumental to analysing how 

the ideological competition, cooperation, or open hostility between religious figures, 

politicians, and medical experts manifest in digital media, and shape convictions about 

how healthcare and reproductive reality should be regulated. 

We are not aware of any studies that systematically examine abortion in the Lithuanian 

digital media. Therefore, we attempted to evaluate over 2,000 reports on abortion 

published in the Lithuanian-language digital media between 2015 and 2025. Using 

Michel Foucault's discourse analysis (FDA), we sought to determine how human 

reproduction is articulated as a platform for biopower and how various forms of 

discursive resistance emerge within or alongside dominant narratives on abortion. We 

examined how discourses activate and differentiate two poles of biopower – anatomo-

politics (the disciplining of individual bodies) and biopolitics (the regulation of biological 

processes at the population level). We used a triadic narrative meta-structure of security, 

the law, and the care, which epitomize normalization—the fundamental modality of 

biopower, combining the disciplining of the human body and the regulation of 

populations. 

The coding of abortion discourses based on the analytically perceptive FDA made it 

possible to examine which elements of discourse constitute narrative ensembles in which:  

a) Scientific/medical knowledge reinforces security, allegedly establishing what is 

"normal" or "true" and defining abortion in terms of systemic risks (e.g., the poverty 

traps, increased mortality), the "personhood" of the fetus, and the safety of the abortion 

procedure;  

b) The ideal of universal truth is presupposed to secure the law, which must reflect the 

impregnable "right to live" or the "right to choose," which in turn actualize the status of 

the fetus as "legal entity", or, respectively, the primacy of a woman's bodily autonomy in 

the national legal systems;  

c) The care presupposes a perfect individual, represented as vulnerable, and therefore 

deserving of protection and compassion, who in any case – whether a "good mother" or 

an "independent woman" – must be guaranteed medical, administrative, economic, and 

spiritual support.  

To sum up, our analysis is by no means limited to the national context and aims to 

demonstrate how the care, the law, and security embody powerful transnational 

modalities of normalizing biopower discourse, which always operate ambiguously – as 

liberating support and as restrictive regulation – and transform moral commitments into 

administrative control of life: the law integrates into the apparatus of biopolitical 

regulation, the care internalises norms by converting them into self-discipline, and 

security optimises by safeguarding life balance and risk management.  

 

 

  



  

The legacy of the moral panic view of research ethics development 

Péter Kakuk 

KakukP@ceu.edu 

 

The dominant narrative in contemporary bioethics argues that modern research ethics 

took its contemporary form in response to abuses in human experimentation during the 

nineteenth and early twentieth centuries and, most decisively, during World War II. As 

the story goes the postwar period produced the Nuremberg Code (1947), which 

articulated voluntary consent and risk–benefit limits, and later the Declaration of Helsinki 

(first adopted 1964, subsequently revised), which professionalized ethical duties for 

physicians conducting research. In the United States, revelations about unethical 

studies—including the Tuskegee Syphilis Study—helped spur federal oversight, 

culminating in the National Research Act (1974) and the Belmont Report (1979), which 

framed ethical review around respect for persons, beneficence, and justice. These 

developments institutionalized independent review (IRBs/ethics committees), informed 

consent procedures, and heightened protections for vulnerable populations. 

This narrative has become so entrenched in international scholarship that it is frequently 

treated as an almost universal account of how the governance of human experimentation 

changed after the mid-twentieth century. The narrative has been described as the “critical 

event” model - roughly analogous to what has been termed the “moral panic” view of 

REC development. The mere occurrence of a scandal is treated as sufficient to account 

for later changes in the human subjects review system. A major shortcoming of the 

critical events model is its emphasis on scandals, individuals and whistle-blowers, 

coupled with its neglect of context and continuity in ethical reasoning. The result will be 

a “retrospective projection”, as a kind of approach bioethicists use to account for 

developments in their field, and it therefore produces histories that echo bioethical 

reasoning instead of critically analysing it.  

Consequently, in recent years scholars across disciplines have urged more nuanced, 

empirically grounded studies that move beyond the dominant storyline of bioethicists and 

instead illuminate the diverse forms and functions that bioethics and research-ethics 

governance can assume across different historical settings. As part of the Leviathan 

project, we carried out historical research on the ethical frameworks governing drug trials 

in the early postwar years of state-socialist Hungary. Drawing on these findings, this 

paper theorizes the current legacy of the “moral panic” account of how research ethics 

developed and pinpoints potential points of influence where this panic narrative continues 

to shape contemporary approaches to research ethics. 
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This paper examines the legal and ethical implications of disclosing medical information 

about hostages who were released from Hamas captivity following the October 7 war 

between Hamas and Israel.  
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Upon their arrival at hospitals in Israel, information regarding the physical and mental 

condition of the released hostages was made public, both by treating physicians and 

through a report submitted by the Israeli Ministry of Health to the United Nations. 

Although the hostages were not identified by name, the small number of individuals, the 

subdivision into specific groups (such as elderly women, children, or hostages treated at a 

particular hospital) created a real risk of identification and raised serious privacy 

concerns. 

The paper argues that, in the absence of the hostages’ consent to the public disclosure of 

their medical information, their right to medical confidentiality was infringed. 

Possible justifications for disclosure include promoting the release of additional hostages 

by emphasizing the severe physical and psychological harms caused by captivity, or 

fostering a sense of “closure” and collective healing from national trauma. The paper 

emphasizes that, alongside medical confidentiality as a core value in bioethics, Israeli 

society also places significant weight on the sanctity of life and social solidarity, which 

underpin these arguments. Nevertheless, when balancing the harm to the privacy of the 

released hostages against the alleged benefits of promoting further releases or facilitating 

social healing, the paper concludes that privacy should prevail—particularly given the 

low likelihood that such disclosures would in fact achieve these aims. 

The paper’s central contribution lies in highlighting two complementary dimensions of 

the right to privacy. The first is group privacy: even when medical information cannot be 

attributed to a specific individual, assigning characteristics to a defined group of hostages 

undermines the autonomy of group members to control how their condition is perceived 

by the public. For example, disclosure of psychological symptoms reported by some 

released hostages may lead to assumptions about the severe mental condition of all 

hostages, thereby contributing to stigmatization. Fear of stigma may discourage released 

hostages from reporting physical or psychological symptoms, potentially worsening their 

condition. The paper therefore argues that harm to the privacy of the hostage group 

should be recognized as an independent form of injury, not limited to the risk of 

individual identification. 

The second dimension concerns the privacy rights of crime victims. The hostages are 

victims of serious crimes, including abduction, starvation, physical and psychological 

torture, and sexual violence. Drawing on the growing recognition of victims’ rights in 

criminal law, the paper emphasizes that heightened protection of their medical 

confidentiality is essential to restoring a sense of control and autonomy and to reducing 

the risk of secondary victimization. 

The paper calls for a trauma-informed approach that respects the privacy rights of 

hostages released from Hamas captivity, recognizing that protecting their privacy is not 

only a legal and ethical obligation but also a vital component of rehabilitation, recovery, 

and the restoration of dignity. 
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Attempts and challenges to integrating first person experience characterize contemporary 

medical research and practice: the performance of health services is evaluated by experts 

by experience, the design of clinical studies is advised by patient representatives, and 

diagnostic encounters are reshaped by neurodiverse people who are demanding medical 

validation of their condition, but refuse to be labelled as patients. This presentation 

argues that transformations of medical categories interrelate here with the mobilization of 

identities.  

For one, we have the medical identification and validation of signs and symptoms, the 

ascription of a patient role, and the assignment to a diagnostic category. This mode of 

external, objectified identification is tightly connected to the predominant epistemology 

of modern medicine in which disease entities were the key objects of inquiry. For 

another, there is the personal identification with a diagnostic category. This can include 

performative acts of appropriating a category (e.g. endometriosis warrior), of tying the 

personal identity up with the condition (e.g. being autistic), and of shaping medical 

agendas by revisioning diagnosis and therapy. 

I conclude that we might need a hybrid concept of ‘health identities’ to understand the 

ways in which the two modes of identity-making interact in the contemporary medical 

episteme. 
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Artificial intelligence (AI) is increasingly embedded across clinical care, biomedical 

research, and health system governance. Ethical debates surrounding these developments 

often frame trust as a problem of transparency, explainability, or technical robustness: if 

systems are sufficiently interpretable, accurate, or well documented, they are presumed to 

be trustworthy. This paper challenges that assumption. It argues that the integration of AI 

into medicine represents a deeper moral transformation in how trust is constituted, 

located, and governed, one that cannot be adequately addressed through technical design 

solutions alone. 

Drawing on the Social Construction of Technology (SCOT) and the principle of Respect 

for Persons (PRP), the paper examines how AI redistributes trust away from interpersonal 

clinical relationships toward sociotechnical infrastructures, institutional actors, and 

regulatory frameworks. Clinical AI systems mediate decisions across time, space, and 

organisational boundaries, embedding normative assumptions into datasets, model 

architectures, and governance arrangements that remain largely invisible at the point of 

care. As a result, trust increasingly operates at an infrastructural level, while ethical 

responsibility continues to be framed in individualistic terms focused on clinicians or 

patients. 
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From a SCOT perspective, trust is not a static property that can be engineered into a 

system, but an outcome of social negotiation shaped by institutional practices, historical 

contingencies, and regulatory cultures. Respect for Persons, when interpreted relationally 

rather than procedurally, further exposes the limits of consent-based and transparency-

driven trust models in AI-mediated healthcare. Individuals may formally consent to data 

use or model deployment, yet lack any meaningful capacity to understand, contest, or 

withdraw from downstream inferences, secondary uses, or cumulative harms produced by 

AI systems over time. 

Through conceptual analysis and illustrative examples drawn from AI-enabled health 

research and clinical decision support, the paper shows how trust is increasingly 

displaced from clinicians to system designers, vendors, data infrastructures, and oversight 

bodies. This displacement often occurs without corresponding mechanisms for 

accountability, reversibility, or participant engagement. The result is a form of moral lag: 

governance frameworks continue to rely on procedural assurances of trustworthiness, 

while the ethical stakes of AI become structural, relational, and temporally extended. 

The paper concludes by arguing for a re-moralisation of medical governance in the 

context of AI. Trust should be understood not as a technical achievement or a subjective 

attitude, but as an ongoing ethical relationship sustained through institutional 

accountability, contestability, and responsiveness to changing knowledge and risk. 

Addressing trust in AI-mediated medicine therefore requires shifting attention from 

isolated ethical principles or design features toward the governance arrangements that 

shape how responsibility, authority, and agency are distributed across evolving 

sociotechnical systems. In doing so, the paper contributes to philosophical debates on 

how technological transformations reshape the moral and epistemic foundations of 

contemporary healthcare. 

By situating AI within longer trajectories of medical transformation, the analysis 

highlights the need for historically informed, ethically reflexive, and institutionally 

grounded responses to technological change, especially in contexts of uncertainty, scale, 

and asymmetrical power relations that increasingly define contemporary healthcare 

systems. It underscores philosophy’s role in shaping governance rather than merely 

reacting to innovation after deployment. 

  

 

Aspiration in Professional Codes of Ethics: Value Acquisition and Professional 

Identity  

Ana Komparic 

ana.komparic@ubc.ca 

 

Codes of ethics are a mainstay of modern health professions and professional practice, 

regulation, and identity. Social and technological transformations often prompt calls to 

revise codes of ethics to address the moral challenges posed by such transformations— 

whether it be the development of the Declaration of Geneva following World War II or 

recent articulations of environmental duties in the World Medical Association’s 

International Code of Medical Ethics in response to concerns about global climate change 

and the need to adopt a planetary health perspective in healthcare.   

mailto:ana.komparic@ubc.ca


  

Codes of ethics (codes) often include a mix of prescriptive and aspirational normative 

content, defining the minimum standards that professionals must meet and the ideals that 

professional should strive for respectively. However, codes are also critiqued in both 

literature and practice due to their seeming inability to effectively guide practical action 

on the grounds that they are overly aspirational or insufficiently prescriptive in their 

guidance, and as a result, that they leave too many areas of ethical professional practice 

unspecified or underdetermined, limit accountability, or raise liability concerns. As I 

argue with colleagues in other work, codes necessarily require interpretation regardless of 

their specificity or prioritization of prescriptive content. Moreover, the interpretative 

nature of codes is not a weakness of codes that can be remedied, but a feature of moral 

reasoning that warrants recognition so as to best lend support for the necessary 

interpretive resources required for interpretation in practice and in communities of 

practice.  

In this paper, I advance a related but distinct issue: the aspirational nature and content of 

codes. My aim is twofold. First, to characterize the aspirational nature of codes in health 

professions, including in relationship to the multiple purposes that codes serve (including 

as public commitments, in education, in defining professional identity, in holding 

professional accountable, and in fostering trust). Second, drawing on work from 

normative and meta-ethics, legal theory, and the philosophy of transformative 

experiences, and especially Agnes Callard’s account of value acquisition as aspiration, I 

argue that the aspirational nature of codes is not a limitation. Instead, it reflects the nature 

of moral reasoning and agency, the interpretive nature of codes, and appropriately 

acknowledges the role of aspiration in the process of professional value acquisition and 

identity formation. Rather than limiting aspirational content within codes, health 

professions would do better to embrace the implications of what it means for 

professionals to aspire.  

I discuss implications of this understanding of the aspirational nature of codes for 

professional training and practice. Further, I suggest that aspiration has implications for 

professional practice in a context of social and technological transformation (both within 

and external to healthcare): one that centres the moral agency and creativity of 

professionals.  

 

 

Patients Without Free Will? Ethical Implications for the Future of Bioethics 

Szilárd Dávid Kovács 

kovacs.szilard.david@semmelweis.hu  

 

A wide range of bioethical challenges revolve around the correct application of the 

principle of respect for patient autonomy, including concerns related to physician aid in 

dying, amputating healthy limbs of patients suffering from body integrity identity 

disorder, or carrying out non-medical aesthetic interventions. However, given that 

bioethics is, by definition, an interdisciplinary field at the intersection of biological 

sciences and ethical philosophy, it must also critically examine whether the choices of 

autonomous patients are genuinely free. 

It has long been theorized that events in the universe follow the laws of nature and are 

therefore predetermined. If this is the case, and as the human brain is also part of the 
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material world, human volition itself may likewise be predetermined. Empirical research 

lends some support to this concern, demonstrating that neural correlates of decisions can 

be detected prior to conscious awareness and that direct stimulation of the brain can 

influence choices. Although contemporary scientific theory characterizes the brain as a 

complex system that is partly deterministic and partly probabilistic, neither framework 

straightforwardly accounts for genuinely free choice. 

This recognition poses a potential slippery slope, as the notion of a freely choosing self 

underpins ethical and legal responsibility. At the same time, ethical and legal frameworks 

themselves function as determinants of behavior, shaping decision-making from the 

outside. If these frameworks are not to be abandoned, the moral weight traditionally 

attributed to patient autonomy may nonetheless be diminished, allowing mild paternalism 

to take precedence when considerations competing with patient autonomy, such as the 

sustainability of medical care are at stake. 

In practice, patient autonomy is necessary for medical practice. For instance, 

accommodating patients’ non-medical aesthetic requests may enhance psychosocial well-

being, or fulfilling patients' requests may improve compliance. Moreover, patients’ 

underlying motivations and desires remain real and morally relevant, regardless of 

whether their freedom is scientifically robust. 

Importantly, these issues are not merely theoretical. Emerging technologies increasingly 

render the human brain (or more precisely, the human mind) transparent and susceptible 

to external influence. If mental processes are reducible to complex algorithms, large-scale 

data analysis may eventually be capable of steering decisions in several directions that 

would be mutually exclusive. This prospect underscores the ethical importance of 

transparency in the mechanisms governing such technologies. 

The discussion on the moral value of not free choices does not address whether ethical 

judgment must be grounded solely in rational deliberation. Moral sensibility may also 

manifest in intuitive responses, such as a nurse's unarticulated reluctance to withdraw 

life-sustaining treatment. This perspective suggests a possible future direction for 

bioethics: one that emphasizes meaningful engagement with patients and seeks to 

understand their underlying values and motivational structures, rather than relying on 

mechanistically applying the formal criteria of patient autonomy. 

 

 

Safer supply is good medicine 

Arthur Krieger 

arthur.krieger@temple.edu  

 

Safer supply is the medical practice of prescribing people the substances to which they 

are addicted. It is an evidence-based form of harm reduction that remains underutilized 

and under-advocated. Despite robust data from clinical trials and observational studies 

demonstrating its effectiveness in reducing morbidity, mortality, and social harms 

associated with illicit drug use, ethical worries have slowed the adoption of safer supply. 

We argue that safer supply is not only medically indicated in cases of severe, treatment-

refractory addiction, but also ethically permissible under both general moral standards 

and the professional ethics of healthcare. 
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We first situate safer supply within the broader framework of harm reduction, noting high 

quality evidence that it mitigates health risks such as overdose, infection, and withdrawal, 

while also reducing social harms including criminalization, stigma, and alienation from 

healthcare. We then identify best practices for responsible implementation, emphasizing 

formal diagnosis, risk–benefit analysis, last-line use, and careful medication management 

within a strong patient–provider relationship. 

Our ethical analysis proceeds in two stages. First we address general moral concerns 

about complicity in wrongdoing, and the charge that safer supply shields people from 

deserved consequences. We argue that addictive drug use within safer supply is not 

immoral: its motives are not vicious but survival-oriented, and its consequences are far 

less harmful than those of illicit use. From the standpoint of professional biomedical 

ethics, we examine objections concerned with maleficence, lifestyle facilitation, and 

incapacity to give informed consent. We show that, like many medical interventions, 

safer supply may entail some risks, but these are outweighed by its benefits; that 

healthcare regularly facilitates risky behaviors without ethical fault; and that people with 

addictions can give valid informed consent when supported by appropriate safeguards. 

We conclude that safer supply is good medicine. It meets standards of safety, efficacy, 

and ethical permissibility, aligning with both general moral standards and the principles 

of clinical care. In light of the global addiction crisis, its limited use reflects political and 

cultural barriers rather than medical or ethical ones. Wider adoption and advocacy of 

safer supply are therefore warranted, not as a radical deviation from medical norms, but 

as their consistent application. 

 

 

Whose Voice Counts? Epistemic Injustice and the Status of the Minor Patient in 

Psychiatric Care 

Michał Kropiwnicki 

m.kropiwnicki@uw.edu.pl  
 

The question of whose knowledge and testimony counts as credible in clinical settings is 

central to contemporary philosophy of medicine. This paper examines a particularly acute 

instance of this problem: the epistemic and legal standing of the minor patient in 

psychiatric care – and specifically, the situation of a minor who seeks access to 

psychiatric or psychological help independently, without parental involvement or despite 

guardians’ objection. 

Drawing on the concept of epistemic injustice – and specifically on testimonial injustice, 

whereby a speaker receives a deflated level of credibility due to identity prejudice – I 

argue that minor psychiatric patients face a compounded form of epistemic 

marginalization. Their expressed need for help is discounted on two intersecting grounds: 

age, which triggers assumptions of limited self-knowledge and decisional capacity, and 

the psychiatric nature of the problem, which is frequently treated as a reason to involve 

parents rather than respect the minor’s judgment. The result is a structural paradox: the 

child who recognizes their own distress and actively seeks professional support is denied 

access precisely because that recognition is not considered authoritative. 

The purpose of the paper is firstly to examine how independent access to mental 

healthcare is a matter of epistemic justice, not merely convenience or privacy. For many 
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minors, parental involvement is not a neutral procedural requirement but a substantive 

barrier – whether because the family environment is itself a source of harm, because 

disclosure carries risks of punishment or rejection, or because the minor’s self-assessment 

of their needs is systematically overridden by adults who claim superior knowledge of 

what the child is experiencing. I argue that denying independent access in these 

circumstances constitutes a wrong to the minor as a knower, not only as a patient. 

The analysis of legal frameworks will show how this problem is addressed across 

selected jurisdictions. Polish mental health law grants guardians extensive decision-

making authority with limited safeguards for the minor’s dissent or their ability to receive 

treatment without parental consent. By contrast, the UK’s Gillick competence doctrine 

offers a capacity-based model that, at least formally, decouples legal recognition from 

age. This illustrates that the threshold at which a minor’s voice acquires binding legal 

weight varies considerably and reflects culturally contingent assumptions rather than 

principled ethical reasoning. 

The paper concludes by arguing for a principled reform of consent frameworks in 

adolescent mental health — one that takes the minor’s self-assessed need for care 

seriously as epistemically significant, establishes clear confidentiality protections, and 

recognizes that requiring parental consent can, in many contexts, function as a 

mechanism of epistemic exclusion rather than protection. The argument is not that minors 

should possess unconditional decisional authority, but that the systematic devaluation of 

their testimony constitutes a wrong that current ethical and legal frameworks 

insufficiently address. 

 

 

Implications of using Medical Software-as-a-Service (MSaaS) for a patient’s 

integrity1  

Barbara Krzyżewska  

b.krzyzewska@uw.edu.pl  

 

Biotech industry is offering more and more innovative solutions for patients every year. 

Significant part of it is focused on medical devices that nowadays are more often 

supported with a dedicated smartphone application. That kind of technology is called as a 

Remote Patient Monitoring (RPM) and is using Medical Software as a Service (MSaaS) 

with – in some cases – AI support. As an example, I can indicate an insulin pump. 

Unlike traditional medical hardware, MSaaS relies on continuous cloud connection, 

proprietary algorithms, and subscription-based access to govern the functionality of 

advanced biomedical devices.  

In my opinion MSaaS may violate patient’s integrity. For the purpose of this research, 

I understand patient’s integrity as a patient’s wholeness – their physical body, mental 

state, dignity, autonomy and privacy (with personal data as a core). The subscription-

based environment jeopardies patient’s access to MSaaS devices – cost of subscription 

may increase, and patient might be economically excluded; the software supplier may go 

bankrupt; data collected in the cloud might not be effectively secured. When the 

functionality of one’s body is depended on a software supplier, then the right to integrity 

is threatened by algorithmic capacity, service discontinuation, and data-driven 

interventions. 
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In my research I am analyzing the consequences of software-dependent solutions. What 

happens with the right to integrity when a bodily function can be “turned off” due to a 

failed update, server outage, or expired license? Does an unauthorized modification 

violate patient’s integrity? Does the standard of care require ensuring that the software 

remains transparent, accessible, and under the patient’s ultimate control? 

Those questions will be answered during my presentation. 

----- 
 
1 This research was supported by the National Science Center of Poland, grant no. 2023/50/E/HS1/00486. 

 

 

Post-Hoc Algorithmic Justification in Medical Practice: A Conceptual Framework 

Arun Kumar 

akpk.in@gmail.com 

 

The primary debates about generative AI in healthcare are centred on prospective clinical 

decision support—using AI to inform initial diagnostic or therapeutic choices. This paper 

identifies a distinct and underexplored phenomenon: clinicians retrospectively deploying 

Large Language Models to justify decisions already made, often in response to questions 

about clinical errors. We call this 'Post-Hoc Algorithmic Justification' (PHAJ), and this 

paper develops a conceptual framework for understanding it through the lens of 

Goldman's reliabilist epistemology, exploring what it means for how we think about 

medical knowledge and professional accountability. 

Multi-Level Empirical Foundation: This analysis draws on three sources of evidence. 

The first is a teaching case observed directly. A team of junior physicians/interns 

prescribed amoxicillin to a patient with a documented penicillin allergy. When their 

supervising faculty questioned the decision, the physicians did not reflect on what had 

gone wrong. They opened an LLM. They searched for rare exceptions that might justify 

prescribing amoxicillin to a penicillin-allergic patient. They found some. Then they 

presented those results in defense. 

To determine whether this was an isolated incident, I spoke with clinical faculty from 

four medical colleges in Kerala, India. They had seen it too. Several described cases in 

which trainees had done the same thing—reaching for an AI tool not to reason through a 

problem but to defend a decision already made. 

A discussion on X (formerly Twitter) caught my attention. Members of the public were 

mainly opposed to AI being used during clinical consultations. Doctors who replied took 

the opposite view, defending it as acceptable practice. 

The evidence suggests that PHAJ is likely an emerging pattern, not just a one-time event. 

This conclusion comes from a real clinical case, support from faculty at different 

institutions, and public discussion. 

I want to clarify the limits of this study. It combines observation of cases, qualitative 

consultations, and analysis of conversations, and it is meant to be preliminary. I present 

this as a framework to help guide more detailed research, not as a complete explanation. 

Conceptual Distinctions: PHAJ is distinct from ordinary rationalisation because it runs 

through an external tool, and that changes both the epistemic and ethical stakes. It differs 

from automation bias, where clinicians lean too heavily on AI when deciding in the first 

place—PHAJ kicks in only after a decision has been questioned. Moreover, unlike 
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legitimate use of AI in clinical reasoning, PHAJ is not about seeking clarity. It's about 

seeking cover. 

Theoretical Framework: PHAJ raises concerns along three dimensions. Epistemically, 

outsourcing justification to an AI erodes genuine clinical understanding—knowledge 

production moves outside the clinician's own reasoning. Morally, routing accountability 

through a system that cannot itself be held responsible diffuses that accountability in 

ways that are hard to trace or assign. Cognitively, if PHAJ becomes habitual, the critical 

thinking it displaces may atrophy from disuse. 

PHAJ cuts to the heart of how medical knowledge works. If any decision can be 

retrospectively justified with the right AI output, what does evidence-based medicine 

actually mean anymore? How do we tell genuine clinical reasoning apart from a well-

dressed rationalisation? Furthermore, is there something dishonest at the core of PHAJ—

using knowledge without doing the work of understanding it? 

Professional Ethics Dimensions: PHAJ also complicates how we think about 

professional responsibility. When an error gets validated by an AI, accountability 

becomes murky—does it rest with the clinician who made the decision, or with the 

system that endorsed it afterwards? This echoes concerns already raised about AI in 

academic publishing, but the stakes in clinical practice are considerably higher. 

Research Agenda: This framework is intended as a starting point for empirical research. 

The questions that follow from it are practical ones: How common is PHAJ in clinical 

settings? What conditions make clinicians more likely to use it? Do institutional cultures 

discourage it, or quietly enable it? Moreover, how might we preserve the genuine benefits 

of AI in medicine while preventing this particular misuse? 

Contribution: This paper does three things: names and defines a phenomenon that has 

not been formally examined before, offers a framework for thinking through its 

implications, and points toward the empirical work still needed. It invites critical 

engagement from philosophers of medicine and others who can help sharpen the 

framework and advance the research. 

 

 

Ethics of Post-Mortem Ex-Vivo Whole Brain Perfusion 

Stephen R. Latham 

Stephen.Latham@Yale.edu 

 

This paper describes and discusses ethics issues raised by a new and novel platform for 

researching brain disease: perfused post-mortem whole human brains. Brains are donated 

for research by families of deceased organ donors who have been deemed ineligible to 

donate organs for transplant. Brains are removed from donors' bodies and attached to 

perfusion machines which supply the brains with glucose, oxygen and other substances 

necessary to maintain basic metabolic function. Neuronal firing in the brains can be 

stopped, and any consciousness prevented; mechanisms to assure this will be described. 

Candidate therapies can be tested in both diseased and healthy control brains, and data 

gathered about how these are metabolized, whether they create on-target effects, whether 

and to what extent they penetrate the blood/brain barrier, etc. Continuing brain/therapy 

interactions can be observed in brain slices after the initial whole-brain perfusion run is 

complete. Aggregated data from multiple brain runs can be used to create digital brain 
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models to predict responses to new candidate therapies. This presentation will examine 

ethics issues relating to the research platform including donor and donor-family consent; 

privacy and security of health data, genetic data and perfusion data; prevention of 

consciousness in perfused brains; comparative safety and utility of this research platform 

compared to others currently in use for investigation of brain disease; and possible 

regulations to prevent future misuse of the technology. 

 

---- 
Conflicts of interest: I have a conflict because I am an ethics consultant and chair of the Ethics Advisory 

Board for Bexorg, the Yale spin-off company that developed this platform; and I have a small equity 

holding in the company.  

 

 

The Role of History and Philosophy of Science in Medicine: Ontology, 

Epistemology, and Illness 

Urte Laukaityte 

urte.laukas@berkeley.edu 

 

Some of the key themes within the integrated discipline of the history and philosophy of 

science (HPS) have involved questions of continuity and change. The relative stability (or 

lack thereof) of scientific constructs could help us better understand how knowledge is 

formed, transmitted, and modified over time. With some notable exceptions, the medical 

sciences have largely not garnered much scholarly attention in these debates. For various 

reasons, they have stayed more or less peripheral. In this paper, I want to argue that, on 

the one hand, illness as an object of inquiry could offer important insights to address a 

range of issues of interest to HPS researchers. On the other hand, we should be applying 

the conceptual and methodological tools of HPS to medicine more regularly and 

systematically, given its positioning as a domain where biological, socio-cultural, and 

experiential dimensions co-exist incredibly closely. 

Drawing on the historical ontology approach formulated by Ian Hacking, I propose to 

examine the nature of illness categories. Rather than reflecting discoveries of objective 

natural kinds, clinical constructs are historically situated in a significant way. What is 

more, they do not merely capture pre-existing patterns of symptomatology, but actively 

shape what can be experienced and expressed via looping effects of human kinds. Ian 

Hacking’s notion of ‘ecological niches’ is meant to aid us in thinking through the ways in 

which context, place, and time affect which forms of illness are more likely to emerge 

and persist. Some will tend to correspond with relatively stable phenomena grounded in 

physiological damage or disease processes, whereas others will be historically specific. 

All of them raise important questions regarding the processes of creating and updating 

scientific knowledge. 

While illness categories both reflect and engender synchronisation on a large scale, they 

resist attempts at universalising generalisation. However, the other extreme of complete 

individualisation (via case studies, say) is also not appropriate. The way forward will lie 

somewhere on this global-local continuum, but it will continue to vary in different 

instances. Given the dynamics of illness experience, the right methods of analysis cannot 

be purely biological nor purely cultural. Likewise, they cannot be purely synchronic nor 

purely diachronic. As a result of the specifics of how illness unfolds, developing a truly 
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integrated historico-philosophical perspective will be crucial within the overall project of 

the medical sciences. In addition, pursuing such an approach to illness experience would 

yield broader methodological insights for HPS regarding how science might go about 

investigating the dynamics of complex phenomena. 

 

 

Population Decline and Threats to Reproductive Agency 

Connor Leak 

conleak13@gmail.com 

 

Most countries are experiencing sub-replacement fertility rates, defined as below “the 

level required to ensure the replacement of generations” (Gu et al., 2021, 604). This is 

concerning for nation-states since future labour forces will be smaller, threatening 

economic growth and placing greater demands on social welfare systems (Eberstadt, 

2024, 51-52). To counteract declining fertility rates, many governments, including in 

“Western” states, are pursuing “pro-natalist” policies (DESA, 2021; Tan, 2024, 3). My 

research will explore how such policies might affect reproductive agency.  

Consider two broad, non-exclusive categories of pro-natalist policies: socioeconomic and 

technological. States have been employing socioeconomic policies. They include birth 

bonuses, paid parental leave, and reduced taxes for families with children. Technological 

policies include, for example, increasing access to new or existing assisted reproductive 

technologies (ARTs).  

First, consider that socioeconomic pro-natalist policies, thus far, have been largely 

ineffective in producing a sustained increase in fertility (UNFPA, 2025). Thus, states 

might pursue more controversial policies, such as greater financial incentives that 

undermine choice, as well as repro-libertarian initiatives, such as commercial surrogacy 

(Brake and Millum, 2022). Some argue that commercial surrogacy could expand 

reproductive agency by providing a new source of economic power for the child-bearer 

(Satz, 2017, 13). However, commercial surrogacy could also undermine reproductive 

agency by pressuring women, particularly those who are financially vulnerable, to engage 

in it for a financial payout. 

Second, increasing access to emerging reproductive technologies will raise a host of 

opportunities and concerns for reproductive agency. Some ARTs would seemingly 

protect reproductive agency, such as cryopreserving gametes, which presents those who 

delay child-bearing, often for career-based reasons, with more options (UNFPA, 2025, 

52). Yet, the increased cryopreservation of gametes would also raise proprietary issues. 

For example, it would lead to an abundance of gametes, many of which would be unused. 

In turn, they would be destroyed or, more controversially, transferred for use by others. 

Thus, protecting reproductive agency requires addressing unresolved questions about the 

ownership and control of unused gametes (Allen, 2021, 35).  

A final point is that state and public perceptions regarding low fertility are likely to 

intensify, particularly given broad nationalist–populist sentiments that oppose alternatives 

to increasing fertility rates, such as increasing migration (Sciubba, 2025; Sciubba et al., 

2026). Thus, there is the possibility that powerful state actors could promote pro-natalist 

policies that countermand the progress made in supporting reproductive agency. In all, 
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the moral stakes for reproductive agency are high, and a philosophical investigation of 

the connection between it and pro-natalist policies is required. 

---- 
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The Limits of Epistemic Injustice in Healthcare: The Case for a Turn to Patient 

Perspectives and Social Structures  

Naja Rathje Lennert, Sabrina Coninx 

nle@sdu.dk  

 

Fricker (2007) prominently defines epistemic injustice as a distinct form of harm inflicted 

upon individuals in their distinct capacity as knowers. She identifies two types of 

epistemic injustice: testimonial injustice, which arises when prejudice leads a listener to 

unfairly deflate a speaker’s credibility, and hermeneutical injustice, a structural harm that 

results from collective gaps in interpretive resources for specific social groups. The 

concept of epistemic injustice has had a significant influence across multiple domains, 

being particularly influential in philosophy of medicine and medical ethics (Carel & 

Kidd, 2014; Kidd & Carel, 2017). In recent years, a growing body of critiques has 

emerged questioning the utility of the concept of epistemic injustice in healthcare 

contexts. This paper aims to systematize these objections and critically reflect on the 

reach of the conclusions made. Further, we argue that while the objections should not 

lead us to debunk epistemic injustice, we nevertheless should turn to a stronger focus on 

social structures and lived experience in medical encounters.  

Looking at recent contributions from critics of the concept of epistemic injustice in 

healthcare, such as Byrne (2020), Kious et al. (2023), Nielsen et al. (2025), Wiggleton-

Little (2025), a pattern emerges. First, all articles start from a critique of Fricker’s 

original definitions of epistemic injustice, mostly focusing on testimonial injustice. 

Second, all articles have a focus on the limited utility of using this concept in healthcare. 
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Third, they do so by arguing that many paradigmatic cases discussed as instances of 

testimonial injustice are not correctly classified as such, for one of two reasons. (1) Either 

because they are not cases of injustice, but examples of unfortunate miscommunication, 

or even reflections of what is necessarily implied in best medical practice (Byrne, 2020; 

Kious et al., 2023; Nielsen et al., 2025). (2) Or, because they are not cases of epistemic 

injustice, but manifestations of broader social injustices that shape healthcare 

(Wiggleton-Little, 2025). 

 While we acknowledge that these objections reveal important limitations, we reject the 

conclusion that the concept of epistemic injustice should be abandoned altogether.  

Ad (1): Even if one accepts that the epistemic status of patients differs from other 

contexts of testimonial justice, since certain illnesses may affect a person’s cognitive 

capacities, it remains crucial to recognize the recurring concern that patients often feel 

not taken seriously. The discussion should therefore shift toward clarifying what it means 

to “take someone seriously” in medical practice: not necessarily as knowers of factual 

states, but as credible witnesses to their own illness experiences (Dings, 2023; Pantazakos 

& Arnaud, 2025).  

Ad (2): We acknowledge that epistemic injustices are often embedded within broader 

contexts of social injustice that disadvantage individuals beyond their status as knowers. 

However, the epistemic dimension remains indispensable to these cases, particularly in 

its relation to hermeneutics. We need a shift towards studying epistemic injustice at a 

more structural level, considering various forms of epistemic injustice also beyond 

testimonial forms, and including insights from scholars beyond Fricker, such as Medina 

(2013). 

---- 
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AI-Generated Medical Information, Cognitive Overload, and Trust in Healthcare. 

Natali Levin 

natalilaw50@gmail.com  

 

The rapid expansion of artificial intelligence in public facing medical information 

environments has fundamentally altered the cognitive conditions under which patients 

and physicians interact. Patients are increasingly exposed to AI generated medical 

content that offers symptom interpretation, risk assessment, and treatment suggestions in 

forms that appear personalized and authoritative. This contribution argues that, in such 

contexts, information may generate harm rather than benefit, particularly when it is not 

grounded in clinical examination, diagnostic testing, or professional responsibility. 

The central claim of this contribution is that AI generated medical information functions 

not merely as neutral data, but as a competing source of cognitive authority. When 

patients rely on such information, it reshapes clinical encounters and places physicians in 

a defensive position—one in which medical judgment must be justified or contested 

rather than exercised. The result is a gradual weakening of the physician–patient 

relationship and a broader erosion of trust in the healthcare system. 

This contribution examines how excessive and non validated information creates what 

may be described as cognitive overload. In conditions of uncertainty, more information 

does not necessarily lead to better medical decisions; instead, it may amplify anxiety, 

distort risk perception, and encourage self diagnosis or resistance to professional advice. 

Unlike clinical knowledge, which is embedded in responsibility and accountability, AI 

generated content lacks moral and legal obligations toward the patient, despite its 

practical influence on health behavior. 

Special attention is given to the role of conflicting interests in the production and 

dissemination of medical information. Commercial incentives, platform optimization 

strategies, and engagement driven design shape what information is generated and 

presented, often prioritizing plausibility and immediacy over clinical validity. These 

systemic interests create a structural conflict with the ethical commitments of medical 

practice, where patient welfare, professional judgment, and responsibility remain central. 

This contribution further argues that this environment contributes to a new form of 

defensive medicine. Physicians are not only required to protect themselves against legal 

liability, but increasingly against the consequences of widespread misinformation and 

informational excess. Defensive practices thus emerge as cognitive responses to 

contested authority, rather than solely as legal strategies. 

By framing AI generated medical information as a form of informal intervention rather 

than passive knowledge, this contribution challenges existing ethical and regulatory 

approaches that focus primarily on clinician facing technologies. It concludes that 

safeguarding trust in healthcare requires recognizing the moral limits of information, 

reaffirming the role of clinical judgment, and addressing the systemic conditions under 

which information becomes harmful rather than therapeutic. 
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Anticipating Risk: AI-Supported Fall Prevention and Clinical Responsibility 

Wenke Liedtke, Tobias Fischer 

wenke.liedtke@uni-greifswald.de 

 

In many clinical settings, care is initiated in response to observable signs of vulnerability, 

instability, or distress. Preventive practice has always been part of clinical work, yet it 

has typically relied on professional judgment grounded in situational assessment by 

healthcare professionals. The increasing use of AI-supported monitoring systems for fall 

prevention introduces a different temporal orientation. Care is no longer primarily 

triggered by present events, but by the probabilistic anticipation of future harm. 

In hospitals, AI-supported bed sensors continuously monitor movement patterns and 

environmental conditions such as light or temperature. These systems analyze data using 

predictive models and generate risk scores intended to alert healthcare professionals 

before a fall occurs. While such technologies are safety tools, their integration into 

everyday care might reshape the moral structure of clinical decision-making. 

Predictive monitoring shifts the threshold of justified intervention. Action may be 

initiated not because a patient is currently unable to move safely, but because an 

algorithm calculates an elevated probability of future risk. In this way, the logic of care 

moves from responding to actual harm toward preventing statistically foreseeable harm. 

In practice, this means that healthcare professionals may not only be responsible to actual 

events, but to risks identified by predictive models. 

This development also affects how autonomy, protection, and intervention are balanced 

in everyday practice. Preventive interventions such as increased supervision or restricted 

mobility can be justified in the name of safety, yet they may limit patient agency due to 

statistical projections rather than present incapacity. Paternalistic effects thus emerge not 

through explicit ethical justification, but through the gradual normalization of 

probabilistic risk governance in practice. 

Taking AI-supported fall prevention as an example, this contribution considers how 

predictive systems might transform responsibility as well as autonomy and care in 

practice. It argues that AI-supported prediction systems can shift how roles and 

obligations are negotiated between patients, healthcare professionals, and technical 

infrastructures, particularly in relation to anticipated future risks. 

 

 

Care in Action: Relational Embodied Agency and Narrative Selfhood in Dementia 

Ya-Ping Lin 

arete@nycu.edu.tw 

  

When autobiographical memory and linguistic coherence gradually fade, does the self 

disappear as well? How might subjectivity be reconfigured within ‘chaos narratives’, 

where storytelling becomes fragmented, improvised, or non-verbal? At moments of 

narrative breakdown, are we still willing to recognise people living with dementia as 

acting, caring, and meaning-making subjects? And if so, how should their actions be 

recognised and supported? 

This paper engages ongoing phenomenological debates on subjectivity by examining 

dementia as a critical case for theories of selfhood. Dominant loss-based frameworks in 
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dementia discourse often equate selfhood with autobiographical continuity, cognitive 

coherence, and rational deliberative agency. Such models presuppose a linear, plot-

driven, and memory-dependent conception of narrative identity and construe dementia as 

a gradual erosion of personhood. Drawing on phenomenology and the ethics of care, I 

contend that this view reflects a philosophically restricted account of the self. In its place, 

I propose a relational and embodied reconceptualisation of agency, grounded in the lived 

practices of care that persist beyond cognitive breakdown. 

The argument is based on ethnographic fieldwork conducted at a community dementia 

care centre in Taiwan. Utilising participant observation and in-depth interviews, and 

integrating a ‘narrative-in-action’ approach with ‘positioning theory’ to analyse the 

everyday interactions of two women living with moderate dementia: Lien-Ying (93), a 

former Taiwanese opera performer and lifelong caregiver; and Yu-Lan (85), a family 

caregiver with a hearing disability. Through musical responsiveness, stylised embodied 

performance, situational judgment, and momentary, repeated acts of care, they continue 

to construct identity and enact moral and relational agency in situ, even in the absence of 

autobiographical continuity or stable social recognition. 

Resonating with Lars-Christer Hydén’s concept of ‘entangled narratives’, the analysis 

reveals storytelling in dementia as a collaborative and relational practice. The narrative 

self is theorised not as a stable inner entity but as interactionally enacted in fragmented, 

situated, and embodied forms rather than through coherent autobiographical recall. 

Agency in dementia is not exhausted by decision-making capacity or verbal articulation. 

Rather, it emerges in embodied orientations toward others and in care-in-action. The 

agency of persons living with dementia often does not simply vanish; it becomes 

obscured when it fails to be recognised by others. Dementia care should move beyond 

viewing persons living with dementia merely as passive recipients and instead recognise 

and support them as agents of meaning-making whose presence persists through 

relational life. 

 

 

Problematizing the Requirement of a Close Personal Relationship for Directed 

Living Kidney Donation 

Jenny Lindberg 

jenny.lindberg@med.lu.se  

 

Living kidney donation is an alternative to donation from deceased donors when the latter 

are scarce. Initially, a close personal relationship was required between the donor and 

recipient, typically between family members or close friends. In Sweden and many other 

countries, this is still the case for directed living kidney donation, i.e., donation to a 

specific recipient. One reason for this requirement is to prevent the commercialization of 

kidneys for transplantation. It is also easier to comprehend and therefore judge to be more 

stable the motivation behind donating a kidney to someone with whom the donor has a 

close relationship. This is reflected in the requirement of a more thorough psychiatric 

evaluation for altruistic kidney donors, who choose to donate to an unknown recipient on 

the waiting list. Nephrologists have viewed social media campaigns by potential kidney 

recipients with skepticism because they pressure others to donate a kidney to them.  
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By definition, altruistic kidney donation does not require a relationship between the 

donor and recipient. In many countries, such as Sweden, this process is anonymous. A 

close personal relationship is also not required in kidney transplant exchange programs, 

which are used when directed donation is not possible due to an immunological mismatch 

between the donor and recipient. These practices emerged after the legislation was 

enacted. 

As part of the donor assessment, it is determined by the healthcare team whether the 

personal relationship with the recipient is close enough to be accepted for directed kidney 

donation. This judgment can be used to exclude a donor, even when the donor is highly 

motivated to donate to a specific person. However, new types of relationships have been 

discussed, including friendships formed through social media and virtual reality games. 

These people may never have met in person yet could have spent a lot of time together 

online. There are also other potential new ways of relating to others in society. 

Although the motivation, informed consent, and personal risk assessment for directed 

kidney donation may be equal among donors with different relationships to the recipient, 

these cases are not evaluated equally. The assumption that the risk of manipulation, 

unstable motivation, lack of informed consent, and commercialization is higher when 

there is no close personal relationship may be flawed. There may be an equal or greater 

risk of social pressure and economic transactions in close personal relationships. New 

social bonds and kinds of close personal relationships challenge preconceived notions of 

what constitutes a sufficiently close relationship for kidney donation. Therefore, the close 

personal relationship required for directed kidney donation appears misdirected. We must 

ask whether there is a more equitable way to judge it so as to not discriminate against 

donors who consider themselves to be in such a relationship. Alternatively, should we 

replace the assessment of a close personal relationship with an evaluation of the 

motivation behind directed kidney donation and the donor’s personal risk assessment? 

 

 

Patients’ Perspectives on AI and Personalised Risk Prediction in ICD Implantation 

and Decision-Making in Cardiac Care – Final Results and Lessons Learned from a 

European Empirical Ethics Project  

Georg Lindinger, Nicolas Schiermeier, Mona Khattab, Eckhard Nagel, Michael Lauerer 

georg.lindinger@uni-bayreuth.de 

 

This presentation is based on a paper reporting the final results of a European survey 

study in empirical ethics embedded in the international PROFID-Project (“Prevention of 

Sudden Cardiac Death after Myocardial Infarction by Defibrillator Implantation”). 

Building on our earlier interview study on patient perspectives, a systematic review of 

healthcare professionals’ views on artificial intelligence (AI), and the now-completed 

multinational survey, the paper provides a consolidated analysis of how patients assess 

the use of Personalised Prediction models (PPMs) and AI in decision-making regarding 

ICD implantation. In doing so, it also offers insights into the ethical acceptability of 

related technological innovations in cardiac care and beyond. 

The multinational survey focused primarily on three countries – Germany, the 

Netherlands, and the United Kingdom – and was distributed with the support of 

numerous patient organisations (for example, Deutsche Herzstiftung, CHSS, and several 

mailto:georg.lindinger@uni-bayreuth.de
https://profid-project.eu/


  

others), self-help groups, and other patient support initiatives. In total, 470 patients (226 

women; 48.1%) with a prior myocardial infarction and a possible increased risk of 

sudden cardiac death, as well as patients with an ICD, were included. 

Before addressing questions on PPMs and AI, we assessed technological openness using 

the Technology Readiness Index (TRI 2.0). To enhance comprehensibility and based on 

extensive pretesting (including think-aloud techniques, paraphrasing, and verbal 

probing), we incorporated media-based explanatory materials such as introductory videos 

and graphics. Data analysis combined foundational and advanced quantitative methods to 

examine the dimensional structure of multi-item constructs, including exploratory factor 

analysis (EFA) and multivariable regression. 

Across the project’s different studies, consistent patterns emerged. In principle, patients 

are open to AI (-supported) and Personalised Medicine approaches, although these 

technologies are perceived and evaluated differently. When framed as tools to improve 

risk stratification, acceptance tends to be higher; however, this openness remains clearly 

conditional upon a more differentiated view. Analyses of socio-economic background, 

patient experiences, degrees of technological familiarity, and national and institutional 

contexts yield both expected and counter-intuitive findings. 

Beyond presenting these results, the paper reflects on the process through which they 

were generated. Rather than treating empirical work as merely supplementary, the project 

integrated empirical findings into the identification, refinement, and prioritisation of 

ethical questions throughout the research process. This required ongoing translation 

between disciplinary languages, methods, and problem framings, as well as practical 

strategies for addressing divergent standards of evidence, differing temporalities, and 

institutional constraints within collaborative research. 

We argue that empirical ethics can be productively integrated into projects involving 

highly diverse constellations of disciplines, methodologies, and research problems, 

provided that such integration is conceived as a context-sensitive, iterative, and genuinely 

collaborative practice. In this sense, the PROFID project serves not only as a study of AI 

and Personalised Medicine in cardiology, but also as a transferable model for embedding 

empirical ethics in complex, innovation-oriented healthcare research. 

 

 

Rethinking the role of research ethics committees in an era of data driven and 

technology focused health research 

Vilma Lukaševičienė 

vilma.lukaseviciene@mf.vu.lt 

 

Traditional research ethics governance framework, established in the World Medical 

Association Declaration of Helsinki, CIOMS guidelines for biomedical research 

involving human subjects, other international research ethics guidelines and legal acts, 

has long been relying on the gatekeeping function of research ethics committees (RECs). 

This model centers on prospective review of research projects and is tailored for research 

involving identifiable human subjects, and relatively predictable risk–benefit profiles. 

However, emerging technologies in health research, such as artificial intelligence, 

extended reality, data driven research, or genome editing, fundamentally challenge these 

practices. Such data-intensive and technology focused research, increasingly shifts ethical 
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attention from individual protection toward collective interests, introduce novel, evolving 

risks, and broader societal impact that unfolds over time. 

Recent EU regulatory developments, notably the European Health Data Space Regulation 

and the emerging EU Biotech Act, implicitly reflect this shift by redistributing 

responsibilities across data access bodies, competent authorities, researchers, and 

institutions. At the same time, pressures to streamline review processes, particularly in 

clinical research involving human participants and in preparedness for public health 

emergencies, introduce further tensions. These developments often favor more 

centralized or differentiated review arrangements. As a result, the traditional remit and 

responsibilities of RECs are challenged.  

This presentation aims to provide a critical analysis of whether traditional model of REC 

review can still function as the primary mode of research ethics oversight under these 

conditions. Drawing on recent empirical data on RECs practice, a review of the academic 

literature, and analysis of recent regulatory initiatives at EU level, we argue that the 

traditional prior one-time REC review model increasingly struggles to operationalize 

traditional research ethics principles and practices. 

We argue that these developments expose a deeper normative question: whether research 

ethics oversight should continue to rely on committee-based gatekeeping, or whether 

responsibilities should be redistributed and continuous across the research lifecycle. 

Rather than merely expanding REC mandates, the presentation calls for a rethinking 

traditional REC review model in light of data driven and technology focused research, 

challenging the institutional centrality of RECs, while considering complementary 

approaches such as ethics self-assessment and ethics-by-design. 

 

 

Towards a Postinfection Ethics: Chronicity, Care and Collective Obligation 

Vivienne Matthies-Boon 

vivienne.matthies-boon@ru.nl  

 

In this paper, I will argue for a postinfection ethics, wherein the chronic and long-term 

effects of viral and bacterial infections – such as COVID, H5N1, Ebola, Qfever and 

Lyme – are taken seriously as a urgent matter of ethical concern. Currently, there is a 

tendency within medical ethics, and particularly infectious disease ethics but also public 

health ethics, to focus largely on the ethical challenges emerging from the acute state of 

viral or bacterial infection (Battin et al, 2023; Buchanan, 2023; Smith, 2019; Verweij and 

Dawson, 2020). And in so far as an ethics of chronicity has been developed, this has 

mostly focused on the individual or medical management of chronic illness through the 

medical encounter (Walker, 2019; Weidmann-Hügle and Monteverde, 2022). 

Yet questions of postinfection ethics extend not only beyond the acute phase of infection, 

but also beyond the patient management of disease into the terrain of prevention, 

structures of care, social responsibility, institutional solidarity and even the problem of 

the psychologisation of illness. In a world where Post Acute Infectious Syndromes 

(PAIS) are not only rife and extremely disabling, but are also set to increase as a result of 

climate change, it is crucial that Postinfection Ethics is taken seriously and incorporated 

into both infectious disease ethics and public health ethics as a matter of concern. The 

failure to include such an ethics into infectious disease and public health ethics rests not 
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only on a category mistake, wherein (as a result of changed pandemic policies) matters of 

postinfection concern were reduced to (at best) a matter of individual responsibility, but 

also on an unsustainable temporal understanding of viral and bacterial infections.  

Hence, postinfection ethics demands a revision of the common sense understanding of 

the virality/infection as being a thing that “passes”. Moreover, it also requires a 

reconsideration of the moral weight that is placed on individual responsibility and 

autonomy, and instead highlights the ways in which such an emphasis ends up 

contributing to a politics of indifference, social marginalisation, medical neglect as well 

as verbal/physical aggression towards PAIS patients through mask discrimination. A 

postinfection ethics, rooted from a care ethical approach, is thus explicitly guided by the 

explicit normative aim of undoing these multilayered harms patients experience only all 

too often, and making this an issue of public rather an individual concern. 

 

 

Risk prediction for severe mental illness: ethical insights from lived experience 

Signe Mežinska, Ivars Neiders 

signe.mezinska@lu.lv 

 

Biomarkers used in risk prediction models (such as genetic, epigenetic, neuroimaging, 

and physiological data) offer the promise of earlier identification of vulnerability to 

severe mental illness in families with a family history of mental illness, as well as more 

targeted preventive support. While these tools may benefit individuals and families by 

enabling enhanced monitoring and resilience strengthening, they also raise significant 

ethical and societal concerns. Findings from a qualitative interview study with people 

with lived experience of mental illness and their support persons show that acceptance of 

such prediction models depends on embedding prediction within accessible and 

meaningful support systems. Participants stressed that risk information without clear 

pathways for action may be confusing, anxiety-provoking, or even harmful. Interviewees 

strongly opposed any future use of predictive screening as a requirement for accessing 

healthcare or social services, warning that this would undermine autonomy and deepen 

inequities. Some participants expressed worries that learning about one’s risk could 

heighten anxiety, foster fatalistic thinking, or reinforce self-stigma, highlighting the need 

for careful, non-deterministic communication of risk. They also cautioned against placing 

excessive responsibility on individuals or families, particularly to avoid resilience-

building being framed as a moral obligation. 

 

 

Reinterpreting the WHO's Definition of Health Through a Dual-Layer Framework 

Alexandru Milea 

alex.milea@gmail.com  

 

In the aftermath of the Second World War, the newly established World Health 

Organization (WHO) sought to redefine health in response to humanity’s moral and 

psychological crisis. Its 1948 definition, “a state of complete physical, mental and social 

well-being, and not merely the absence of disease or infirmity”, has since become one of 
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the most cited and debated formulations in medical ethics. Often dismissed as utopian, it 

nonetheless expresses a profound integrative vision of human well-being. 

This presentation reinterprets the WHO's definition through a dual-layer framework: a 

phenomenological triad (physical, mental, social) and an ontological triad (matter, 

information, relationships). The first refers to lived experience, while the second 

describes the structural foundations from which health emerges. By bridging the 

humanist aspirations of the post-war period with contemporary systems theory, this 

reinterpretation situates health as an emergent equilibrium of organized matter, coherent 

information, and harmonious relationships. 

 

 

Participatory Public Surveillance 

Toke Jøns Mulvad 

 tomu@cc.au.dk 

 

Throughout the years between 2019 and 2022 public surveillance became increasingly 

popular as COVID-19 spread from country to country and governments tried to control 

the disease. One of the most popular tools was digital surveillance in the form of digital 

proximity tracking (DPT) applications for smartphones. Some countries supported these 

efforts with digital COVID certification (DCC) applications to categorize and validate 

whether citizens were contaminated or not. The utilization of such measures is in line 

with WHO’s guidelines on surveillance, that is described as a fundamental cornerstone in 

the ongoing and continual pursuit of public health, especially in times of emergency 

where effective and proportional disease management is dependent on authorities being 

well-informed. This paper is a case study on the Danish use of DPT and DCC apps, 

“Smitte|Stop” and “Coronapas”, as it was communicated through legislation, press 

conferences, government websites and Danish news media coverage. 

In this paper surveillance is approached as a social phenomenon that lies within a 

spectrum between care and control. It is also seen as a participatory practice where both 

the surveilled and the surveyor have agency throughout the surveillance relation. This 

perspective is useful in the analysis of Danish public surveillance during the pandemic as 

the applications were developed and managed by the authorities, but the citizenry could 

decide whether they wanted to participate or not. The government did not make it 

obligatory for Danish citizens to download and use the apps, but it became mandatory for 

businesses to verify that costumers at bars, restaurants, and larger commercial social 

gatherings had a negative DCC. The paper therefore examines the debate among experts, 

politicians and the public about the efforts of collaboration with and resistance against the 

use of digital surveillance. 

Focusing on the case of DPT and DCC in Denmark contributes to the study of how the 

state and its citizens balanced between caring and controlling the individual in the context 

of digital public surveillance. This is done through the analysis of how the Danish 

authorities tried to act with respect for the individuals’ rights to agency, privacy and 

autonomy versus the need to counter the risks facing the well-being of the collective. 

Many citizens participated willingly by downloading and using these apps on their own 

accord despite perceived risks to freedoms. This paper can therefore be seen as a part of 

the ongoing evaluation of surveillance initiatives during the COVID-19 pandemic 
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through contextualized analysis that might help future use of such technologies in times 

of emergency. 

 

 

The Significance of Transformative Experiences for patient autonomy. Does it 

undermine informed consent? 

Nikolai Münch 

nimuench@uni-mainz.de  

 

In her influential book Transformative Experiences (2014), L. A. Paul argues that there 

are certain experiences that are “both radically new to the agent and change her in a deep 

and fundamental way.” She contends that such experiences undermine traditional criteria 

for rational decision-making. Paul identifies two criteria for an experience to count as 

transformative: either it alters the person herself, or it transforms her epistemic basis for 

decision-making. She defines these as follows: “An epistemically transformative 

experience is an experience that teaches you something you could not have learned 

without having that kind of experience. Having that experience gives you new abilities to 

imagine, recognize, and cognitively model possible future experiences of that kind. A 

personally transformative experience changes you in some deep and personally 

fundamental way — for example, by altering your core personal preferences or by 

changing how you understand your desires and the kind of person you take yourself to 

be.” (Paul, 2014) According to Paul, decisions that (potentially) involve transformative 

experiences — such as becoming a parent — cannot be rational in the same sense as non-

transformative choices. 

This concept of transformative experience has recently been adopted in medical ethics, 

where scholars (e.g., Carel & Kidd, 2019; Egerton & McMahon, 2023; Hofmann, 2024; 

Hole et al., 2020) argue that disease and/or suffering can constitute transformative 

experiences. Under certain conditions, such experiences may undermine patient 

autonomy and informed consent — for instance, in the context of advance care planning 

or preventive medical interventions. While most authors agree that transformative 

experiences can, under some circumstances, conflict with standard criteria of patient 

autonomy and informed consent, “the existing literature does not offer any escape from 

this problem” (Egerton & McMahon, 2023). 

In my talk, I will proceed as follows: 

1. First, I will summarize the recent literature on transformative experiences in medical 

ethics and describe the situations and conditions under which such experiences are 

thought to undermine patient autonomy. 

2. Then, I will argue that many of the perceived problems stem from an inadequate 

conception of what it means for patients to make far-reaching decisions in medical 

contexts. These inadequacies trace back to Paul’s original concept of transformative 

experiences, which draws primarily on rational choice theory. I will contend that the 

challenges to patient autonomy arise not from the transformative nature of the 

experience per se, but from the unrealistic premises of rational choice theory — 

premises that assume stable, pre-existing preference orderings. 

3. Instead, I will argue that many of these far-reaching medical decisions are better 

described and understood through the concept of choosing oneself, a central theme in 
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existential philosophy (e.g., Kierkegaard, Heidegger). Such existential decisions are 

a-rational (not irrational) in the sense that they cannot be grounded in pre-existing 

preference orders — rather, they constitute or establish those very preferences in the 

first place. 

4. With this alternative conception of wide-ranging decision-making, I will revisit the 

perceived problems outlined in step 1. 

---- 
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Does adoption have moral priority over assisted reproductive treatments in choices 

about having children?  

Timothy F. Murphy 

tmurphy@uic.edu 

 

Certain commentators make a moral case against uterus transplantation (UTx) because it 

is not only resource-intensive but also because it presupposes a mistaken valuation of 

biologically related children in general and gestationally-related children in particular. 

One version of this argument counterposes adoption as a morally preferable – even 

obligatory – alternative to UTx, identifying adoption as essential in meeting the needs of 

some of society’s most vulnerable members. Although formulated in relation to UTx, this 

argument has implications for all technology-dependent assisted reproductive treatments 

(ARTs). By contrast to those treatments, adoption does not ordinarily presuppose or 

reinforce biologism as the most important feature of a parent-child relationship. Other 

commentators worry that fertility technologies undercut overall interest in adoption, to 

the detriment of children waiting for adoptive parents. I make the case that these kinds of 

argument fail to establish that adoption does has moral priority over choices about UTx 

or other ARTs. It is not clear, first of all, why people who might want to gestate via UTx 

have any more obligation toward children waiting for adoption than anyone else hoping 

to have a child. Indeed, one can make the case that the welfare of children waiting for 

adoption is the responsibility of everyone, not just people hoping to have children. A 

weaker version of the adoption-first argument holds that no public funds should be used 

to subsidize UTx, again on the grounds that interest in gestationally related children is a 

morally indefensible expectation that the state should not reinforce through law or policy. 

On a practical note, it is doubtful that withholding public subsidies from UTx would do 

much by itself to alter the circumstance of children waiting for adoption. More 

searchingly, it should be noted that adoption practices are not morally neutral because 

children are available for adoption often because of problematic background 
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circumstances (e.g., poverty forcing relinquishment of children and racism in the removal 

of children from parental custody). Even ensuring that all children were adopted would 

not resolve the contextual ills involved in the social production of children for adoption. 

Adoption practices are also problematic insofar as, as in the United States for example, 

private agencies dominate the adoption ‘market.’ In such contexts, commercial interests 

differentially favor certain parents and children at the expense of others. I conclude that 

the burden of proof to oblige adoption in lieu of UTx or other assisted reproductive 

treatments – or to withhold public subsidy from these interventions – is not met. By itself, 

however, this conclusion does not undercut worries about morally unmet needs of 

children available for adoption, but it does challenge the merit of tying those needs to 

technology-mediated ways of having children and it calls into question objections to state 

subsidies for ARTs.  

 

 

The Promise and Peril of Precision Medicine: How Asian Perspectives on 

Naturalness Can Help to Reframe Disability Narratives  
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The dominance of ableist assumptions in precision medicine has recently come under 

fire. Common critiques emphasize how genomic screening and selection practices frame 

disability primarily as a biomedical deficit, privileging prevention and correction over 

accommodation, acceptance, and social inclusion. However, another more radical critique 

of ableism can be found in Daoist traditions, specifically in the philosophy of Zhuangzi. 

While many Western disability advocates argue for greater inclusion in genetics and 

genomics, this analysis often does not fully engage with how cultural and philosophical 

worldviews shape responses to genetic intervention. Drawing on research on 

preimplantation genetic testing for monogenic disorders (PGT-M), we argue that 

disability inclusion can benefit from a better understanding of concepts like ziran (自然, 

naturalness) and wuwei (無為 , non-action), which inform reproductive decisions in 

various Asian contexts.   

The far more restrictive approval of prenatal genetic testing (PGT) in Asia compared to 

the West could be said to reflect cultural discomfort with interfering in what is seen as 

nature’s course. Zhuangzi’s allegories, particularly those illustrating “the usefulness of 

the useless,” challenge dominant hierarchies of ability and offer clinicians a framework 

for understanding patients who may view genetic testing as a disruption of natural life. 

This paper integrates these Daoist insights to advocate for a more globally inclusive 

bioethics—one that recognizes the ethical value of non-intervention and affirms the 

legitimacy of different conceptions of naturalness and disability. By doing so, we aim to 

expand the discourse around precision medicine, support cross-cultural clinical 

engagement, and reconceptualize ethical boundaries in genomic care. Daoist philosophy 

offers not only cultural context but also a substantive ethical critique that enriches current 

debates around genetics and disability.  

 

 

mailto:klm@nus.edu.sg


  

The Juridical Status of "Neural Shadows": Liability for Predictive Harm in Clinical 

Decision Support Systems (CDSS) 
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Generative and predictive clinical decision support systems increasingly shape diagnosis, 

triage, and treatment allocation by constructing algorithmic risk profiles that operate 

before any clinical pathology manifests. These systems produce what may be described 

as “neural shadows”: probabilistic representations that influence clinical judgment, 

resource allocation, and patient perception. While technological innovation has 

historically reshaped evidentiary standards and professional norms in medicine, 

predictive AI introduces a deeper epistemic shift by transforming probability into 

actionable clinical authority. Traditional tort doctrine, however, remains anchored in 

demonstrable physical or economic injury, leaving a doctrinal vacuum when harm arises 

from anticipatory exclusion, delayed intervention, or pre-diagnostic stigma rather than 

measurable bodily damage. Existing scholarship addresses algorithmic opacity, bias, and 

data protection, but does not theorise the ontological transformation of legal injury when 

patients are harmed by predictive inference itself rather than by treatment failure. 

This paper asks how liability should be conceptualised when clinical harm arises from 

algorithmically mediated expectations that reshape the standard of care in advance of 

clinical evidence. The objective is to recalibrate negligence doctrine for predictive 

medicine by articulating an “Interference with Clinical Expectancy” framework that 

recognises legally cognisable harm in the distortion of reasonable clinical trajectories. 

The analysis is situated within a comparative scope examining the EU AI Act’s 

classification and risk-management obligations for high-risk medical systems alongside 

United States state-level medical malpractice doctrines on “loss of chance” between 2022 

and 2026. Methodologically, the study employs doctrinal analysis of tort principles, 

comparative legal mapping of regulatory and judicial instruments, and jurisprudential 

synthesis of emerging liability rationales. Sources are selected through systematic 

statutory searches, case law tracing, and regulatory guidance analysis, with triangulation 

across jurisdictions to validate convergent trends. The findings indicate a growing 

mismatch between predictive governance in healthcare and injury-based liability 

thresholds, creating under-accountability for anticipatory harms and defensive over-

reliance on algorithmic outputs. By reframing negligence around interference with 

clinical expectancy rather than completed injury, the paper proposes a doctrinal bridge 

between probabilistic medicine and legal responsibility. The contribution advances 

philosophical debates on evidence, causation, and responsibility in technologically 

mediated care, while offering regulators and courts a principled blueprint for allocating 

liability as algorithmic standards evolve faster than professional consensus. 
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Transformation of clinical trials: bioethical aspect  

Maria Nartova 

mariya.nartova@school.msu.ru  

 

Randomized, placebo-controlled clinical trials of medical drugs are an integral part of 

modern evidence-based medicine. The basic methodological and bioethical principles for 

conducting such studies were formulated by the mid-20th century. The main 

methodological approaches to conducting such studies include selecting a standardized 

patient sample (formulating eligibility criteria), requiring patients to sign informed 

consent before enrolling in the protocol, and assigning patients to two or more groups 

with a placebo control (randomization). Although clinical trials are recognized as a vital 

tool for testing the efficacy and safety of medical drugs, scientists and the professional 

community are increasingly expressing opinions about a coming paradigm shift in 

clinical trial methodology. This report examines the key factors influencing the generally 

accepted methodology for conducting clinical trials of drugs for human use. 

The factors determining the vector of such transformation are proposed to be divided into 

two categories: endogenous and exogenous. By exogenous factors we mean those factors 

whose nature is external to the clinical trial methodology itself. In contrast, by 

endogenous factors we mean those factors whose nature is internal to the clinical trial 

methodology itself. 

Among the exogenous factors transforming clinical trial methodology are the following 

aspects: the development of biomedical sciences (in particular, the advancement of 

molecular biology, genomics and proteomics), the introduction of artificial intelligence 

technologies, and the SARS-CoV-2 coronavirus pandemic. Key endogenous factors 

transforming modern clinical trial methodology include approaches to preparing and 

signing informed consent forms, formulating eligibility criteria, and defining the category 

of "vulnerability" in relation to clinical trial participants. The transformation of clinical 

trial methodology is driven by the prevalence of bioethical principles over 

methodological ones. Moreover, the development of personalized medicine is already 

leading to a shift from prescriptive methodology to contextual approaches to conducting 

clinical trials. The conceptual transformation of clinical research methodology has 

already taken place, but the practical implementation of approaches such as dynamic 

informed consent and the implementation of contextual vulnerability approaches in drug 

research remains a subject for further discussion. 

---- 
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Background: Radiotherapy is one of the key pillars in the treatment of patients with 

cancer. This scoping review aimed to identify the criteria currently used to prioritize 

patients with cancer for limited radiotherapy services in low-resource settings. 

Specifically, it examined the challenges encountered in applying such criteria and 

possible suggestions for improvement. 

Method: The review was conducted using the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) checklist 

and the Joanna Briggs Institute Reviewer’s Manual (JBI). Relevant literature was 

identified through PubMed, OVID, EBSCO, Web of Science. Articles written in English 

and studies conducted in low- and middle-income countries (LMICs) between 2005 and 

2025 were included. 

Results: The included studies from LMICs revealed an approaches to prioritizing 

patients for radiotherapy. These approaches reflected an underlying ethical commitment 

to maximizing benefit (utilitarian principle) and ensuring fairness through structured 

decision-making processes. Criteria for priority setting also highlighted the priority in to 

Priority ABC include severity of the disease, potential cure, and patient age based on 

these recommendation for prioritization cancer patients categorize patients into urgent, 

high priority, medium and low priority. In addition to specific criteria, ethical 

frameworks such as the Accountability for Reasonableness (A4R) framework, which 

emphasizes transparency, stakeholder relevance, appeals, and enforcement were applied. 

Conclusion: In LMICs, structured approaches to prioritizing patients with cancer for 

scarce radiotherapy services remain limited. The identified approaches provide a 

foundation for developing context-appropriate guidelines to ensure radiotherapy is used 

efficiently and ethically. 

 

 

Prediction Tools for Severe Mental Disorders: Acceptability of Transparent vs. 

Opaque Models 
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Over the past decade, precision psychiatry has advanced substantially, particularly in the 

development of innovative predictive tools aimed at the early identification of individuals 

at risk for severe mental disorders such as schizophrenia, depression, and bipolar 

disorder. These predictive tools often rely on machine learning models that lack 

transparency—namely, they do not provide users with explanations of how or why a 

particular risk estimate is generated. As a consequence, some authors have argued that 
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these so-called “black-box” models should be avoided. Others, however, view this 

requirement as overly demanding, noting that “black-box” models in psychiatry are not 

fundamentally different from other areas of medicine in which health care professionals 

lack knowledge about the precise mechanisms of certain treatments or drugs. From this 

perspective, insisting on transparency for machine-learning-based prediction tools would 

hold them to a higher standard than many existing medical interventions. 

An important factor in this debate is the perspective of potential users of such tools—

specifically, whether potential patients consider transparency and explainability essential 

when evaluating predictions of severe mental disorders. To address this question, we 

conducted a preregistered vignette-based study (N = 337) examining whether the method 

used for prediction (artificial-intelligence-based vs. traditional statistical methods) and 

model transparency (transparent vs. opaque) influence participants’ willingness to take a 

predictive test. Our results suggest that transparency affects participants’ willingness to 

take a predictive test. On average, participants were about 10 percentage points more 

willing to use a transparent prediction tool than an opaque one. We did not observe clear 

evidence for other effects. These findings suggest that transparency matters to people, 

with no clear evidence that its effect differs between AI-based and traditional statistical 

techniques. 

 

 

Ageism in Healthcare: Addressing Epistemic Injustice in the Era of Medical 

Transformation 
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This paper examines ageism in healthcare as a form of epistemic injustice, a process in 

which individuals are unfairly undermined in their capacity as knowers (Fricker 2009). In 

this context, ageism encompasses both prejudices and discriminatory practices based on 

age that can distort clinical judgment and negatively shape older patients’ experiences 

(Ayalon and Tesch-Römer 2018; Nofiss and Savarino 2024). We believe that 

contemporary transformations in medicine are reshaping the epistemic frameworks 

underpinning care (Carel and Kidd 2014; Kidd and Carel 2017): the increasing reliance 

on predictive models, data-driven decision-making, and longevity-oriented interventions 

is transforming clinical practice and, with it, the criteria by which certain forms of 

knowledge are considered authoritative. Within this context, we argue that older adults 

can be systematically marginalized as epistemic agents in clinical settings, with their 

lived experience frequently neglected or misinterpreted. 

While ageism in healthcare has been widely documented, less attention has been paid to 

its epistemic dimensions. This paper addresses this gap by mobilizing the conceptual 

framework of epistemic injustice to show how age-based prejudice affects both the 

credibility attributed to older patients and the interpretative resources available to make 

sense of aging. 

First, the paper analyzes testimonial injustice – which occurs when prejudice leads a 

hearer to assign reduced trustworthiness to a speaker – in clinical encounters. The 

increasing medicalization of later life, coupled with the framing of aging as a problem to 

be solved, fosters a tendency to interpret older patients’ reports through reductive 
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biomedical assumptions (Illich 1976; Conrad 2007; Schmidt 2011). This results in 

credibility deficits: symptoms are dismissed as “normal aging”, and negative 

communicative practices such as elderspeak subtly undermine patients’ authority as 

knowers of their own bodies and experiences (Kemper 1994). 

Second, the paper explores hermeneutical injustice, understood as a structural gap in 

collective interpretative resources that prevents individuals from making sense of their 

experiences, highlighting how dominant cultural narratives – shaped by productivity-

driven values and a pervasive fear of decline – fail to provide adequate conceptual 

resources for understanding aging beyond pathology. As a result, older adults may 

struggle to articulate the complexity of their embodied and existential transformations, 

experiencing a disadvantage both in clinical communication and in the construction of 

self-understanding. 

Building on this analysis, the paper proposes a reconfiguration of medical knowledge that 

integrates phenomenological and hermeneutic insights into bioethical reflection 

(Svenaeus 2018, 2022). Recognizing patients as epistemic agents requires engaging with 

first-person narratives and expanding the interpretative frameworks through which aging 

is understood. In this respect, clinical practices such as shared decision-making and 

shared care planning can function as concrete therapeutic-communicative tools to support 

patients’ epistemic agency. 

By foregrounding the epistemic dimensions of ageism, this paper argues that injustice in 

healthcare also operates at the level of knowledge production and validation. Addressing 

it, therefore, requires rethinking how aging is interpreted within clinical practice. Such a 

shift is crucial for developing forms of care that sustain, rather than silence, the voices of 

older patients. 

---- 
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Reframing Evidence in Healthcare: Restoring Patients’ Testimonial Authority 
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What should count as evidence in healthcare? This contribution addresses this question 

by examining the tension between evidence-based medicine (EBM) and patient-centered 

care through the lens of feminist social epistemology. While EBM aims to ground clinical 

decision-making in the “best available evidence” (Zeilstra et al. 2026), persistent 

disagreements concern what qualifies as evidence, how evidential hierarchies are 

constructed, and what role patient knowledge should play in medical encounters. These 

issues are not merely methodological; they carry epistemological, ethical, and practical 

implications. 

Clinical encounters are epistemic practices in which knowledge is produced, negotiated, 

and applied. Yet patients’ epistemic contributions are often marginalised. The literature 

on epistemic injustice (Fricker 2007, 2017; Dotson 2011, 2012; Medina 2013, 2021; 

Carel and Kidd 2014, 2017) and epistemic microaggressions (Freeman & Stewart 2018, 

2024) shows how patients can be undermined in their capacity as knowers, particularly 

when their experiential reports are dismissed, trivialised, or pre-emptively discredited. 

Drawing on feminist epistemology, this work argues that evidential standards are socially 

situated and shaped by background assumptions that should be open to revisions 

(Longino 1990; Grasswick 2018). What counts as evidence, how testimonial evidence is 

assessed, and how much weight it receives are influenced by gender, race, class, and 

other intersecting social positions (Intemann 2023). On a justificatory account, something 

functions as evidence insofar as it tends to make belief in a proposition reasonable 

(Tucker 2023). Patient testimony – first-person reports of pain, bodily changes, or prior 

clinical experiences – often satisfies this condition. Experiential knowledge thus 

constitutes defeasible but indispensable evidence in medical contexts. 

This contribution also draws on qualitative empirical research (Paciscopi et al. 2025; 

Consolandi et al. 2025), including conversational analyses of patient–physician 

interactions in oncology and interviews and focus groups in obstetric settings. These 

studies reveal recurring patterns in which patients’ experiential reports are downgraded, 

highlighting that evidential hierarchies in healthcare are not neutral but shaped by power 

asymmetries. In settings such as perinatal care, it is particularly evident how these 

dynamics echo historical developments: the displacement of traditional midwives by 

obstetric surgeons – whose practices were presented as proto-“evidence-based” despite 

limited empirical grounding – illustrates how the authority to define evidence has long 

been intertwined with gendered professional power (Filippini 2017). 

In light of these considerations, this contribution calls for a critical reappraisal of EBM. It 

advocates a pragmatically reconfigured model that recognises evidential pluralism and 

accords patients’ testimonial knowledge appropriate epistemic weight. Subjecting 

background assumptions and evidential standards to ongoing critical scrutiny within 

diverse epistemic communities is both epistemically justified, ensuring the most reliable 

evidence, and ethically required to promote inclusiveness, accountability, and justice in 

healthcare practices. 

---- 
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From Mechanism to Patient: Translational Medicine as a Multi-Level Epistemic 

Practice 
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Translational medicine is commonly described as the process of moving biomedical 

findings “from bench to bedside.” This metaphor suggests directional continuity: 

mechanisms identified in laboratory settings are progressively refined and ultimately 

applied in clinical contexts. Yet across translational stages, the operationalization of 

mailto:pravajyapandey@gmail.com


  

disease, evidence, and success criteria undergoes significant transformation. What begins 

as mechanistic adequacy at the preclinical level becomes therapeutic efficacy in trials 

and, subsequently, outcome responsiveness in patient-centered care. Despite this layered 

structure, translational discourse frequently presupposes a stable disease target whose 

identity is preserved across stages. This paper argues that such presuppositions remain 

philosophically under-theorized. 

Philosophy of medicine has long debated the nature of dysfunction and disease 

classification. However, less attention has been given to how disease targets are 

stabilized, modified, and reinterpreted across translational contexts. Laboratory models, 

biomarkers, clinical endpoints, and patient-reported outcomes do not merely add 

information about a single, unchanged object; they enact partially distinct 

operationalizations of disease. The epistemic transitions between these levels are not 

merely pragmatic adjustments but involve shifts in validation criteria and justificatory 

standards. Mechanistic coherence, statistical significance, clinical efficacy, and 

experiential relevance each rely on different evaluative frameworks. 

The central claim of this paper is that translational research should be understood as a 

multi-level epistemic practice characterized by layered validation. While researchers 

often acknowledge model imperfection and clinical complexity, the structural problem 

lies deeper: the relationship between validation criteria at different stages is rarely 

conceptually clarified. As a result, claims of “translational success” risk obscuring 

unresolved questions about cross-level alignment. If earlier-stage findings are taken to 

justify later-stage interventions, this requires an account of what remains continuous 

across these epistemic shifts and how alignment is to be evaluated. 

This is not a managerial coordination problem. Coordination presupposes that relevant 

targets are already aligned. The philosophical task, by contrast, concerns the structure of 

justification: under what conditions can evidence generated at one level legitimately 

support claims at another? Without articulating these conditions, the bench-to-bedside 

metaphor risks functioning as a rhetorical narrative rather than an epistemically grounded 

framework. 

By diagnosing translational medicine as a layered epistemic practice, this paper 

contributes to ongoing debates about the evolution of medical knowledge and the 

epistemic foundations of clinical innovation. It argues that philosophical analysis is 

required to clarify how disease targets are stabilized across stages and how validation 

criteria should be related. Such clarification is a precondition for assessing translational 

success and for understanding the dynamics of contemporary medical transformation. 

 

 

Dignity and Embodiment in Cystic Fibrosis: A Phenomenological Inquiry into 

Patient and Caregiver Experiences 

Alexandra Paré-Tremblay 
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Dignity is a foundational concept in clinical ethics, yet it remains conceptually diffuse 

and operationally underdeveloped in chronic-care settings. For individuals living with 

cystic fibrosis (CF) and their caregivers, dignity is not an abstract principle, but a daily 

negotiation shaped by bodily experience, care routines, and repeated encounters with 
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healthcare systems. This project examines how dignity is lived and interpreted within 

these long-term care trajectories, not only at the end of life but throughout the evolving 

course of chronic illness. 

Drawing on Merleau-Ponty’s phenomenology of embodiment, the study explores how 

dignity is experienced, interpreted, and reconfigured across long-term CF care and how 

the lived body – altered, constrained, and made visible by chronic illness – shapes 

perceptions of dignity. The study is guided by four objectives: (1) identify the situations, 

interactions, and institutional conditions that uphold or compromise dignity across the 

long course of care; (2) explore how bodily changes, illness intrusions, and treatment 

demands shape patient’s sense of dignity; (3) examine how caregivers participate in the 

(re)construction or erosion of dignity in ongoing illness work; and (4) co-develop, with 

patient-partners, clinical and organizational recommendations to meaningfully support 

dignity in chronic-care practice. 

Methodologically, the project relies on Interpretative Phenomenological Analysis (IPA) 

conducted with 8 to 10 patient-caregiver dyads at a CF clinic in Montreal. Data collection 

includes semi-structured interviews, illness trajectory mapping, reflexive prompts 

(journals or evocative objects), and a critical-incident vignette. A patient-partner 

committee participates in all stages – tool development, analysis, and knowledge 

translation – to ensure that the study remains closely aligned with lived experience. 

This research aims to bring conceptual clarity to the notion of dignity by grounding it in 

the lived experience of patients and caregivers. Through a phenomenological inquiry into 

embodiment and the relational and structural dynamics shaping chronic care, the project 

seeks to inform ethical practices that recognize the moral significance of everyday 

interactions and enable patients and caregivers to live – and not only die – with dignity. 

 

 

Ignorance and Health Inequalities: How Attending to Structural Ignorance 

Enriches Explanatory Accounts of Unequal Mental Health Outcomes in Cisgender 

Men 
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Health inequalities are differences in health status, outcomes, and opportunities. Within 

epidemiology and public health, these inequalities are most commonly analysed and 

explained through the framework of the ‘social determinants of health’ (SDoH), the 

‘social gradient of health’ (and the ‘social determinants of mental health’ (SDoMH). 

These frameworks have been developed to capture the non-medical, i.e., social, 

economic, and political conditions shaping health and well-being across the lifespan. 

SDH frameworks have been highly influential in identifying structural sources of unequal 

health outcomes, as exemplified by several WHO Commissions Despite their explanatory 

power, SDH frameworks address epistemic conditions and the role of knowledge for 

good health only indirectly through ‘educational attainment’ and ‘health literacy’. These 

indicators focus primarily on the distribution and uptake of existing knowledge. Bad 

epistemic practices and inequalities embedded within what knowledge is produced in the 

first place, remain largely unexamined as potential drivers of health inequalities and 

sources of explanation. The aim of this paper is to identify and analyse this ‘ignorance of 
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ignorance’ as an explanatory gap within social determinants approaches. I argue that 

failing to attend to the role and function of structural ignorance within medical and health 

contexts limits our understanding of how certain inequalities emerge, persist, and are 

reproduced. This gap becomes particularly salient in the context of men’s mental health. 

Empirical research consistently shows that cisgender men are less likely to seek help for 

depression and often delay treatment, resulting in poorer health outcomes and higher 

suicide rates compared to women. These inequalities are commonly explained by 

reference to social and cultural factors, such as masculinity norms that discourage 

emotional expression and help-seeking, as well as low levels of mental health literacy 

among men. While such explanations capture important structural and individual 

dimensions of the problem, they do not fully account for the observed health differences. 

Attending, in addition, to epistemic dynamics within mental health contexts, and 

examining processes of knowledge production and organization, reveal patterns of 

ignorance that influence health outcomes. I examine men’s experiences of depression and 

depressive symptoms through the lens of epistemologies of ignorance, asking how 

patterned knowledge gaps, distortions, and limitations within medical knowledge 

contribute to unequal outcomes. Building specifically on Tuana (2006), Alcoff (2007) 

and Mills (2007; 2022), I show how structural ignorance manifests at several sites within 

the context of men’s mental health: within the research field itself; within processes of 

recognizing, interpreting, and responding to symptoms; and within the medical 

interaction between patient and practitioner. In these instances, ignorance contributes to 

inadequate diagnostic categories and symptom models, insufficient interpretive resources, 

delayed intervention, inappropriate treatment, and, consequently, adverse health 

outcomes. The paper thus demonstrates the added explanatory value of incorporating 

epistemologies of ignorance into the study of health inequalities. 

 

 

Ethical considerations on Xenotransplantation – a Catholic perspective 

Renzo Pegoraro 

renzo.pegoraro@pav.va  

  

The remarkable progressive strides in genome engineering techniques have enkindled 

hope for many patients who die due to considerable shortage of human organs, tissues, 

and cells. The field of xenotransplantation, the transplantation of organs, from one 

species to another, typically involves animal to human transplants, with an aim to save 

human lives has achieved promising outcomes in the recent years. It holds great potential 

in a scenario where success has been constrained by the persistent asymmetry between 

the growing demand for organs and their critically limited supply. This promising 

breakthrough, awaiting approval for clinical trials in humans, poses bio-ethical and 

anthropological challenges that need serious reflection.  

The Pontifical Academy of Life had published already in 2001, a document underscoring 

the issues surrounding this phenomenon. Recently, it has released Prospects for 

xenotransplantation. Scientific aspects and ethical considerations, which builds upon the 

foundational text published 25 years ago taking into account scientific progress of the 

field and anthropological and bio ethical re-examination. This document reaffirms the 

earlier position of moral permissibility of xenotransplantation on the grounds of saving of 
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human life with ethical precautions of human safety, preservation of personal identity, 

avoiding animal suffering. Every human person bears this fundamental calling to 

alleviate the suffering of others through all available means, comprising scientific 

endeavours, particularly when human life is under threat. This study acknowledges 

human creativity as presenting enormous opportunities to physicians and researchers to 

collaborate within ethical guardrails so as to address the essential barriers inherent in this 

inter-species experimentation, that may lead to an effective therapeutic outcome.  

Some bioethical issues are discussed: understanding health risk for the recipient, 

evaluating benefits and risks; importance of surveillance of risk of xenozoonoses; 

wellbeing of genetically modified animals; informed consent for the patient; role of 

Ethics Committees; patentability; information of the public. 

The moral imperative upheld in this study never undermines or impedes scientific 

advancement rather fosters broader and deeper inter-disciplinary discussion. The pivotal 

role of human knowledge in safeguarding human life coupled with ethical responsibility 

to address the urgent needs of vulnerable people awaiting organ transplants constitute the 

basis for extending the practice of xenotransplantation, making it ethically acceptable 

surgical therapy. 

The point should also be made that Catholic theology does not have a preclusion, on a 

religious or ritual basis, in using any animal as a source of organs and tissues for 

transplantation to human beings. The question of the acceptability of an animal organs, - 

once it has been established the personal identity is not affected, and once all the general 

ethical requirements of transplantation have been met, - becomes cultural and 

psychological. It may be possible to overcome initial misgivings by providing the 

necessary support in an effective manner. 

 

 

Rethinking Epistemic Authority in AI-Mediated Mental Health Care: The Case of 

Anorexia Nervosa 

Áger Pérez Casanovas 

ager.perezcasanovas@gmail.com  

  

The growing implementation of Artificial Intelligence (AI) in healthcare invites us to 

challenge our conceptions of knowledge and the epistemological relations that structure 

our interactions in society. The fundamental question is what kinds of knowing does AI 

enable, and most importantly, under what conditions (if any) these systems can be treated 

as epistemic authorities. This paper examines how insights from social epistemology—

particularly epistemic injustice, algorithmic authority, and hermeneutical agency—can 

inform the policy frameworks regulating the use of AI tools in medicine. Particularly, it 

explores how narrow conversational AI tools (CAI), that is AI designed to simulate 

natural dialogue for a specific task, and which have been trained with a specific dataset, 

can reshape the distribution of epistemic authority in medicine. Using the case of 

anorexia nervosa (AN), I explore how the integration of narrow AI systems for 

therapeutic uses has its lights and shadows, since it could both mitigate and reproduce 

epistemic injustice in clinical contexts.  

This paper explores whether narrow AI models trained with natural language processing 

that draws on clinical data or patient narratives could, in principle, help identify shits in 
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discourse patterns, tone, or affective registers associated with the AV. Therefore, the 

question arises of whether this CAI could acquire a kind of algorithmic authority that can 

counter the harmful effects of the AV. Properly designed, such systems could support 

patients in recognizing and externalizing harmful internal dialogues, fostering self-

reflection and autonomy. In this sense, AI could function as an epistemic collaborator—a 

tool that amplifies marginalized forms of self-knowledge rather than overwriting them. 

The CAI would participate in the co-production of knowledge: recognizing patterns, 

mediating feedback, and enabling interpretive articulation. Its epistemic function would 

lie not in judging truth but in redistributing credibility—making room for patients’ 

embodied insights within the clinical ecology. 

The question is not simply whether AI can be an epistemic authority, but whether it 

should be. I propose instead that AI systems in medicine should embody epistemic 

humility: they must be designed to signal uncertainty, foreground interpretive pluralism, 

and operate within relationships of negotiated trust rather than unilateral expertise. 

Drawing on feminist and disability social epistemologies, the paper proposes a model of 

relational epistemic agency and shared authority in which AI participates in, but does not 

dominate, shared processes of knowing, fostering more just and dialogical forms of care. 

Finally, I provide a conceptual framework might guide their responsible design. 

Ultimately, applying social epistemology to AI in medicine reframes both domains. It 

challenges healthcare to understand knowledge as a social practice of care, and it 

demands that AI design reflect the politics of recognition. Rather than replacing human 

expertise, narrow AI can become a catalyst for more reflexive, equitable epistemic 

relations—tools that help institutions and individuals listen differently, think relationally, 

and act with humility.  

 

 

Governing Machine Learning as Care Mediation: A Normative Framework Beyond 

Rights-Based Compliance  

Tjörvi E. Perry 

tjorvi_perry@hms.harvard.edu 

 

Machine learning-enabled medical devices (MLMDs) have shown promise for early 

illness detection, prognostication, clinical efficiency, and patient outcomes. Machine 

learning algorithms learn from available data, produce probabilistic outputs from 

complex patterns, can perform differently when introduced into new clinical settings, and 

distribute responsibility across clinicians, workflows, and institutions. For these reasons, 

MLMDs often reduce intelligibility and explainability in practice and complicate the 

assignment of responsibility and accountability. Despite these realities, emerging rights-

based governance frameworks treat MLMDs as morally innert tools in clinical decision-

making, ignoring how this technology might mediate core principles of care, namely 

clinician attentiveness, responsibility, moral competence, and responsiveness to patient 

needs. By building a conceptual synthesis across the fields of care ethics, post-

phenomenology, and Responsible AI in healthcare, the author developed a normative 

governance framework for assessing the mediating effects of MLMDs so that AI-

mediated care remains in tune with these core care principles in settings marked by 

vulnerability, dependence, and power dynamics. Six evaluative commitments were 
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treated as foundational conditions for high-quality, just care: relational trust, contextual 

responsiveness, attentiveness, ethical competence, responsibility and accountability, and 

power awareness. For each commitment, the author proposed four technological prompts 

that ask how technology mediates: what is clinically noticed and known (epistemological 

magnification-reduction), what others become to us (ontological revealing-concealing), 

what actions are supported (practical enabling-constraining), and who feels included 

(ethical involving-alienating) during the care continuum. This framework moves AI 

governance in healthcare beyond compliance checklists and offers a way to assess 

whether a technology supports the moral aims of care at the bedside across design, 

implementation, and use. Next steps include testing the framework on hypothetical 

systems to understand its impact on design, implementation, and use in clinical settings. 

 

 

Thresholds of Disagreement: The Ethical Status of the Dissenter in Community-

Based Data Research 

Marco Peruzzo, Luca Marelli, Virginia Sanchini 

marco.peruzzo@unimi.it 

 

In light of the heightened risk of potential group harm in genomics and data-centric 

health research, together with the parallel growth of interest in community-based 

participatory research among indigenous, minority, and individuals affected by rare or 

stigmatized conditions, the issue of participant representation has gained significant 

traction in research ethics and policy. 

Community engagement, as articulated in CIOMS guidelines for health-related research, 

is framed both as a moral imperative grounded in respect for participants and as a 

pragmatic condition for the social legitimacy and epistemic robustness of research. 

Contemporary policy debates, including those surrounding prominent initiatives such as 

the European Health Data Space (EHDS), increasingly raise questions about how 

participants and affected communities ought to be represented within emerging data 

governance bodies, and what form such representation should take. In particular, the 

inclusion of patient representatives and community members in aspects of study 

development, implementation, and research design is often associated with increased trust 

and, in some contexts, with improved participation in clinical research, although the 

extent and conditions of these effects remain subject to empirical variation.  

However, existing legal frameworks, such as the US Common Rule and the GDPR in the 

EU, remain fundamentally individual-centric, making the protection of group interests 

ethically and practically complex to achieve. On the one hand, conceptual and regulatory 

uncertainty persists regarding how communities should be identified and delineated, who 

can legitimately claim representational authority, and on what grounds should such 

authority be recognized. In fields such as cancer advocacy, patient representatives or 

organizations are sometimes treated as conveying a relatively unified perspective on 

behalf of a diverse constituency. Yet internal heterogeneity in experiences, priorities, and 

values may complicate any straightforward attribution of a single “community voice”. At 

the same time, key ethical questions remain insufficiently discussed: how should 

researchers evaluate the magnitude and relevance of group dissent? When does 

disagreement within a community acquire normative or epistemic significance? Is there a 
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threshold of dissent capable of undermining an apparent group consensus? And how can 

researchers avoid both the "tyranny of the minority" and, conversely, the silencing of 

vulnerable sub-groups? 

This paper analyses the problem of legitimizing participant representation in data 

governance and research oversight bodies, focusing on the epistemic value of dissent as a 

potential indicator for representational adequacy in research and data governance. It 

develops a conceptual account of dissent, distinguishing between strategic, interest-based, 

and principled forms of disagreement, and assesses their normative implications. 

Drawing on selected case studies of "representational friction" in genomic and data-

sharing initiatives, the paper examines situations in which researchers, lacking clear 

guidance, struggled to address heterogeneous community positions. More broadly, the 

paper argues that insufficient attention to the status of dissent may risk either entrenching 

structural exclusions, potentially amplified in data-driven environments, or constraining 

collective benefits through overly rigid appeals to representation. By integrating 

normative and empirical analysis, the paper proposes criteria for interpreting dissent 

within participatory processes and offers preliminary recommendations for ethically 

robust models of group representation in data-intensive research. 

 

 

‘Any improvement is an improvement'. Stakeholder perspectives on the 

development and use of a gene editing therapy (GET) for Duchenne Muscular 

Dystrophy 

Isabelle S. Pirson, M.C. de Vries, E.H. Niks, K. Lieschke, M. Munsie, N. de Graeff 

i.s.pirson@lumc.nl 

 

The development of gene editing therapies (GETs) for rare paediatric conditions such as 

Duchenne Muscular Dystrophy (DMD) shows how emerging biotechnologies can 

transform medical practices, call into question the suitability of prevailing evidence 

standards and put pressure on conceptions of justice, for instance regarding who benefits, 

who bears risks, and how scarce resources are allocated. As GETs move through phases 

of clinical development, questions arise about what counts as sufficient evidence, how 

inherent uncertainty regarding effectiveness should be dealt with, and how the 

development of GET shapes or reshapes expectations of care. 

Exploring stakeholder perspectives is important to inform appropriate answers to these 

questions. This study investigates stakeholder perspectives on a GET for DMD currently 

under development in the Netherlands, drawing on 40 qualitative interviews with DMD 

patients, caregivers, clinicians, researchers, and policymakers in the Netherlands and 

Australia. 

Thematic analysis revealed three overarching themes. First, GET as one (promising) 

approach among many shows that stakeholders prioritise effectiveness over mechanism, 

emphasising the importance of holistic, patient-centred care. This has implications for 

how 'good' care should be conceptualised and operationalized. Second, decision-making 

under uncertainty captured the complexity of navigating unknowns – for instance, 

parents weighing whether and when to enrol their child in a GET trial, knowing that this 

may exclude them from future studies. Broader decisions, to initiate trials or grant market 

authorization also occur under conditions of epistemic uncertainty, with limited evidence 
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from small sample sizes and evolving data. Stakeholders question whether current 

systems for regulatory approval are suitable to evaluate this type of emerging 

technologies. Third, justice in innovation, reflects on concerns about equity and access. 

Stakeholders worry that commercial interests may deprioritize smaller or remote 

populations, thereby delaying access to innovative therapies. This points to how market 

dynamics influence which populations are prioritized in research and development, and 

how innovation can introduce or exacerbate inequalities. 

By analysing ways in which GET development for DMD has an effect both at the level of 

the technology itself and within a broader socio-political context, we show how these 

developments can contribute to wider technological and societal transformations. 

Decisions early in research and development, for instance about trial design, evicence 

standards, and commercial priorities affect later regulatory and clinical choices. Our 

findings demonstrate that ethical challenges extend beyond safety and efficacy to include 

questions of fairness, inclusion and the broader conditions under which such technologies 

emerge. Responsible innovation therefore requires explicit attention to how artefact-level 

choices interact with institutional and market dynamics, and how they may amplify or 

mitigate inequities. Attending to these dynamics can support fairer, more inclusive and 

sustainable pathways for integrating GETs into clinical practice. 

 

 

Liberal notion of autonomy as ethical foundation embedded in Assisted Dying 

regulations – Germany, Switzerland and the Netherlands 

Maciej F. Piwowarski 

m.piwowarski@doctoral.uj.edu.pl  

 

In my talk I wish to examine how autonomy is understood when invoked as the ethical 

basis for the legal permissibility of assisted dying (AD). Building on Catriona 

Mackenzie’s (2014, 2022) multidimensional view of relational autonomy, this analysis 

will examine a framework that distinguishes autonomy and beneficence as the two 

possible ethical bases for legal regulations of Assisted Dying (AD). This categorisation is 

prominent in recent literature, such as in Ester Braun's (2023) paper concerning recent 

legal developments in Germany’s approach to AD. Autonomy-based regulations, such as 

the rising German model, are supposed to be superior, as Brown argues, partly because 

they (and only they) can avoid the Expressivist Objection (Reed, 2025). I challenge this 

view, arguing that the discourse of autonomy/beneficence has some dubious 

presuppositions, such as the liberal—in a broad sense—view of autonomy. Autonomy 

tends to be defined negatively, as a lack of legal interference in the process of assisted 

dying, without accounting for the broader, complicated social landscape. The 

multidimensional feminist approaches to autonomy can help us understand that 

decriminalisation without positive regulation may promote—to a certain degree—

autonomy in certain dimension(s), but it may lead to diminishing of autonomy in others.  

To show some examples of autonomy and beneficence invoked as ethical grounds for AD 

legal schemes, I wish to contrast the German de jure allowed, de facto not (yet) active 

AD model with the oldest euthanasia scheme in the world, the Dutch one—argued to be 

purely beneficence-based (Braun, 2023; Florijn, 2022)—as well as the Swiss system, 

where assisted suicide has been decriminalised for years (but never legalised; see: Hurst 
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& Mauron, 2017; Gloeckner et al. 2025). Additionally, this work aims to show that 

expressivist objection could be avoided even in beneficence-based systems. For it is 

not—as the arguments seem to presuppose—the beneficence foundation itself, but rather 

the eligibility criteria that can be viewed as “expressing” a value judgement about some 

subclasses of patients, thus being ableist in nature. 

---- 
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The Non-identity Problem Meets CRISPR: Contradictions and Relevance 

John R. Quain 

jq2123@nyu.edu 

 

Explicitly and implicitly, the non-identity problem is often invoked in discussions about 

gene-altering technologies, from germline editing to mitochondrial DNA replacement 

therapy (MRT). Non-identity issues are used to argue both for and against the 

permissibility of genetic interventions, with developments like in vitro gametogenesis 

(IVG) likely to generate additional ethical dilemmas. However, what is generally 

overlooked in the literature is that the non-identity issue is often both affirmed and denied 

by the same ethicists arguing against genomic editing. 

Consider how the non-identity problem is used to argue against germline editing even in 

treating devastating monogenic diseases. Baylis,1 for example, claims that germline 

editing isn't subject to the therapeutic imperative because the benefit is not bestowed on 

the individual per se but rather falls to their possible future children. Consequently, such 

interventions amount to clinical research, and are subject to a different set of moral 

parameters (e.g., scientific validity rather than beneficence). Concurrently, Baylis claims 

such heritable genetic interventions are too risky because they could harm future people.2 

Put another way, the lack-of-benefit argument against germline editing relies on 
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accepting the non-identity problem, while the severe-risk-of-harm argument denies the 

non-identity problem.  

CRISPR and techniques such as base editing not only shine a light on these 

contradictions but also call into question whether DNA should be appealed to at all in 

non-identity claims. For example, conducting identical indels might be permissible on a 

gamete (identity affecting) but impermissible on an embryo (person affecting) even 

though the outcomes would be identical and the future person would be identical in terms 

of their DNA. MRT might be identity affecting or not, depending on which oocyte is 

used (the mother's egg with donated mDNA or the donor's egg with the mother's 

nDNA).3 IVG may soon make it possible to develop a human embryo from adult stem 

cells with—or without—the addition of DNA from several individuals.4 Since such 

genetic manipulation could occur before or during meiosis, what exactly would be the 

non-identity implications and how would it help to adjudicate whether it should be 

considered to be therapy or research? 

Existing guidelines give us practical reasons to doubt the tenability of basing the non-

identity issue on DNA. The U.K.'s Human Fertilisation and Embryology Act, Section 

13(5), considers the welfare of any future children, for example, as a preconception 

criterion.5 Also consistently assuming the person affecting position is the European 

Society for Human Reproduction and Embryology report. It stipulates that reproductive 

technology be used only if it will not create a child who lacks the abilities that make life 

valuable.6 And the 2018 Nuffield Council report on genome editing favors an overall 

person-affecting stance. Based on the non-identity contradictions generated by new 

CRISPR techniques and the need for clear guidelines regarding said technologies, I argue 

that the burden of proof is on those who still claim that the non-identity problem has any 

relevance regarding the permissibility of genetic therapies. 

---- 
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2 Ibid, p. 20. 
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 Reproductive Technology." The National Academies Press.   
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5 Anonymous. (2022) "Human Fertilisation and Embryology Act." Section 13(5). UK 

 Public General Acts. https://www.legislation.gov.uk/ukpga/2008/22/2022-01-27 
6 Pennings, G., et al. (2007). "ESHRE Task Force on Ethics and Law 13." Human 

 Reproduction Vol.22, No.10 pp. 2585–2588. 

 

 

Could sexual services count as healthcare? 

Joona Räsänen 

joona.rasanen@utu.fi  

 

Many healthcare systems increasingly emphasize not only the prevention and treatment 

of disease but also the promotion of overall well-being and human flourishing. At the 

same time, research suggests that sexual (in)activity can affect our health. Sex benefits 

mental and physical health, whereas lack of it can reduce well-being. Despite this, 

healthcare systems do not normally consider a lack of sexual intimacy a health issue, nor 
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do they provide access to sexual services as a potential remedy. Should they? I ask 

whether sexual services could be classified as a form of healthcare. I outline a 

straightforward rationale: if sex can promote health and well-being, and if promoting 

health and well-being is a legitimate aim of healthcare, then sexual services appear to 

meet the basic criterion for healthcare provision. I consider the objection that if 

something counts as healthcare, someone must have a professional obligation to provide 

it—and that no one can be obligated to provide sexual services. I argue that this objection 

is mistaken. Healthcare already contains morally controversial services, such as abortion 

or euthanasia, where providers may conscientiously object but others may permissibly 

offer the service. The mere fact that a service is intimate or emotionally charged does not 

preclude its inclusion within healthcare. Previous discussions on sexual rights within the 

healthcare context have focused on disability and on whether sexual assistance should be 

available to disabled people. I draw on this discussion, and I argue that the cause of 

sexual exclusion should not determine one’s eligibility for treatment, just as access to 

healthcare should not depend on why one needs it. So, if sexual services qualify as 

healthcare, their availability should not be restricted to disabled individuals only but 

should extend, in principle, to anyone suffering from sexual loneliness for any reason. 

 

 

Immunological Metaphors Meet Pharmaceuticalization: How Values in 

Pharmaceutical (bio)Technologies and Contemporary Medical Immunology 

Knowledge Co-construct One Another? 

Navid Ravan 

navidravan1998@gmail.com 

 

It is widely discussed in science and technology studies (STS) that technological values 

can shape scientific knowledge, and scientific knowledge can determine the way 

technology develops. Seemingly, narratives of medical knowledge and medical 

technology values are interconnected. From a philosophy of medicine perspective, this 

study asks how dominant immunological metaphors and the value structures of 

pharmaceutical (bio)technologies mutually reinforce one another, and what philosophical 

and ethical implications arise from this co-construction. 

It has long been investigated that the body of medical immunology knowledge is 

embedded with militaristic metaphors (e.g., self/non-self, defence, attack, invasion) that 

determine how medical scientists, physicians, and lay people perceive health, disease, 

and treatments. Some scholars have challenged the idea that this narrative of immunology 

is the ultimate one representing the reality of biological mechanisms and the most 

effective one to take clinical and public health decisions. For example, one recent study 

suggested that militarized metaphors can propagate to public health decision-making, 

causing more interventive and less gentle medicine. 

In parallel, pharmaceutical innovation has shifted toward high-risk, high-value 

therapeutic areas such as cancer and autoimmune diseases, where unmet clinical needs 

and strong market incentives align. These diseases are themselves framed through 

immunological narratives of internal conflict: cancer as alienated cells proliferating, 

autoimmunity as the body attacking itself. The dominance of current metaphors of 

immunology over the description of diseases leads to an epistemic bias in medical 
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knowledge. In addition, such metaphors resonate with industry priorities that favor 

aggressive, targeted biotechnologies (e.g., monoclonal antibodies), thereby reinforcing a 

cycle in which militarized immunological narratives and pharmaceutical values mutually 

amplify one another. 

Bringing all these existing insights in STS, bioethics, and philosophy of medicine 

literature together, we propose a conceptual framework for understanding the co-

construction between immunological metaphors and pharmaceutical industries’ values 

that construct a form of medicalization and pharmaceuticalization. We argue that 

militarized immunological metaphors conceptually align with industry incentives 

favoring aggressive, high-intervention biotechnologies, thereby reinforcing a cycle of 

pharmaceuticalization. Providing this theoretical framework for philosophical bioethics, 

we identify, categorize, and critically analyze the philosophical implications and ethical 

consequences of this phenomenon through a conceptual and normative analysis. 

---- 
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De-Medicalizing Research Ethics: Shifting from Clinical Paternalism to Human 

Dignity 

Maya Peled Raz 
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The expansion of ethical review from clinical trials to the Social and Behavioral Sciences 

(SBS) research has been widely criticized as "ethical imperialism"—the imposition of a 

biomedical paradigm on disciplines with distinct epistemological and moral foundations. 

In Israel, statutory regulation is strictly limited to clinical settings under the "Helsinki" 

regime, leaving SBS research in a regulatory vacuum for decades. This gap often led 

institutions to either neglect oversight or voluntarily mimic medical models, resulting in 

resistance and "ritualistic" compliance by researchers. 

This paper presents a philosophical and practical analysis of a recent paradigm shift in 

Israel, led by the Association of University Heads (VERA). We argue that the transition 

to a new, supra-institutional voluntary regulatory framework represents more than an 

administrative reform; it constitutes a fundamental shift in the moral basis of research 

oversight. 

We delineate the divergence between the two ethical frameworks: 

The Clinical-Medical Basis: Rooted in the “classic” Helsinki Declaration, this model is 

inherently paternalistic. It presumes participant vulnerability and focuses primarily on 
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risk management and physical safety. It necessitates rigid pre-approval to ensure "non-

maleficence," often at the expense of participant agency. 

The Academic-SBS Moral Basis: The new VERA framework, anchors oversight in the 

principles of Human Dignity and Trust. It reframes the "subject" as an autonomous 

participant and agent, shifting from a logic of policing to a logic of responsibility and 

empowermen. While recent global updates, including the 2024 Helsinki Declaration, 

have adopted participant-centered language, they often fall short of fully embracing the 

participant’s active agency and the 'giving of voice' that characterizes social inquiry.  

To illustrate the practical application of these distinct ethical foundations, we will discuss 

three regulatory mechanisms adopted in the VERA Position Paper: 

• Respecting Epistemic Diversity (Emergent Design): To respect the integrity of 

qualitative inquiry, the framework rejects the medical imperative for rigid protocols. 

Instead, it legitimizes "Evolving Protocols," allowing for the approval of initial 

outlines that develop during the study. This approach signals trust in the researcher's 

professional judgment rather than bureaucratic suspicion. 

• From Gatekeeping to Guidance (The Advisory Role): Reflecting the shift from 

"subject protection" to "researcher responsibility," the VERA framework envisions a 

collaborative culture. It explicitly empowers committees to advise researchers and 

assist in structuring ethical designs, encouraging a dialogue on ethical dilemmas 

rather than functioning merely as a binary judge of approval or rejection. 

• Contextualizing Consent (Prioritizing Participant Dignity): Moving away from the 

medical "Gold Standard" of signed legal forms, the framework prioritizes the 

participant’s actual welfare over institutional liability. It introduces flexible 

mechanisms—such as waivers of written documentation when signatures pose a 

privacy risk—acknowledging that true respect for dignity means adapting the 

consent process to the participant's social reality rather than imposing a uniform 

bureaucratic requirement. 

By analyzing this Israeli case study, we offer a theoretical blueprint for de-medicalizing 

research ethics. We propose that effective regulation must abandon the "one-size-fits-all" 

medical template and embrace a trust-based model that respects the unique ethical 

landscape of the humanities and social sciences. 

 

 

Elective paediatric intersex/DSD surgeries in changing legal, moral and societal 

contexts 

Christoph Rehmann-Sutter  

christoph.rehmannsutter@uni-luebeck.de  

 

Terminology and categories tell a story of conflict and change. “Disorders of sex 

development” (DSD) was defined as a diagnostic term at a Consensus Conference 2005 

in Chicago (Lee et al. 2023) – as an attempt to replace older terminologies, including 

“intersex”, “hermaphroditism”. Objections to the pathologising language have not 

stopped after “disorders” was more and more replaced by the less stigmatizing 

“differences of sex development” (Monro et al. 2025; Garland/Travis 2023). The 

community uses a variety of terms including “innate variations of sex characteristics” 

(IVSC), and also “intersex” in an affirmative way.  
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When considering surgical interventions in children with DSD, complex ethical questions 

arise. When is the right time in the life of this particular child, or later the adolescent, for 

surgery, and before this, to make a decision about surgery? International 

recommendations (Endo-ERN, see Claahsen-van der Grinten et al. 2026; Council of 

Europe 2025) as well as national law (§ 1631e, German Civil Law), require that surgical 

interventions on the genitals of children with variations in sex development be postponed 

until the person can decide for themselves, unless they are urgent and immediately 

necessary to avert a danger to life or health. This change in medical deontology reflects a 

broad and complex social transformation in the cultural gender regimes. Since surgeries 

have become possible in the first half of the 20th century, sex-alignment surgeries were 

conducted mainly on the grounds of a “psychosocial emergency” (Davis/Murphy 2013; 

Crocetti et al. 2024). A more reluctant approach, preferring postponement of surgery 

whenever possible to allow the person to decide for themselves, is more recent practice.  

However, case-by-case decisions for surgery or further postponement are sometimes 

difficult to justify to parents who believe to act in their child’s best interest and are very 

determined that their child’s body needs to be corrected as early as possible. Those who 

must justify the decision (ethics committees, courts) or evaulate them (parents in 

retrospect, advocacy groups) typically see a wider range of relevant aspects. I shall argue 

that for understanding the moral complexity of the case it is important to see how 

different involved temporalities unfold, sometimes in incoherent ways. A 

phenomenological-hermeneutic approach to understand the ethics of therapeutic decision-

making starts with what Barbara Adam calls the “timescape” of the situation (Adam 

2004). This assessment of conflicting temporalities leads to a matrix of ethical 

assessment of the child’s well-being that is centred in the rights of the child. 

---- 
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CRISPR and The Fantsay of Human Immortality. A Normative Framework to 

Assess This Possibility 

Susana Reis 

susana.carvalhodosreis@ru.nl 

 

Recent advances in gene-editing technologies such as CRISPR-Cas9 have intensified 

scientific interest in delaying or potentially reversing cellular aging. While radical life 

extension remains a speculative promise, its increasing plausibility raises an urgent 

normative question: would substantially extending the human lifespan by reversing 

cellular aging processes, or even pursuing biological immortality, be ethically desirable? 

Are our existing ethical frameworks conceptually equipped to assess an intervention that 

would fundamentally transform the constitutive conditions of human existence? 

This question is significant because mortality has traditionally been regarded not merely 

as a biological limitation but as a constitutive condition of human existence. If finitude 

structures agency, meaning, and responsibility, then radically altering the temporal 

boundaries of human life may transform the normative framework within which these 

concepts operate and through which human life becomes intelligible. The ethical stakes 

therefore extend beyond biomedical risk-benefit analysis, distributive justice, and access. 

To address this issue, the paper proceeds in three steps. First, I examine whether 

mortality is constitutive of authentic agency by engaging Martin Heidegger’s account of 

being-toward-death. On this view, the anticipation of one’s own finitude individuates 

existence, grounds responsibility, and discloses the urgency that structures practical 

deliberation. I assess whether these claims imply that a radically extended lifespan would 

undermine conditions for authenticity and freedom, or whether such conditions could be 

reformulated independently of finitude. 

Second, I shift from existential analysis to hermeneutic critique. Contemporary 

aspirations toward immortality often presuppose evaluative hierarchies that privilege 

permanence over transience, control over contingency, and optimization over integrity. I 

argue that these hierarchies are neither neutral nor self-evident, rather, they reflect 

historically situated conceptions of progress and technological mastery. Making these 

background assumptions explicit allows for a more rigorous assessment of whether the 

pursuit of immortality expresses a coherent normative ideal or an unexamined cultural 

aspiration. 

Third, I defend the use of disciplined moral imagination as a tool for anticipatory ethical 

reasoning. Because radical life extension would have long-term existential and socio-

political consequences, including implications for intergenerational justice, social 

stratification, and the structure of intimate relationships, ethical evaluation must extend 

beyond immediate biomedical outcomes. By constructing constrained and 

philosophically informed future scenarios, we can clarify what would be at stake in 

transforming the temporal and biological conditions under which human agency and 

social life unfold. 

The paper ultimately proposes a framework of forward-looking responsibility for 

evaluating life-extension technologies - one that integrates existential analysis, 

hermeneutic critique, and scenario-based ethical reasoning. In doing so, it contributes to 

ongoing debates in bioethics and the ethics of emerging technologies by offering 
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conceptual tools for examining the normative presuppositions that underlie standard 

applied-ethical assessments. 

 

 

The role of biomarkers in predicting onset for Huntington’s disease and 

Spinocerebellar ataxias: an ethical analysis 

Max Rensink, Ineke Bolt, Maartje Schermer 

m.rensink@erasmusmc.nl  

 

Huntington’s disease, Spinocerebellar Ataxia 1 and 3 are autosomal dominant, 

neurodegenerative diseases without a disease-modifying treatment. For these diseases, 

presymptomatic genetic testing is already possible for decades, but after receiving a 

positive test result, clinical onset of disease is still largely uncertain, and the hypothesis is 

that irreversible neuronal damage has already occurred by that time. Researchers 

therefore aim to develop biomarker-based onset and progression prediction, which can 

potentially improve clinical research, for example by enabling research participant 

selection at an optimal time (probably a few years before clinical onset). Onset prediction 

may also offer personal utility. However, qualitative interview studies suggest that 

biomarker-based onset prediction requires high accuracy and precision to offer personal 

utility. It may also have negative consequences, such as altering the illness experience of 

healthy carriers and causing negative psychological effects. Moreover, a new biomarker-

based research staging system for HD has been introduced, raising broader questions 

about the consequences of introducing biomarker-based predictions, for instance 

regarding our understanding of disease. 

 

 

The morality of assisted dying 

Stephen Richards 

stephenrichards13@gmail.com  

 

Assisted dying – a term that comprises physician assisted suicide and voluntary active 

euthanasia – has emerged in several societies. Here, it exists on a spectrum where it is 

emerging, unfamiliar and contested in some while being established, largely accepted and 

normalised in others. There is a transformation of societal ethic that is in display, and 

assisted dying is one of its manifestations. Perceiving human dignity as both foundational 

and having a multidimensional structure, is key to understanding these changes. Here, I 

consider the dynamics in the concept of dignity that result in changes in assisted dying 

legalisation. Thereafter, I consider the morality of this altered dignity concept. The 

structure of dignity that gives rise to assisted dying is found to be both morally deficient 

and self-defeating.  

---- 

 
This presentation is based on a paper, The Morality of Assisted Dying, published in the Journal of 

Medicine and Philosophy in 2025 

• Richards S. The Morality of Assisted Dying. J Med Philos. 2025;50(4): 262-284. doi: 

https://doi.org/10.1093/jmp/jhaf003  
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How To Make Healthcare Environmentally Sustainable Without Being Carbon-

Centric  

Cristina Richie 

cristina.richie@ed.ac.uk 

 

In 2014, global healthcare emissions reached 2.0 gigatonnes, accounting for 4.4% of 

worldwide emissions. If healthcare were a country, it would rank as the fifth largest 

emitter globally. In response, efforts to decarbonize healthcare are seen globally in the 

2023 World Health Organization (WHO) Operational framework for climate resilient and 

low carbon health systems report and nationally in legally binding measures like the 

UK’s Carbon Reduction Strategy. The Lancet MedZero, launched in 2026, promises to 

be a “one-stop global platform for evaluating the carbon footprint of healthcare at 

unprecedented scope and scale.” However, a data-driven, carbon-centric approach to 

sustainability is not only morally reductionistic it is also a thin understanding of 

sustainability.  

This presentation will argue that conflating sustainability with carbon reduction detracts 

from other salient environmental impacts of health care like water footprint, eco-toxicity, 

and global environmental justice. Moreover, carbon calculations are incomplete because 

of failure to calculate Scope 1, 2, and 3 emissions. In addition, the “rebound effect” of 

carbon calculations, that is, the carbon associated with running health care carbon 

footprint calculations is often unaccounted for. Finally, carbon data is irrelevant if there is 

a lack of accountability following commitments to decarbonize.  

Instead of a carbon centric approach, the paper will suggest that following common-

sense approach will effectively make health care systems sustainable without succumbing 

to data lock-in. This will be accomplished by: 

- eliminating overuse and medicalization. Healthcare delivery which meets a goal of 

medicine, which is clinically indicated, which is medically necessary, and which has a 

good likelihood of succeeding are protected from elimination.  

- ensuring that all people have basic healthcare (like treatments for disease that are 

regularly the focus of WHO initiatives, including TB, malaria, cervical cancer, and 

AIDS) before continuing to provide sophisticated healthcare outside of the above criteria. 

- prioritizing prevention. In 2023, a Lancet Planetary Health article on health-care 

systems footprints, access, and quality found that 20 countries had basically the same 

health outcomes but wildly different healthcare carbon expenditures because of the cost 

of treating non-communicable, lifestyle-related diseases. Prevention is generally lower 

carbon than treatment. Carbon calculations will likely continue, but their importance 

should be downplayed.  

 

 

When is something ‘safe’ and ‘effective? Interpretations of safety and efficacy in 

global stem cell regulation.  

Melanie Rietveld, Sanne van der Hout, Lorenzo Moroni, Hafez Ismaïli M’hamdi 
melanie.rietveld@maastrichtuniversity.nl 

 

Regenerative medicine (RM) seeks to restore function by repairing, regenerating, or 

replacing damaged tissues. Within RM, stem cell-based regenerative medicine (SBRM) is 

a particularly promising approach to deliver on this restorative promise. These types of 

mailto:cristina.richie@ed.ac.uk
melanie.rietveld@maastrichtuniversity.nl


  

treatment often require case-by-case assessment as the field faces many uncertainties, 

particularly regarding the amount and type of safety and efficacy evidence that is 

required. Regulatory requirements give structure to these judgments through study design 

expectations, endpoint selection, and risk management, including which risks are treated 

as unacceptable and which may be addressed through monitoring and controls. The 

concepts “safety” and “efficacy” are at the core of these requirements.  

Inconsistencies between regulatory requirements have been argued to halter the 

development new therapies (Qiu et al., 2020; Song et al., 2024; Yoon et al., 2025). The 

comparative literature often explains this heterogeneity of regulation by referring to 

institutional history, regulatory culture, and legal tradition. Although these aspects 

undoubtably matter, a more immediate driver of divergence may be overlooked. 

Regulation relies on the interpretation of ‘evaluative terms’ such as safety and efficacy to 

organize judgment and justify requirements. And these terms are not interpreted 

identically. Consequently, they can generate different evidentiary demands and different 

regulatory pathways even where the surface language of regulation appears aligned. 

When these meanings are left implicit, the same vocabulary can support different 

evidentiary expectations, complicate cross-jurisdictional comparison, and hinder 

communication between stakeholders who assume that the terms are shared. Our work 

aims to answer the question: how are safety and efficacy interpreted across regulatory 

frameworks for SBRM, and what are the implications of these interpretive differences for 

regulatory practice? We address this question through a qualitative analysis of selected 

regulatory texts on SBRM, specifically on cell- and gene-therapy applications, including 

legislation and regulatory guidance. We assembled a purposive corpus of documents that 

are used to govern clinical translation and oversight in the jurisdictions under study. We 

read these texts closely to identify how “safety” and “efficacy” are used and linked to 

evidentiary expectations, endpoints, and approval routes.  

We surfaced recurring interpretive patterns and illustrate where and how conceptual 

discrepancies already arise across jurisdictions. We formulated a framework of 

interpretations of safety and efficacy that underpin the different jurisdictions. Moreover, 

we shed light on the underlying ethical principles and moral values that influence which 

interpretations are the most dominant in a particular jurisdiction. Global regulatory 

inconsistency, when left implicit, can have impacts on the responsible global 

development of SCBIs. Differences in evidence requirements and complications with 

data comparison can hamper the ability of researchers and manufacturers to develop 

promising treatments and for patients to access these treatments in a way that protects 

their well-being. Ultimately, we call for harmonized language use in stem cell regulation, 

which our framework offers a first step towards. 

 

 

Undue inducement, disparate impact and exploitation in research 

Joanna Rozynska 

j.rozynska@uw.edu.pl  

 

In his recent paper (2025), Christopher Bobier proposes a new account of undue 

inducement – the disparate impact view. While the "standard view" defines undue 

inducement as an offer so attractive that it compromises the rational and/or voluntary 
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judgment of a potential participant, the disparate impact view argues that an inducement 

is "undue" only if it leads to the disproportionate enrollment of individuals from 

protected/vulnerable populations in research (e.g., those from low socioeconomic 

backgrounds). Thus, the disparate account shifts the ethical focus from protecting 

participants’ autonomy to ensuring justice an in research by avoiding the disparate impact 

of research incentives. Bobier argues that, in contrast to the “standard view”, his account 

is collective and non-person-specific. For this reason, it is easier to operationalise because 

it does not involve assessing participants' subjective reactions to the inducement. 

Furthermore, his approach more clearly defines the relationship between undue 

inducement and exploitation. 

In this talk, I will defend the “standard view” against the Bobier critique, demonstrating 

that the disparate view is based on false premises and creates more problems than it 

solves. My argument will be based on four points. First, I will demonstrate that, contrary 

to Bobier's assumption, the “standard view” has a strong collective component. One of 

the aims of IRB/REC review is to minimise the risk of undue inducement in the 

enrolment process. To do this, the IRB/REC must predict how the typical and reasonable 

representative of the study population will react to the offer, taking into account the 

socio-economic and cultural context of the population in question and their specific 

vulnerabilities. In other words, the assessment by the IRB/REC should focus on whether 

the average participant, as an ideal model of a member of a specific population, might be 

unduly induced to join the study by the compensation offered.  

Secondly, I will demonstrate that Bobier's perspective merely appears to sidestep the 

“interminable debate over vague notions of voluntariness, consent, and decisional 

autonomy (Bobier, 2022, p. 7). His entire argument is based on the premise that people in 

dire economic or medical situations are vulnerable and should therefore be protected. 

However, he does not even attempt to explain what makes them vulnerable, treating the 

concept of vulnerability as if it has nothing to do with their susceptibility to manipulation, 

financial incentives, and other forms of controlling influences.  

Thirdly, I will claim that Bobier's account of undue inducement renders this concept 

redundant by conflating it with the exploitation of certain vulnerable populations. Thus, 

contrary to what he claims, it does not clarify the difference between these concepts; 

rather, it eliminates it by ignoring the categorical difference between the characteristics 

of the process by which researchers influence potential participants' decisions to take part 

in a study by offering them attractive rewards, and the characteristics of the outcome of 

this process, i.e. the unfair distribution of study risks and benefits. 

Finally, I will argue that Bobier's disparate impact view is not easier to operationalise in 

the context of IRB/REC review because this review is conducted before enrolment, 

whereas the disparate impact assessment is conducted afterwards, once the effect of the 

adopted recruitment policy, including payment, is known.  

---- 
Bobier, C. (2025). Undue Inducement and Disparate Impact: A Collectivist Account. Ethics & Human 

Research, 47(3), 2-12. 

 

 

  



  

How is the Yentl Syndrome Doing in 2026? 

Antonia Sahm 

a.m.sahm@outlook.de  

 

This presentation examines the persistence of the so-called Yentl syndrome in medical 

care in 2026, highlighting ongoing inequalities in diagnosis and treatment of myocardial 

infarction. Using myocardial infarction as a case study, it demonstrates how unequal 

treatment continues to manifest in medicine, with a particular focus on gender-specific 

differences. Women are still less likely than men to receive timely and adequate 

diagnostic assessment and treatment for heart attacks. These disparities have been 

documented for over three decades and persist despite substantial investments in 

women’s health research and increased awareness of gender-based inequality. The 

presentation also shows that other groups of people, such as POC, are also affected by 

poorer treatment and outcomes in the context of heart attacks. 

In the second part, the presentation situates these empirical findings within a medical-

ethical and theoretical framework, focusing on structural discrimination in healthcare. 

The theoretical analysis draws on elements of feminist theory as well as the concept of 

epistemic injustice in order to illuminate how knowledge production and clinical 

decision-making contribute to persistent inequalities. 

Finally, interdisciplinary approaches to addressing these challenges are advocated, with a 

focus on both diversifying biomedical research and addressing bias and stigmatisation in 

medical interactions and research designs. 

 

 

The experience of a bioethicist in a Molecular Tumor Board: ethical insights 

Leopoldo Sandonà 

leopoldo.sandona@fttr.it  

 

Premise: This contribution aims to describe the bioethical experience in a Molecular 

Tumour Board [MTB] in Veneto Region (Italy), highlighting the main ethical issues that 

emerged and also the possible critical points that were identified. 

Ethical main points: The main bioethical issues that emerged in the work of this last 

three years (2022-2025) are a detailed analysis of the decision-making process, the 

definition of access and exclusion criteria, the construction of a dynamic informed 

consent, data protection, integrated communication with patients, equity in access to care 

combined with an ethical reflection on the allocation of inevitably limited resources, and 

the overlapping of the experimental dimension and clinical practice through scales of 

clinical applicability of the decisions that emerged. In this case, the principle of non-

maleficence is also present, together with the other traditional principles of bioethics. 

Given the complexity of the decision-making process, a general criterion of explainability 

and transparency is also essential, which connects this field with the evolution of an 

ethics in the field of artificial intelligence. 

Conclusions: Overall, this experience has a threefold importance: to verify certain 

critical elements in order to define future integrations in the MTB’s procedures, to 

highlight the increasingly important connecting clinical experimentation and clinical 

practice, and to emphasise changes within a perspective that combines precision 
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medicine, predictive capabilities in the use of data, and the genomic revolution. The 

ability to integrate the ethical element into these contexts will make it possible to keep 

pace with technological advances without passively submitting to them. In this sense, the 

experience of the MTB represents, with its ups and downs, a paradigmatic example of 

what medicine is called to do in an era of accelerated technological evolution, and 

specifically what ethics committees and ethical deliberation places are called to do. 

 

 

Biopolitical Legacies and the Transformation of Reproductive Policies in Europe 

Judit Sándor 

Sandorj@ceu.edu  

 

Whether choosing to have, select, suspend, or enhance life, contemporary reproductive 

technologies offer unprecedented choices for patients, donors, prospective parents, and 

researchers. Applying multiple qualitative methods based on legal and policy analysis 

and in-depth Interviews conducted in the frame of our research project with healthcare 

professionals and scientists, this presentation examines the evolving scope of state and 

regulatory interference with personal decisions. It analyzes how rapid technological 

advancements intersect with various biopolitical and eugenic legacies to shape the current 

landscape of reproductive policies. While contemporary bioethical discourse rarely 

applies historical references beyond a critical review of eugenic practices, this study 

explicitly integrates historical analysis into the ethical and legal evaluation of 

reproductive technologies. By tracing intuitive decisions in IVF practices back to 

foundational biopolitical tenets— including natalism, eugenics, and traditional gender 

policies— this presentation argues that current policy debates and hesitations surrounding 

the access to reproductive technologies stem from these unresolved historical legacies. 

 

 

Distinct Social Epistemological Structures of Clinical and Basic Medical Research 

Tatsuyuki Sato 

sato.tatsuyuki.i2@elms.hokudai.ac.jp 

 

Clinical medical research and basic biomedical research are two pillars of medical 

science. Clinical research typically investigates the efficacy of interventions in patients, 

while basic research investigates the mechanisms of those effects. Although this division 

is familiar in practice and has been articulated in discussions of evidential and 

methodological pluralism, there has been little investigation from the perspective of 

social epistemology. Here, I argue that the two research fields differ not merely in subject 

matter but also in the location of the core inferential step within the social 

epistemological structure.  

Clinical research, most typically randomized controlled trials, aims to establish statistical 

associations between exposures and outcomes. A typical study reports the number of 

participants, the number of outcomes, and statistical measures such as effect sizes and p-

values, but refrains from making general claims, such as “drug D is effective for 

condition C.” The inferential step from data to generalized claims and clinical 

recommendations is intentionally deferred to collectives such as guideline committees, a 
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structure I refer to as an outsourcing of inference. Individual researchers are responsible 

for producing high-quality statistical evidence, while general causal claims are proposed 

by collective bodies in the form of guidelines and statements.  

Basic research investigates mechanisms of disease and physiological processes. It aims to 

understand mechanisms by integrating multiple experiments and constructing models of 

underlying biological processes, such as “molecule X phosphorylates molecule Y, 

thereby improving cardiac function.” In basic research, individual researchers not only 

report the data as it is but also propose these mechanistic models in individual papers. 

This means that the crucial inferential work involving model construction and causal 

interpretation occurs at the level of individual researchers. The community serves as a 

safeguard to assess whether the inferences made by individual researchers are plausible, 

but it does not itself introduce causal interpretations. Theoretical commitments are 

introduced at the individual level rather than the collective level. 

In philosophy of science, there have been extensive discussions of evidential pluralism 

for causality, primarily focusing on the balance between statistical and mechanistic 

evidence. My account adds a novel layer of argument to the issue from the perspective of 

social epistemology, showing that the two types of evidence are not only different in their 

subject matter but also in the social structures in which they are produced.  

This account has practical implications for efforts to improve scientific practice. 

Preregistration has become the norm in clinical research, and there is now a movement to 

extend it to basic biomedical research to address the reproducibility crisis. However, 

these efforts have not advanced as much as expected. The argument proposed here may 

suggest that preregistration is well-suited to clinical research, where individual 

researchers can focus on reporting what was done and what was observed, but not 

suitable for basic research, where data curation and inference proceed in an entangled 

manner within individual researchers. Improving medical science, therefore, may require 

moving beyond a one-size-fits-all approach and instead tailoring strategies depending on 

the social epistemological structures of the target type of research. 

 

 

Technosolutionism and the redefinition of problems and values in healthcare: The 

case of empathetic chatbots  

Tamar Sharon 

tamar.sharon@ru.nl 

 

The digitalization of public sectors is expected to help solve a host of challenges these 

sectors currently face, from personnel shortages to unequal access to services. In many 

sectors, this is leading to “digital first” or “AI first” policies, which promote a 

technosolutionist mindset: the belief that every problem has a solution based in 

technology. AI can be helpful for addressing the challenges of public sectors, but 

technosolutionism raises several pressing questions. First, is there evidence that AI can 

actually solve the problems it purports to address? When it comes to the healthcare 

sector, the evidence is meager. Second, what happens when AI does solve the problems it 

purports to address? In this talk, drawing on the case of so-called empathetic medical 

chatbots, I argue that when technosolutionism is at work, purported problems can be 

redefined to adapt to technosolutions, and in the process, constitutive values of a sector – 
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such as empathy in healthcare – can be subtly redefined in such a way that they can be 

operationalized and designed into a technosolution. 

 

 

Deconstructing the unmet medical need slogan: evaluating the normative force of 

the concept 

Jannieke N Simons, M J Hollestelle, R van der Graaf, J J M van Delden 

j.n.simons-6@umcutrecht.nl 

  

Appeals to “unmet medical need” (UMN) shape health policy, research funding, and 

regulatory exceptionalism, especially in rare and orphan diseases. UMN is invoked to 

prioritize certain patient populations and accelerate access to novel therapies. Yet despite 

its procedural value, UMN’s moral weight is ill-defined. As currently used, it risks 

justifying almost any claim for prioritization or exceptional access without sufficient 

support for such normative claims. 

Typically, UMN refers to insufficient treatments or persistent disease burden. Since 

treatments can almost always be improved and disease burden can rarely be fully 

eliminated, UMN can be claimed ubiquitously, undermining its discriminative power. We 

ask: to what extent does UMN possess sufficient normative force to justify the actions, 

exceptions and prioritization practices that are built around it? 

We analyse the principles implicitly grounding UMN appeals, including equity, 

beneficence, and compassion, and assess them through cases in oncology and gene 

therapy for rare diseases. We identify when UMN provides a sufficient basis for 

prioritization, when its moral weight depends on alignment with other ethical 

considerations, and when it fails to add normative power.  

We argue for a more restrictive use of UMN: it should be invoked only as justification 

when linked to ethically robust principles, clearly distinguishing morally urgent needs 

from mere opportunities for therapeutic advancement. This approach preserves UMN’s 

value while curbing its overextension in policy and practice. 

 

 

An outlook of AI in Medicine and Healthcare 

Frida Simonstein 

fridafux@gmail.com  

 

AI is a powerful tool that can become an incredible force for good, also for Medicine and 

Healthcare. However, many have said that they do not understand AI, that it scares them. 

Yet can it be that our lack of understanding leads to fear the machine?  

According to AI professionals we need to educate ourselves about AI capabilities; and 

ensure that we apply appropriate controls and regulation. Here I will address some 

current debate about AI development, including in Medicine and Healthcare. 
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Prediabetes and uncertainty: How ambiguity becomes a market  

Lukas Deviletti Skov 

lds@ind.ku.dk 

 

This talk will be based on my paper of the same name. The paper draws on existing 

historical and philosophical accounts of risk to analyse private consumer-facing health 

communication, in the context of prediabetes. It examines how risk tests, behavioral 

coaching platforms, and wearables such as smartwatches and continuous glucose 

monitoring subscriptions work to stage objectivity and cultivate individuals as 

responsible managers of possible future illness (Dumit, 2012). Prediabetes is a risk 

category referring to fasting blood glucose levels that are higher than “normal” but below 

the threshold used to diagnose type 2 diabetes. As diagnostic thresholds were lowered 

and screening expanded in the late twentieth century, statistical variation in glucose 

levels was reframed as a pathological pre-state requiring intervention (Bolt, 2025). 

Prediabetes thus scopes out a liminal zone between health and disease that functions as an 

invitation to act. It is described as a reversible state, via lifestyle changes, a moment in 

which the future is still open and uncertain. Yet the category is notably unstable: 

thresholds have shifted historically and differ across regions and professional fields, the 

likelihood of progression is uneven, and many people labeled “prediabetic” experience no 

symptoms at all. Hence, prediabetes exemplifies a broader transformation in 

contemporary medicine: from treating disease to governing potentiality, and from 

collective prevention to individualized surveillance and commercial intervention. 

Through an online ethnography, focusing on content analysis of 35 actors within the field 

of prediabetic information or products, I argue that rather than discouraging action, 

uncertainty itself becomes a resource, enabling public health agencies, lifestyle medicine 

programs, digital health startups, and pharmaceutical companies to frame prediabetes as 

urgent, preventable, and personally manageable, even where the evidence base remains 

inconsistent. The paper claims that the ambiguity the category of prediabetes creates for 

the labeled patients enables actors to swoop in and take advantage of scientific 

uncertainty, in order to recruit them as consumers of their product through the promise of 

a road to reversal.  

---- 
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Is loss of chance a bioethical category? – the loss of chance concept as a tool for 

identifying and solving problems in the healthcare system  
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Recently, there has been an increase in discourse regarding the concept of loss of chance 

as a mechanism to provide compensation for non-pecuniary damages sustained by 
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patients that cannot be compensated for on any other legal basis. In essence, this 

mechanism is related to the potential (and therefore uncertain) impact on their future 

health, particularly within the context of a rapidly evolving healthcare system. The 

objective of this presentation is to address the question of whether the concept of loss of 

chance can be useful in a broader, even systemic, context and not merely for the harm 

experienced by a specific patient. 

To provide a comprehensive overview of the field of study, the doctrine of loss of chance 

will be outlined in general terms. According to this concept, a patient sustains damage not 

because it is certain that the patient would have recovered in the future or because the 

patient’s health would not have deteriorated, but rather because the patient lost a 

statistically measurable chance of recovery or of avoiding deterioration in health. 

Consequently, the inquiry arises as to whether the lost chance constitutes an inherent 

harm, a legal indicator that necessitates compensation, or a manifestation of a more 

profound transgression. It is imperative to acknowledge that the loss of chance is a 

relatively dynamic category. The available treatment options (e.g., technological 

advancements) and the timeline for taking specific actions (due to the evolution of 

medical knowledge) are subject to change. Additionally, the allocation of responsibility 

and the determination of ethical and legal implications are subject to review. 

The role of technological advancement in shaping the assessment of lost chance will be 

acknowledged. The standards by which lost chance is assessed frequently become 

obsolete prior to the completion of such assessments. Advancements in diagnostics 

(including predictive genetics and artificial intelligence tools), are expanding the 

definition of what constitutes omission and the scope of what can be detected on a daily 

basis. Secondly, it should be noted that in order to assert a patient’s loss of chance, it is 

necessary that the physician has had a genuine and cognitive opportunity to recognize it. 

In this context, the continuous development of medical knowledge, the evolution of 

evidence-based medicine, and the development of the medical guidelines modify the 

applicable standards of evidence. Next, thoughts on whether the concept of loss of chance 

allows for compensation to be sought exclusively from a specific physician, or whether it 

also allows for action to be taken against the system will be presented. The inequitable 

distribution of healthcare services, systemic underfunding, and protracted wait times for 

appointments with medical professionals can result in the loss of chance for particular 

patients. 

The presentation will address the aforementioned topic in the context of the four 

principles of biomedical ethics formulated by T.L. Beauchamp and J.F. Childress. The 

objective of this study is to substantiate the efficacy of the loss of chance concept in 

addressing the challenges facing the evolving healthcare system. 
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The yearly exponentially increasing costs of expensive medical treatments, in particular 

cancer treatments, are widely recognized as unsustainable for. One cost-containment 

strategy that is gaining importance is so-called ‘de-escalation’ of cancer treatment: 
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reducing the number of treatment components (surgery, radiotherapy, chemotherapy, and 

others), and/or the treatment dosages, and/or the duration of treatment, while maintaining 

its effectiveness in curing or delaying progression of cancer (1,2). The rationales for de-

escalation in oncology are to reduce toxicity and other treatment burdens for patients, and 

financial costs for society. Presented in this way, there is a clear win-win situation.  

However, recently it has been cautiously suggested by the Dutch National Healthcare 

Institute (Zorginstituut Nederland) that cancer patients may have to accept some small 

loss in treatment effectiveness, to save costs for society (3). Thus, if reducing treatment 

dose or duration would result in a relatively small but non-negligible loss in overall 

survival and/or progression free survival, but at a substantial reduction in costs, patients 

may have to accept such altered treatment approach and show solidarity with society at 

large. This has recently also been suggested in the medical-ethics literature (4). Consider 

the following vignette that illustrates the typical trade-off: 

Vignette 1 

The standard treatment for a certain cancer costs €100.000 for a 12-month treatment, 

giving patients a 30-month overall survival and a 20-month progression-free survival. 

Unfortunately, the treatment prolongs life, but is not curative, so patients still die from 

their cancer. De-escalating this treatment by reducing treatment duration to 6 months 

reduces treatment costs to €50.000 and reduces the substantial total burden of side-effects 

by 30% but also reduces the health gain: not 30 but 26 months of overall survival and not 

20 but 16 months progression-free survival. 

The central question of my presentation will be the following: to what extent can it be 

morally justified to require patients to accept treatment de-escalations like this in order to 

save costs for society? In this example, a cost of €50.000 for four extra months with far 

less than perfect quality of life is substantially above what the Dutch society is willing to 

pay, namely: €80.000 per quality adjusted life year. It is a real and legitimate question 

whether society ought to invest €50.000 for four extra months with moderate quality of 

life. Yet, it is also a highly complex and controversial question to ask, not in the least 

because humans are notoriously loss-aversive and de-escalating established cancer 

treatment pathways may involve significant losses; patients have strong perceived 

entitlements to the known benefits of the standard treatment. 

To start answering this question, first the moral importance and inevitability of taking 

cost-effectiveness into account will be briefly explained. Second, illustrative comparisons 

will be made with other potential cost-savings necessary to stay within the limited health 

budget (e.g. lowering society’s willingness to pay threshold, say from €80.000 to €70.000 

per QALY), evaluating their relative fairness. Third, I will suggest that from behind a 

Rawlsian veil of ignorance (5), de-escalation for cost-reduction is sometimes preferable. 

---- 
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We Are What We Repeatedly Do: An Aristotelian Model for Clinical Ethics 
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While first introduced as a practice in the late 1960s and early 1970s at The Pennsylvania 

State University, the New Jersey College of Medicine (now the University of Medicine 

and Dentistry of New Jersey), and the University of Wisconsin 1 , clinical ethics 

consultation has come to be a widespread practice in American hospitals, with ethics 

consultants found in 86.3%2 of all hospitals (and 100% of all hospitals with more than 

400 beds).3 Despite its increasing pervasiveness, clinical ethics consultation is still a 

relatively nascent field that is defining itself in real time, and disagreement remains about 

what exactly the practice of consultation is, as well as who ought to be empowered to do 

it and under what circumstances. Contrary to other views that have been defended in the 

literature – notably, the “facilitation”, the “moral expertise”, and the “mediation” models4 

– in this paper, I will argue that the best framework for viewing the work of a clinical 

ethics consultant is an Aristotelian model, which sees clinical ethics expertise emerge 

from the repeated practice of ethics consultation under the mentorship of an experienced, 

expert practitioner.  

In order to make this argument, I will first provide an overview of the Aristotelian model, 

explaining Aristotle’s notion of teleology and how it relates to his views on virtue. Once 

this background has been established, I will make the case for clinical ethics consultation 

to involve the type of expertise that can be inculcated in an analogous manner to 

Aristotle’s proposal for the inculcation of virtue. In particular, I will focus on the 

importance of knowledge for virtue in Aristotle’s account to help explain the uncovering 

or discovery element of clinical ethics work. This view, I suggest, best captures the 

flexibility of the expertise inherent in clinical ethics and helps make sense of the variety 

of disparate tasks that fall under the umbrella of ‘consultations’ in ethics practice, both 

within and across institutions. 
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Spina bifida aperta (SB, either myelomeningocele (MMC) or myeloschisis) is a 

congenital condition in which the spinal cord is exposed in utero and thereby vulnerable 

to progressive neurological damage. When prenatal screening identifies SBA, families 

and healthcare professionals must navigate decisions of extraordinary complexity: 

continuation or termination of pregnancy, and (if continuing) expectant management, 

postnatal repair, or prenatal surgery.  

Through increasing advances in maternal-fetal neurosurgical technique and sophisticated 

bioethical frameworks, prenatal counseling and informed consent risk privileging 

clinical, scientific, and ethical expertise over the lived, embodied realities of the 

maternal-fetal dyad and their loved ones. 

This paper names that risk the phenomenological gap: the space between scientists’ 

advancements, clinicians’ expertise, and families’ experience; between objective, 

evidence-based decision-making and the subjective, embodied sense-making of a 

maternal-fetal dyad confronting an altered life-horizon. We do not suggest this gap is 

completely unrecognized in clinical practice; in fact, many experienced maternal-fetal 

specialists and paediatric neurosurgeons already attend to it with skill and care. What 

remains absent, however, is its philosophical naming, grounding, and explicit integration 

into medical care. In order not merely to make sense, but to make meaning, of the 

diagnosis and the decision, population-level probabilities must be translated into 

individual possibilities; clinical outcomes must become imagined futures; medical 

interventions must be rendered livable experiences. Through analysis of medical science 

and existing bioethical frameworks for prenatal SBA counseling, we demonstrate 

precisely where the phenomenological gap remains unaddressed. 

As a preliminary response, we propose professional proximity: a deliberate clinical 

attitude of sustained attunement to how medical information becomes personally 

meaningful, while preserving scientific and ethical rigor. Professional proximity builds 

upon patient- and family-centered care and philosophy of medicine by attending to the 

phenomenologically meaningful dimensions of illness and decision-making that shape 

how healthcare professionals engage with families facing profound choices. 

This work serves as a conceptual steppingstone for future theoretical development, 

qualitative research, practical implementation, and educational integration. It invites 

interdisciplinary discussion at the intersection of bioethics, philosophy of medicine, and 

clinical practice, and opens the series of manuscripts that follows. 
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Care responsibility arises when individuals depend on care and this care is to be provided 

by others. In these situations, several groups of actors are involved, such as professional 

caregivers, family carers, and facility leaders. These groups are affected by care 

responsibility to differing degrees and attribute it differently to one another. In the 

context of new nursing care technologies, the attribution and distribution of care 

responsibility among different responsibility holders requires analytical clarification and 

ethical evaluation. 

In order to adequately discuss the impact that the integration of care technologies has on 

responsibility and the attribution of responsibility in the context of care, particularly 

across cross-sectoral care pathways, network- and relationship-oriented concepts of 

responsibility must be drawn upon and further developed. These concepts make it 

possible to examine different interests and normative logics of action individually, relate 

them to one another, weigh them against each other, or connect them. In this way, the 

attribution and distribution of care responsibility in the context of the use of care 

technologies between actors and care settings – including the conflicts of interest and 

interface problems that arise – can be analysed and ethically evaluated. 

On this basis, a theoretical conceptualisation of the distribution of care responsibility is 

developed that takes into account the dynamic interaction of the technologies involved, 

the contexts of action, and the groups of actors within their network of relations. This 

conceptualisation can subsequently be used for the ethical analysis of empirical studies 

on the use of technology in care. Clarifying constellations of responsibility makes it 

possible to think technology development and care responsibility together, thereby 

enabling a more comprehensive understanding of responsibility in care provision that 

incorporates both individuals and technological elements. 

 

 

Honouring Life or Promoting it: Conceptual Moral Disagreement in COVID-19 

Triage Guidelines 

Margit Sutrop 
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Triage and the prioritisation of scarce medical resources are often framed as matters of 

identifying objective prognostic criteria and translating a limited set of ethical principles 

into actionable decision rules (Emanuel et al., 2020; Zhu et al., 2022; Aquino et al., 

2022). The COVID-19 pandemic, however, revealed persistent divergence among 

national and professional guidelines, raising a deeper philosophical question: is ethical 

agreement on triage rules actually possible, or do some disagreements reflect 

conceptually deep divides that are not resolvable by further evidence or deliberation? I 

use COVID-19 as an empirical lens because it was a critical moment when many 

jurisdictions rapidly produced triage guidance under extreme scarcity. The underlying 

problem, however, is not pandemic-specific: it arises in any crisis triage context – war, 

natural disasters, or mass-casualty events – where scarcity forces high-stakes trade-offs. 
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Building on the idea that some moral disagreements are conceptual disagreements – akin 

to disagreements in logic or ontology (Sutrop, 2020) – this presentation argues that triage 

controversies can be driven by “motivating reasons” that are conceptually inaccessible 

across ethical frameworks. Drawing on Benn and Pettit, I distinguish person-centred 

(agent-relative) reasons that require us to honour values (e.g., equal respect, non-

instrumentalization, duties not to harm) from value-promoting (agent-neutral) reasons 

that require us to promote values (e.g., maximising lives saved or life-years). While 

consequentialist and deontological approaches may share the importance of life and 

health as fundamental values, they can diverge in what makes an action right: promoting 

the value through aggregation versus honouring it through constraints. This difference 

becomes practically decisive in dilemmas such as whether it is permissible to withdraw 

or reallocate life-sustaining treatment in order to save more lives when ventilators are 

scarce, or whether triage should prioritise maximising outcomes even at the cost of 

violating agent-centred constraints (Sutrop & Simm, 2020). 

Using the pandemic as an empirical lens, I compare how different justificatory logics 

shaped triage criteria, constraints, and the permissibility of trade-offs in national and 

professional ICU triage guidelines issued in Spring 2020. I show that most documents 

relied on outcome-oriented rationales common in disaster bioethics and crisis standards 

of care, whereas some foregrounded a rights-based account that resisted maximising life-

years and instead emphasised non-discrimination and equal respect. 

The presentation then turns to a practical dilemma that remains even if philosophers 

conclude, at a theoretical level, “let us agree that we disagree.” Clinicians cannot suspend 

action: once guidelines are adopted – through advisory boards, institutional deliberation, 

and sometimes majority decisions – physicians may be required to act in ways that 

conflict with their own ethical convictions and motivating reasons. I explore whether 

moral distress in such cases is best managed by “learning to live with the tension,” or 

whether reflective practices that make the underlying conflict intelligible – recognising 

that different ethical frameworks can be morally serious yet outcome-divergent – can 

reduce distress, improve communication, and protect professional integrity under crisis 

conditions. 

---- 
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Wastewater-Based Surveillance: a tool for One Health or a technological fix? 

Alison Thompson 

a.thompson@utoronto.ca 

 

The COVID-19 pandemic was a transformative period for public health surveillance. It 

accelerated the development and deployment of new technologies, even as public trust in 

public health institutions eroded. Digital contact tracing, digital vaccine passports, and 

wastewater surveillance were all mobilized in response to the novel virus outbreak. 

Among these, wastewater surveillance has since been widely adopted and adapted, not 

only for monitoring infectious diseases, but also for tracking antimicrobial resistance, 

illicit drug use, endocrine-disrupting compounds, and emerging pathogens. Its application 

is expanding in agricultural settings as well, where it can play an important role in 

identifying zoonotic spillover risks, especially as climate change alters disease patterns. 

Wastewater surveillance is often characterized as a low-risk technology because it is non-

invasive and relies on aggregated data that cannot be traced to individuals. It does, 

however, raise important ethical questions. Risks related to group privacy and potential 

re-identification become more pronounced when the technology is deployed in smaller 

settings, such as workplaces, university dormitories, or long-term care facilities. Public 

reporting of results can contribute to (re)stigmatization and discrimination, and there are 

growing concerns about surveillance creep into non-public-health uses including law 

enforcement or commercial data profiling. These possibilities highlight persistent gaps in 

data governance, particularly around data custody, retention, secondary use, and 

oversight. 

This paper extends beyond a traditional public health ethics framework by incorporating 

a One Health lens, which emphasizes the interconnectedness of human, animal, and 

environmental health. This perspective brings additional ethical considerations into focus, 

including community engagement, animal welfare, and environmental stewardship. In 

agricultural contexts, wastewater data that triggers mass culling of livestock raises 

questions about our obligations to animals and about what forms of reciprocity or 

compensation are owed to farmers. Moreover, if wastewater surveillance can detect 

viruses early enough to reduce visible disease outbreaks, does it inadvertently diminish 

pressure to address the underlying living conditions and climate-related drivers that 

facilitate zoonotic spillover and viral mutation? 

Ethical issues related to the use of wastewater-based surveillance in Indigenous, First 

Nations, and Métis communities in Canada are also examined. These contexts underscore 

the importance of data sovereignty and governance structures rooted in community 

authority—principles that may offer valuable models for other populations with low 

levels of trust in public health or surveillance systems. Traditional knowledge, too, 

provides critical insight into the connected health of humans, animals, and ecosystems, 

helping guide decisions about how this technology should be used. 
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Ultimately, while wastewater-based surveillance is relatively low-cost, non-invasive, and 

less privacy-intrusive than many traditional surveillance methods, a participatory 

approach to its design and governance is ethically warranted. Such an approach is 

necessary to maintain trust in public health and to ensure that community concerns, both 

about the technology itself and about the governance frameworks surrounding its use, are 

recognized and addressed fairly. 

 

 

Environmental Health Data Ethics 
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Environmental changes affect physical and mental health. While extreme heat waves and 

different forms of pollution negatively affect health, measures to reduce pollution and 

greening areas have mostly a positive effect. Particularly in the urban context, it is likelier 

that socioeconomically poorer people live in neighbourhoods with fewer green areas and 

closer to sources of pollution, such as major roads and polluting industries, without 

drawing the largest benefits of living in proximity of such infrastructure, raising both 

issues of health equity and social justice. 

Environmental health data (EHD) has a great potential to help governments tailor public 

health interventions and urban design measures to the needs of the most vulnerable 

population groups. Public access to such data also allows NGOs and citizen organisations 

to monitor in how far governments are responding to environmental health threats and 

working towards salutogenic urban development. EHD also facilitates evidence to hold 

governments and industry accountable in case they fail to tackle environmental hazards 

and to implement cost-effective measures to improve health. Yet collecting and diffusing 

EHD is not without ethical problems in terms of conflicting aims and values. We will 

outline three areas of concern und suggest solutions which are grounded in 

environmental, social and health justice discourses. 

First, environmental health data collection reveals health information about the 

population of the neighbourhoods where such data is being collected. Without empirical 

data, informed decision-making and action is not possible. However, this raises issues of 

privacy protection and further stigmatisation, as socio-economic inequality and 

xenophobia tend to lead to the clustering of migrants, racialised people and poorer 

residents in areas with higher levels of pollution. 

Second, people living in areas with high levels of pollution are unlikely to have the 

resources to move to areas which are healthier and might increase anxiety about feeling 

“captive” in such areas. The ethical question must be raised: What is the value of giving a 

diagnosis for something that has no affordable cure? People living in polluted areas may 

have few opportunities to improve their situation by relocating or putting pressure on 

government leading to a classic medical ethics problem: offering the “diagnosis” without 

adequate “treatment options”. 

Third, information on new environmental threats may have a negative impact on industry 

and people’s livelihood (particularly farmers and fishers), requiring high levels of 

scientific responsibility to prevent alarmism. At the same time whistleblowing protection 
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needs to be established as scientists who make well-researched data available on health 

hazards may face threats that affect their careers and well-being. 

 

 

Experts’ emerging ethical considerations in relation to the development of 

biomaterials and their intended application for bone regeneration 
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In the field of regenerative medicine, the development of biomaterials is considered a 

promising strategy to advance therapeutics. The current study is embedded within an 

interdisciplinary EU project in which experts of backgrounds related to biomaterials, oral 

surgery, and regenerative medicine collaborate to develop a biomaterial made from 

potato by-product, intending to promote bone growth in patients affected by medication-

related osteonecrosis of the jaw (MRONJ). The project’s objectives are informed by 

aspects such as the biomaterial’s biological origin and its therapeutic functionality, along 

with the biomedical and clinical aspects associated with MRONJ. Accordingly, experts 

need to determine and justify the actions that are essential to include in the research 

design, supporting the realization of the project’s objectives. Our study aims to adopt an 

empirical ethics approach to explore how the overarching EU project’s objectives are 

defined, realized, and justified. This will be achieved through the identification of 

experts’ emerging ethical considerations in relation to the development of the biomaterial 

and its intended therapeutic use in regenerative medicine. 

Participants in this qualitative study represent experts, project partners as well as external 

experts, active in fields related to bioengineering, regenerative medicine, and oral 

surgery. Using semi-structured interviews, we collected experts’ key knowledge relevant 

to understanding the biomaterial’s design and its clinical application, along with experts’ 

perceptions of the risks, benefits, and challenges in relation to this. The data are currently 

analyzed based on both a social science and empirical ethics approach to risk assessment 

and communication. The social science approach we adopt foregrounds the ways in 

which experts use scientific knowledge and practical experience to predict and prioritize 

risks, benefits, and challenges. In doing so, we capture theoretical and cognitive 

underpinnings. However, this approach typically does not account for values and moral 

judgements related to decision-making. We therefore complement it with an empirical 

approach to ethics through which we explore ethical and moral dimensions, with a 

particular focus on emerging ethical considerations within the EU project. Our analytical 

approach aims to identify themes that reflect how experts understand risks, benefits, and 

challenges and how they, based on these understandings, make decisions in relation to 

biomaterial development and application in clinical practice. 

As the study is ongoing, this presentation will primarily elaborate on the study design. In 

doing so, it highlights how we combine an empirical ethics and social science approach 

to study risk assessment and communication within the context of the biomaterial’s 

development, focusing on those aspects relevant to its application in bone regeneration. 

Three elements will be addressed: (1) the development of an appropriate interview 

protocol that aligns with both research approaches, (2) the distinct analytical strategies 

selected for each research approach, and (3) our preliminary findings. Taken together, we 
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aim to illustrate how empirical ethics and our approach to social science complement one 

another, providing a basis for audience input and reflection.  

 

 

Genomic risk stratification and the transformation of cancer screening: 

epistemological, operational and ethical challenges 
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Newly developed and increasingly accessible knowledge and technologies in genomics 

have started to transform and shape new dynamics with regards to cancer screening, early 

detection, surveillance and early intervention. The emerging capacity to distinguish 

between lower, intermediate and higher genomic risk groups in oncology is often 

presented as a way to address issues of overdiagnosis through the de-escalation of 

screening for low-risk persons and as a more tailored, precision-based and reactive 

approach for higher risk groups. These medical transformations operate on various levels: 

they are shaping how cancer aetiology is understood and researched, they may deeply 

restructure screening practices and pathways, and they raise renewed or novel ethical 

issues. The complex challenges generated by these fast-paced developments are thus 

multifaceted and disparate, spanning the production of reliable knowledge, its translation 

into clinical practice and diverse implications for those concerned.  

This presentation aims to explore and map out the challenges raised by the emergence of 

genomic risk stratification in oncology in order to offer a philosophically informed 

interpretation of how it may transform screening practices. 

We carried out a hermeneutic narrative review to map out as comprehensively as possible 

how these issues emerge from a wide-ranging, rich and still growing body of work, as 

well as to provide a philosophically reflective, discursive and critical interpretation of our 

findings. Narrative approaches provide in-depth qualitative analysis of complex, 

interdisciplinary literature and are particularly well suited to explore innovative and 

recent scientific phenomena.  

We highlight how (1) epistemological uncertainties—such as the limited predictive 

validity of polygenic risk scores, the arbitrariness of risk thresholds or the lack of 

ancestry population diversity—reverberate into (2) operational domains, necessitating 

adequate integration into existing screening regulations and policies, planning for the 

disclosure of (sometimes incidental) results and informing genetically-related people, 

dealing with long-term follow-up and implementing sufficient data protection. These 

operational challenges, in turn, give rise to (3) significant ethical concerns regarding 

over-medicalisation, lack of acceptability, consent, inequalities of access and potential 

discrimination, as well as the implications of differentiated risk communication for the 

individuals concerned. We argue that addressing such complexity requires both evidence-

based and philosophical inquiries that do not isolate scientific validity from its social and 

normative consequences and are sensitive to the situatedness of these practices within 

diverse institutional and healthcare contexts.  

In doing so, we aim to show how the philosophical appraisal of these evolutions in 

medical knowledge and practices benefits from recognising the deep interconnectedness 

of epistemic and ethical dimensions, emphasising that knowledge production and 
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justification are intrinsically bound to their normative implications, and from engaging in 

qualitative approaches such as narrative literature reviews. 

 

 

Health Is Not the Opposite of Disease 

Ing-Tiat Tiunn 

cheetah5771@gmail.com 

 

Influential theoretical accounts in the philosophy of medicine—including naturalism, 

most notably represented by Christopher Boorse; normativism, exemplified by Lennart 

Nordenfelt; and hybridism, such as those proposed by Jerome Wakefield—share a 

common notion about the concept of health. Despite their theoretical differences, these 

approaches converge on the view that health is the absence of disease, or conversely, that 

health and disease stand in a relation of mutual opposition.  

However, these accounts encounter insurmountable difficulties when attempting to justify 

health. I argue that these difficulties arise from the mistaken assumption that health must 

be defined in opposition to disease. To address this issue, it is necessary to decouple the 

concept of health from that of disease. Health, I contend, is more appropriately 

understood as the opposite of illness. Disease is an objective state, diagnosed, classified, 

and named by medical professionals according to established biomedical criteria. Illness, 

by contrast, refers to the subjective experience of distress, suffering, or impaired well-

being. Health is assessed and declared by the individual concerned. A person may be 

medically diagnosed with a disease yet still claims to be healthy, namely free from 

illness.  

Here are four theses I propose. First, health is not the absence of disease. Second, health 

is the opposite of illness. Third, disease is objective, whereas health is subjective. Fourth, 

both disease and illness constitute legitimate grounds for the allocation of medical 

resources; however, when resources are limited, the treatment of disease possesses ethical 

priority. By identifying health in contrast to illness, this account offers a conceptual 

framework that better accommodates clinical practice, patient experience, and ethical 

decision-making in medicine. 

 

 

Artificial intelligence in the life sciences: do current research ethics frameworks 

capture moral-epistemic challenges? 

Frank Ursin, Cristian Timmermann 

Ursin.Frank@mh-hannover.de 

 

Research ethics frameworks in the life sciences emphasize research integrity and 

procedural compliance, yet they often remain underspecified when it comes to evaluating 

broader social and ethical implications of research and innovation. At the same time, 

potentially disruptive AI-based methods are transforming the life sciences by increasing 

the speed and scale of discovery and by altering how evidence is produced, interpreted, 

and communicated. This creates moral-epistemic challenges such as explicability given 

method-driven opacity, model instability under dataset shift that complicates 

reproducibility, and questions towards epistemic accountability when hypothesis-
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generation is automated. These challenges affect the principles of epistemic rationality 

and responsible research and innovation. A salient example is Google’s 2025 

announcement of an “AI co-scientist,” described as a “virtual scientific collaborator” that 

helps generate hypotheses and “accelerate[s] the clock speed of scientific and biomedical 

discoveries.” Such systems raise questions about their epistemic agency, responsibility 

assignments and reliability gaps.  

Against this background, we ask whether current research ethics frameworks adequately 

capture AI-method-specific risks in the life sciences and whether these risks require new 

principles or the existing ones are sufficient. Building on a review of ethical issues in AI-

enabled life science research, we contrast “reductionist” with “expansionist” approaches. 

Reductionists treat AI-related risks as manageable within existing research ethics 

frameworks and integrity guidelines. Expansionists argue for adding “AI ethics 

principles”. We aim at mediating between these two positions. We therefore propose a re-

specification of existing principles by prudently connecting discipline specific norms. For 

example, as a preliminary normative upshot, we introduce “AI minimization” in analogy 

to “data minimization” as a defeasible constraint: researchers should prefer the least 

opaque AI method that is compatible with the epistemic aim. 

 

 

From Scientific to Preference-Sensitive Uncertainty: Broadening the Concept of 

Clinical Uncertainty 

Hiroto Ushizawa 

ushi.accm@gmail.com  

 

Uncertainty in medicine refers to clinical situations in which it is difficult to predict what 

will happen next or in which the answer has not been predetermined. Uncertainty in 

medicine is problematic because it complicates decision-making for both patients and 

healthcare professionals. According to a systematic review, uncertainty in medicine can 

be classified into seven types: epistemic, conflicting, statistical, linguistic, individual, 

psychiatric, and value-based uncertainties (Ushizawa, 2025, in Japanese). 

These uncertainties can be further grouped into two major categories: scientific 

uncertainty and preference-sensitive uncertainty. Scientific uncertainty tends to be 

addressed through scientific evidence and includes epistemic, conflicting, statistical, and 

linguistic uncertainties. Preference-sensitive uncertainty tends to be accepted or 

negotiated depending on the preferences of those involved and includes individual, 

psychiatric, value-based, and conflicting uncertainties. Conflicting uncertainty thus has 

characteristics of both categories (Ushizawa, 2024, in Japanese). 

One of the leading disputants in this field is Benjamin Djulbegovic (Medical University 

of South Carolina, United States), who proposes three approaches to uncertainty in 

medicine. First, he emphasizes attitude toward uncertainty: uncertainty should be 

approached not as an enemy but as a friend, since a life without uncertainty would be 

fully deterministic (Djulbegovic, 2004a). Second, he proposes a strategy to resolve 

uncertainty: despite the exponential growth of medical information, the effects of 

healthcare interventions are often uncertain or controversial, and strategies to address 

uncertainty should focus on evidence, decision-making, and leadership (Djulbegovic, 

2004b). Third, he proposes a statistical model to visualize the relationship between 
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uncertainty and certainty. Human knowledge lies on a continuum between complete 

uncertainty (ignorance) and certainty in the model, and the distribution of knowledge 

gradually shifts toward certainty through the accumulation of scientific evidence 

(Djulbegovic et al., 2011). 

Djulbegovic’s contributions to the understanding of uncertainty in medicine can be 

summarized in two respects. First, he articulates a taxonomy of clinical uncertainties and 

argues that the choice of scientific methods should correspond to the underlying level of 

uncertainty (Djulbegovic, 2007). Second, he distinguishes legitimate from illegitimate 

scientific uncertainty, particularly in the context of public discourse on COVID-19, 

criticizing the deliberate manufacturing of doubt as a source of misinformation and 

disinformation (Djulbegovic, 2021). 

While Djulbegovic’s account of clinical uncertainty is highly sophisticated, it is largely 

confined to scientific uncertainty and focuses on the accumulation of clinically useful 

medical knowledge. However, preference-sensitive uncertainty arising from complex 

psychological and value-laden issues constitutes an equally important dimension of 

clinical uncertainty. Two main responses to preference-sensitive uncertainty are shared 

decision-making and tolerance for uncertainty. Both require dialogue among healthcare 

professionals and relevant stakeholders, including the person concerned, and are 

grounded in an attitude of accepting uncertainty (Ushizawa, 2024, in Japanese). Future 

philosophical discussions of uncertainty in medicine should therefore address not only 

scientific uncertainty but also preference-sensitive uncertainty. 

 

 

Biomarking the Brain: A comparison of conceptual implications for multiple 

sclerosis, Alzheimer’s disease and Parkinson’s disease 

Lennart van der Molen, Rik van der Linden, Edo Richard, Harro van Lente, Marianne 

Boenink  

lennart.vandermolen@radboudumc.nl  

 

Biomarkers are becoming increasingly central to the diagnosis, prognosis and treatment 

selection for brain diseases, including multiple sclerosis (MS), Alzheimer’s disease (AD), 

and Parkinson’s disease (PD). Our previous conceptual analyses, interview and literature 

studies indicate that the ‘biomarkerization’ of care practice influences disease definitions, 

patient experiences, healthcare organization, and society at large. In this presentation, we 

will compare the conceptual implications of the biomarkerization of diagnosis, prognosis 

and treatment across these three disease domains. We analyze the ontological and 

epistemic assumptions underlying the use of biomarkers, and reflect upon them in light of 

the promises of precision medicine. 

Our results suggest that biomarker testing leads to disease definitions that center around 

one type of biological mechanism. Consequently, the development of novel treatments 

focuses on reducing these biomarkers rather than on clinical outcomes. However, the 

centrality of these mechanisms is contested, as all three diseases are often considered 

multifactorial and heterogeneous. Therefore, centering their definition on one type of 

mechanism will narrow research agendas and risks overlooking alternative explanations. 

Biomarker testing also leads to an increasingly early diagnosis of all three diseases. 

While this may allow for prevention or early intervention, it also increases the risk of 
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overdiagnosis and results in disease burden for individuals who do not, and possibly may 

never, experience symptoms. This is especially problematic when the predictive validity 

of biomarkers for symptoms is uncertain or when no effective treatment is available, as is 

the case in AD and PD. 

These implications, and the use of biomarkers in MS, AD, and PD in general, are often 

presented as important infrastructure to enable visions of personalized or precision 

medicine. The rationale behind this ideal is that biological stratification of patients and 

treating them with therapies tuned to their biological profile will make medicine more 

cost-efficient and improve its quality. We will use the results of the comparative analysis 

to reflect on the assumptions underlying this ideal, the limitations, and its connection to 

biomarkers. 

 

 

Making moral twins: Infrastructural shifts, value redistributions and the moral 

reconstitution of the human body in Dutch medicine, 1930-1960 

Florian van der Zee, Noortje Jacobs 

f.r.r.r.vanderzee@erasmusmc.nl  

 

“What is the proper way to value human tissue in medicine?” Today, this question is 

frequently asked, and often a specific answer is given. Human tissues appear as valuable 

medical resources whose availability tends to be restricted by the prohibition of payment. 

But this was not always the case. In this paper, we turn to the development of Dutch 

donation practices from 1930-1960 to trace how the centrality of the human body in 

questions of donation ethics and the ease with which such questions are answered in 

favour of voluntary and non-remunerated donation (VNRD) emerged historically. This 

allows us to theorise a particular dynamic of moral change in medicine we call the 

“making of moral twins”: the largely infrastructure-driven reconstitution of various 

objects as objects of similar moral value. 

To develop our argument, we use the concept of “valuation constellations”1 to draw 

together work from philosophy, science and technology studies, and valuation studies. 

This concept allows us to trace how rules detailing how specific actors (valuators) were 

to value specific objects (valuees) were justified and embedded in concrete 

infrastructures. On this basis, our case study starts with an analysis of the local 

emergence and subsequent spread of voluntary and non-remunerated blood donation, 

from the Rotterdam Red Cross Blood Transfusion Service to the Dutch Red Cross Blood 

Transfusion Service. We analyse the Transfusion Service as a valuation constellation. 

Next, we show how two other bodily materials—first breast milk, then corneas—were 

subsequently brought into this valuation constellation, and to what effect. We show this 

happened not on account of the idea that they ought only to be donated voluntarily and 

without remuneration, but on account of infrastructural considerations not directly related 

to VNRD. It did, however, support their moral reconceptualization, establishing them as 

blood’s moral twins. Combining philosophical and STS scholarship,2 we show the 

dynamics of conceptual change reflected the dynamics of infrastructural change. And as 

various bodily materials were thus collected under the same moral umbrella, the idea that 

the valuation constellation was actually one for bodily materials generally rather than 

blood, milk, or corneas specifically, began to emerge. 
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We conclude that as a fraught dynamic of moral change, the making of moral twins 

warrants further interdisciplinary attention. For it upsets morality’s typically assumed 

direction of fit, in which practices and infrastructures are adjusted to fit moral values. In 

the case of milk and corneas, the direction of adjustment is the opposite. This is 

accompanied by peripheral conceptual adjustments to increase the ease with which novel 

valuees fit within the valuation constellation, which may instrumentally invoke 

problematic conceptions and practices (e.g., gendered logics). And ultimately, it may 

result in a “conceptualization of the collection” that fundamentally alters the moral 

landscape, as with the shift from specific bodily materials to bodily materials generally. 

For such a shift transforms the valuation constellation’s past and future, tasking those 

who inhabit the present with its maintenance and expansion to materials not yet included 

as valuees but now recognisable as such. 

---- 
1 Désirée Waibel, Thorsten Peetz, and Frank Meier, “Valuation Constellations,” Valuation Studies 8, no. 1 

(2021): 33-66, https://doi.org/10.3384/VS.2001-5992.2021.8.1.33-66. 
2 In particular: Imre Lakatos, “Criticism and the Methodology of Scientific Research Programmes,” 

Proceedings of the Aristotelian Society 69 (1968): 149-86, https://jstor.org/stable/4544774; Marin Terpstra, 

“The Management of Distinctions: Jacob Taubes on Paul’s Political Theology,” in Saint Paul and 

Philosophy: The Consonance of Ancient and Modern Thought, ed. Gert-Jan van der Heiden, George Henry 

van Kooten, and Antonio Cimino (Berlin: Walter de Gruyter, 2017), 251-68; Geoffrey C. Bowker and 

Susan Leigh Star, Sorting Things Out: Classification and Its Consequences (Cambridge, MA: The MIT 

Press, 1999). 

 

 

Remote monitoring for Parkinson’s disease with wearable sensors: ‘soft’ impacts on 

users and their daily lives. 

Marijn van Es, Luc Evers, Marjan Meinders, Bas Bloem, Marianne Boenink 

marijn.vanes@radboudumc.nl 

 

The progression of Parkinson’s disease is currently evaluated during clinical visits. These 

in-clinic evaluations provide snapshots and may not always be representative of how 

someone functions in daily life. Sensor-based technologies enable continuous monitoring 

in real life situations. Wearable sensors may capture how people function at home, 

promising to provide more realistic test results than current clinical assessments [1]. 

These test results are expected to be useful as endpoints in clinical trials, to support 

personalized healthcare and to improve patient self-management. However, whether or 

not remote monitoring will be acceptable to users and society at large depends, among 

other things, on the impact of remote monitoring on users and their daily lives. 

We are particularly interested in the so-called ‘soft impacts’ of these technologies, a 

concept that may be useful in uncovering unforeseen, qualitative effects of technology [2-

4]. Soft impacts are subjective and cannot be quantified [3], and refer to the way in which 

technologies shape our behavior, relationships, norms, values and expectations [5]. By 

contrast, ‘hard impacts’ are considered to be quantifiable and concrete [3] and typically 

receive more attention [4]. Soft impacts of technology often fly under the radar and are 

usually considered to be too ‘soft’ to be taken seriously by developers, policy makers and 

alike actors [3, 4].  

In this currently ongoing qualitative empirical study, we explore the experiences with and 

possible soft impacts of digital remote monitoring for Parkinson’s disease in a research 
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context. To this aim, we conduct 27 semi-structured interviews with participants of three 

different clinical studies (Personalized Parkinson Project De Novo [6], STEPWISE [7] 

and Slow-Speed [8]) for which remote monitoring with wearable sensors and smartphone 

apps is a key component. In a preliminary analysis some themes already emerge. Having 

less control over how, where and with whom to talk about having Parkinson’s disease, 

because remote monitoring can lead to questions from those around you, and fear of the 

possible consequences this may have for relationships and work, for example. Being 

reminded of having Parkinson’s disease, or worrying about privacy are also recurring 

themes. As is having the feeling of social control, whereby some – in both pleasant and 

unpleasant ways – have the feeling someone is watching them. Stress or frustration about 

not achieving goals, ‘testing’ your own feelings against the scores of the remote 

monitoring technology, and a great sense of responsibility for meeting the requirements 

of the study and providing sufficient and good quality data are also themes that emerge in 

the interviews.  

We expect to finish the full analysis before the conference takes place. This presentation 

will shed light on the experiences with and possible soft impacts of remote monitoring for 

Parkinson’s disease. 

 

---- 
References: 

1. Burq, M., et al., Virtual exam for Parkinson’s disease enables frequent and reliable remote 

measurements of motor function. NPJ digital medicine, 2022. 5(1): p. 65. 

2. Swierstra, T., Identifying the normative challenges posed by technology’s ‘soft’impacts. Etikk i 

praksis-Nordic Journal of Applied Ethics, 2015(1): p. 5-20. 

3. Swierstra, T. and H. Te Molder, Risk and soft impacts, in Handbook of risk theory: Epistemology, 

decision theory, ethics, and social implications of risk. 2012, Springer Netherlands. p. 1049-1066. 

4. van der Burg, S., Taking the “soft impacts” of technology into account: broadening the discourse in 

research practice. Social Epistemology, 2009. 23(3-4): p. 301-316. 

5. Gabriels, K. Addressing the soft impacts of weak AI-technologies. in Artificial Life Conference 

Proceedings. 2018. MIT Press. 

6. Radboud University Medical Center. The Personalized Parkinson Project de Novo Cohort. Available 

from: https://clinicaltrials.gov/study/NCT04985539. 
7. Radboud University Medical Center. STEPWISE Parkinson: A Smartphone Based Exercise Solution 

for Patients With Parkinson's Disease. Available from: 

https://clinicaltrials.gov/study/NCT04848077. 
8. Radboud University Medical Center. Slow-SPEED-NL: Slowing Parkinson's Early Through Exercise 

Dosage-Netherlands. Available from: https://clinicaltrials.gov/study/NCT06193252. 

 

 

Patient selection in first-in-human trials of stem cell islet transplantation for type 1 

diabetes – A casuistic approach 

Lieke van Kempen, Martine C. de Vries, Eelco J. P. de Koning, Nienke de Graeff 

l.van_kempen@lumc.nl 

 

Stem cell islet transplantation (scIT) is a new biomedical technology (NBT) aimed at 

replacing the loss of beta cells in people with type 1 diabetes (T1D) through the 

transplantation of stem-cell derived beta cells. One of the key questions in this field 

today, is for which patients first-in-human (FIH) trial participation is ethically justifiable. 
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Although most of the bioethical literature implicitly adopts a principle-based approach to 

the question of participant selection in FIH trials, few authors make explicit which moral 

theory, framework, or methodology underpins their conclusions. This lack of 

methodological clarity is problematic, as it hinders a full understanding and critical 

evaluation of authors’ moral reasoning, impeding its validity and soundness Furthermore, 

it remains uncertain whether participant selection should be guided by principle-based 

approaches to bioethics in the first place.  

In this paper, we analyze which bioethical approach – theory-, principle-, or case-based – 

is best suited for guiding participant selection in FIH trials. We argue that casuistry, a 

case-based approach, is more suitable to work within existing ethical and regulatory 

frameworks than theory-based approaches, and better suited to analyze narrowly defined 

patient (sub)groups than principle-based approaches. Therefore, in the second part of this 

paper, we use the method of casuistry to analyze who should be included in FIH trials of 

scIT for T1D.  

Following the steps of casuistry, we identify the (trial)circumstances, appropriate 

paradigm cases, and the case(s) at hand. Then, we compare the case(s) at hand with the 

paradigm cases, identifying morally relevant distinctions and offering recommendations. 

Specifically, we examine the inclusion of three plausible but morally ambiguous groups: 

(1) patients with T1D who have had at least two hypoglycemic events in the last year and 

are 55 years or older, (2) patients who have had one hypoglycemic event in the last year, 

and (3) patients on the waiting list for a kidney transplant. 

The results of this analysis offer guidance on participant selection of FIH trials of scIRT 

for T1D, and contribute to the bioethical literature by stimulating discussion on which 

approach to bioethics is best suited to guide participant selection in FIH trials. 

Particularly at a time when NBTs are developing rapidly, ethical analyses on participant 

selection in FIH trials need to provide methodological clarity, and explore not only on 

which moral grounds certain patient groups should be included, but also on what grounds 

others should not. 

 

 

Between records and tears: on optimization and vulnerability in sports 

Hanna Vandenbussche, Aldo Houterman  

Hanna.Vandenbussche@ugent.be 

 

This twofold presentation examines contemporary sport as a revealing arena for the 

ambivalent corporal condition of late modern subjects, positioned between demands for 

both optimization and vulnerability. Combining policy reports, athletes' experiences, and 

philosophical sources, we analyze first how sporting practices are increasingly shaped by 

regimes of measurement, comparison, and scientific rationalization. Then, we will 

explore how this optimization of athletic bodies appears to go along with emotional 

exposure and vulnerability.  

Taking up Sloterdijk’s idea of the vertical tension of human existence, the presentation 

interprets sport as a modern form of what Sloterdijk calls anthropotechnics: a repertoire 

of training practices oriented towards self-improvement and self-transcendence. 

Contemporary athletes subject themselves to a far-reaching process of rationalization, 

relying on biomedical data, algorithmic interpretations, self-tracking devices, and dietary 
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norms in order to optimize the performing body. These norms extend beyond elite sport 

and increasingly structures amateur practices, reinforcing the Socratic-Platonic idea that 

the human being is superior to itself and therefore obligated to train, improve, and 

optimize (Sloterdijk 2013). This is particularly evident in events such as the 'Enhanced 

Games', an alternative Olympics where athletes' bodies are altered to improve 

performance and set new records. Here, the health and self-image of the athletes is 

overshadowed by the importance of performance.  

At the same time, this increasing optimization of bodies and the expanding scientific and 

technological support of elite athletes, appears to coincide with a growing public 

exposure of athletes’ emotions and vulnerability. Think of athletes who openly admit to 

struggling with mental health issues and who visibly display emotions such as anxiety 

and frustration in on-camera interviews and on social media. How can these public 

confessions of suffering, psychological strain, and transgressive behavior be interpreted 

within this performance-driven sport culture? Therefore, we use Foucault’s repression 

hypothesis as an analytic tool. While these confessions appear to signal emancipation 

from excessive pressure, Michel Foucault’s repression hypothesis allows us to reinterpret 

them as part of a broader discursive formation (Foucault 1976). We will argue that 

vulnerability runs the risk of becoming embedded in a political economy of transparency, 

control, and management, in which the intimate life of the athlete is mapped and 

instrumentalized. 

Drawing on the work of both Sloterdijk and Foucault, the presentation explores the 

possibilities of techniques of self-improvement within sport beyond optimization, such as 

transcendence or transformation. How to interpret the double corporal condition in which 

processes of rationalization and optimization coexist with those of vulnerability and 

emotional exposure? Which alternative interpretations of antropotechnics and self-

improvement are left aside? And, how might the corporal condition be reimagined in 

ways that loosen or resist the dominant techniques of optimization, measurement, and 

control, while still acknowledging the formative role of exercise, play, and self-

cultivation? 

 

---- 
Sources: 
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• Sloterdijk, P. (2013). You must change your life: On anthropotechnics. Tr. W. Hoban. Cambridge: 
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Data for Discipline: Addressing Categorization and Epistemic Injustice in Data-

Driven Prevention 

Mira Vegter, Margot Vandenbroucke, Marianne Boenink 

Mira.Vegter@radboudumc.nl 

 

This paper examines the implicit normativity and stereotypical assumptions regarding 

"vulnerable" groups within healthcare, particularly in the context of tackling health 

disparities in the Netherlands. Constructs like ‘low socio-economic status’ are rooted in a 

health promotion paradigm of healthism which emphasizes individual responsibility and 

often overlooks broader sociopolitical determinants of health (Crawford 1980; Dijkstra & 
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Horstman 2021). As healthcare increasingly shifts toward data-driven prevention where 

large-scale data analysis identifies "vulnerable" populations for targeted lifestyle 

interventions, this implicit normativity for categorization becomes a critical ethical 

concern. We argue that the current reliance on hegemonic discourses in health data often 

leads to epistemic (hermeneutic) injustice (Fricker 2007; Dijkstra et al. 2025). Using 

Foucault’s biopower, we analyze how lifestyle interventions function as mechanisms for 

constituting "healthy citizens”. While data-driven prevention is often framed as a tool for 

health equity, we question whether it can truly address the complex social inequalities 

that underlie health difference reified by classification. Incorporating storytelling and 

experience into preventive healthcare research serves as a vital tool to escape 

classification, to foster counter-conduct, and to address epistemic gaps (Vegt, Visch et al. 

2024).  

 

 

The Environment and Child Health Outcomes: An Ethics Based Reflection 

Marisa Galea Vella 

marisa.vella@mcast.edu.mt  

 

The emerging field of green bioethics argues that children’s health is dependent on the 

ecological systems that sustain them. This presentation will reflect on this by focusing on 

four critical philosophical pillars, namely the precautionary principle, the concept of 

extended perspectives in child health care, environmental ethics and distributive justice. 

Children’s well-being and health will be considered within these pillars in 

acknowledgment of widespread environmental degradation.  

The child is biologically vulnerable as their developing systems are vulnerable to even 

the slightest exposures. This warrants a shift from burden of proof or conclusive evidence 

to a moral imperative that restricts exposure to potentially hazardous substances, such as 

endocrine disruptors or microplastics. This is put forward as a preventative duty where 

inaction is deemed a violation of the principle ‘do no harm’. 

Extended perspectives in child health care suggest that we need to look beyond the child 

who requires remedies and clinical evaluations to the entire ecosystem. Treating a child 

with a respiratory condition such as asthma will be limited if triggers such as air pollution 

are not acknowledged and addressed. Providing such a comprehensive perspective 

towards child health and the opportunity to advocate for children and the environment is 

viewed as not only as a recommendation but a requirement. Taking such an approach will 

also demonstrate a focus on health and wellness, giving priority to preventative 

provisions to promote child health. 

Environmental ethics and distributive justice are considered important dimensions of the 

environment and health. Environmental hazards tend to be more prevalent in 

marginalized communities. These hazards are typically long-standing issues. Children 

who live in such communities carry a disproportionate burden of the pollutants and other 

environmental hazards that undermine their health and well-being. This requires the 

dismantling of the inequities that put children at risk.  

Applying the precautionary principle, extended perspectives in child health care, 

environmental ethics and distributive justice highlight the duty and responsibility society 
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has towards the protection of children’s health. The overall goal is to prevent harm before 

it affects children’s development, well-being and overall health outcomes. 

 

 

Therapeutic misconception in precision oncology trials 

Marcin Waligora, Samuel Gordon, Katarzyna Klas 

m.waligora@uj.edu.pl  

 

Precision medicine has been increasingly applied to account for the diverse origins of 

illness within a population. The field of oncology is now of great interest for the use of 

precision approaches, both in patient care and in clinical trial design. Few terms currently 

hold as much promise or carry as much potential for misunderstanding as “precision”.  

The National Cancer Institute (NCI) defines precision medicine as “a form of medicine 

that uses information about a person’s genes, proteins, environment, and lifestyle to 

prevent, diagnose, or treat disease”. In principle, this approach tailors care to the unique 

biological and environmental characteristics of each individual, improving effectiveness 

while reducing unnecessary interventions. In practice, however, the current application of 

precision medicine fails to fully reflect this definition, especially in the field of precision 

oncology. 

In my presentation I will examine how the evolving meaning and rhetoric of precision 

shape the operational realities of contemporary precision oncology trials. We focus 

particularly on the NCI’s precision trial series, including NCI-MATCH, ComboMATCH, 

and MyeloMATCH. Our primary aim is to reveal ethical concerns emerging at the 

intersection of language, trial design, and patient care. 

---- 
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Conceptually engineering a model of addiction 

Mary Jean Walker 

mary.walker@latrobe.edu.au 

 

In recent years there has been increasing attention to ‘conceptual engineering’ and 

pragmatic approaches to disease definition in the philosophy of medicine (eg Schermer 

and Binney 2024; Davini and Canali 2025). Drawing on this approach, this paper 

examines conceptual change over time in the way addiction has been understood, to work 

towards identifying what ‘model of addiction’ could best serve the needs of people with 

substance use disorders (SUD).  

Addiction provides an example of a condition that has gone through a number of 

historical transformations. In the past it was often regarded as a moral failing, related to 

lack of temperance (the ‘moral model’). Movements to replace this with a medical model 

can be found in historical documents for at least several centuries, gaining traction in 
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particular from the 20th century (Fischer 2022). The medicalisation of addiction was 

partly motivated by the view that it could help to destigmatise addiction and behaviours 

related to it, reducing blame (including self-blame) of people with SUD. Stigma and 

blame can be barriers to treatment, so this may have been partly pragmatic as well as 

reflecting improving understanding of the neurological processes underlying addiction.  

From a pragmatic perspective, however, the medicalisation of addiction may cause more 

problems that it solves. Critics of the medical model suggest it oversimplifies a condition 

that has complex social and psychological aspects, displacing attention to social and 

environmental determinants of SUD (Fischer 2022). Further, medicalisation can 

undermine some aspects of stigma but srengthen others, such the idea that the condition 

is unchangable or that people with the condition are dangerous (Haslam and Kvaale 

2015).  

Partly for this reason, alternative models have been proposed. These include a a 

‘biopsychosocial’ model recognising the social and psychological aspects of substance 

use disorder; the ‘learning model’ which positions SUD as a result of normal learning 

mechanisms (Lewis 2017); and ‘choice models’ which regard it as the result of choices 

that are rational given the situation the person with SUD is in (Pickard 2012).  

This paper will track the history of conceptual changes with particular attention the 

purpose that each model aims to serve, and implications of each model that could 

undercut this purpose. I aim to identify what features of the different models will further 

social ends relating to addiction, and what features are more likely to block such ends, to 

contribute to conceptual engineering of a preferred model.  

---- 
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Therapeutic and Non-Therapeutic Circumcision of Boys: Bodily Integrity, Parental 

Authority, and the Consistency of Legal and Ethical Standards 

Aleksander Wiaderek 

a.wiaderek2@uw.edu.pl 

 

Male circumcision remains one of the most widely performed surgical procedures on 

minors worldwide, yet it occupies an ambiguous position in bioethical and legal 

discourse. While female genital mutilation is universally condemned and legally 

prohibited in most jurisdictions, non-therapeutic male circumcision continues to be 

performed with broad social acceptance and minimal legal scrutiny. This paper argues 

that this asymmetry warrants careful critical examination and calls for a more consistent 

application of the ethical principles underpinning pediatric medical practice. 
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The paper addresses two interconnected questions. The first concerns the distinction 

between therapeutic and non-therapeutic circumcision. Therapeutic circumcision, 

performed to treat conditions such as pathological phimosis or recurrent infections, raises 

relatively straightforward issues of clinical indication and informed consent. Non-

therapeutic circumcision, by contrast, is performed for cultural, religious, or traditional 

reasons on a child incapable of consenting and raises a different, more challenging set of 

concerns. The central issue is whether parental authority extends to authorizing the 

irreversible, non-therapeutic alteration of a healthy child’s body, and on what ethical 

grounds such authority may be justified or limited. 

The second question concerns the consistency of legal and ethical standards. 

Contemporary frameworks of children’s rights, including the UN Convention on the 

Rights of the Child, place increasing emphasis on the child’s evolving autonomy, best 

interests, and right to an open future. This paper examines whether current legal 

permissiveness toward non-therapeutic male circumcision is coherent with these 

commitments, as well as with the protections afforded to girls against analogous 

procedures. It also considers whether, in cases where surgical intervention is genuinely 

indicated, reconstructive approaches should be considered more systematically as 

alternatives to ablative procedures. 

The Polish legal context offers a particularly instructive case study. Polish law does not 

explicitly regulate the non-therapeutic circumcision of male minors, creating a normative 

lacuna at the intersection of parental rights, religious freedom, and the child’s right to 

bodily integrity. The Polish Constitution guarantees the protection of human dignity and 

personal inviolability, while the Family and Guardianship Code grants parents broad 

authority over a child’s upbringing, including its religious dimension. At the same time, 

Polish health law requires that any surgical intervention on a minor be justified by 

therapeutic necessity and accompanied by informed parental consent. The tension 

between these provisions has not been resolved by either the legislature or the courts, 

leaving medical practitioners without clear ethical or legal guidance.  

The analysis draws on bioethical theory, comparative law, and the philosophy of 

children’s rights. The paper does not advocate prohibition; rather, it calls for a rigorous, 

gender-consistent ethical framework that takes seriously the principles of bodily integrity, 

non-maleficence, and the child’s right to participate, as far as developmentally possible, 

in decisions affecting their own body. It argues that a coherent bioethics requires not the 

suppression of cultural or religious practices, but the application of the same standards of 

scrutiny to all minors, regardless of sex. The Polish case illustrates how legal silence can 

itself constitute an ethical position, one that deserves explicit scholarly and legislative 

attention. 

 

 

Ethical Arguments of Stakeholders in Animal Research and the Role of the 3Rs in 

Switzerland 

Selina Wegmüller 

selina.wegmueller2@unibe.ch  

 

The regulation of animal research remains a topic of frequent debate in Switzerland. 

Since the 1980s, various popular initiatives have called for stricter regulations, including 
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a complete ban on animal experimentation. Each initiative has generated public discourse 

on animal research, involving a wide range of ethical arguments. This paper investigates 

the ethical arguments used by different stakeholders in the ongoing debate on animal 

research in Switzerland, with a particular focus on the 3R principles (Replacement, 

Reduction, Refinement). 

To address this, we employ a mixed qualitative approach. First, we explore stakeholder 

perspectives through a structured mapping process using the ECOUTER methodology 

(Employing COnceptUal schema for policy and Translation Engagement in Research) as 

described by Murtagh et al. (2017), which facilitates collaborative knowledge exchange 

via a web-based mind-mapping tool. Participants from key stakeholder groups, such as 

academia, industry, policy, animal welfare organisations, and the public jointly identify 

and structure ethical issues. 

Building on this, we then conduct semi-structured qualitative interviews. These 

interviews provide an in-depth understanding of the ethical arguments for and against 

animal research, potential future solutions, and ways to advance the 3R approach. The 

data are subsequently transcribed, anonymised, and analysed using frameworks from 

ethical theory and dialectical structures, allowing for systematic coding and 

categorisation of arguments. 

The findings contribute to the development of a conceptual framework of stakeholder 

ethics and inform the creation of an interactive website designed to enhance the quality 

and transparency of public debate on animal research in Switzerland. 

 

 

Patients‘ access to health information in the age of social media and AI: Ethically 

relevant features of a new information landscape 

Svenja Wiertz 

wiertz@egm.uni-freiburg.de 

 

In the context of medical decision making, patients often face difficult choices. From an 

ethical perspective, it has always been seen as important that patients are able to make 

these decisions based on the best available information. Some such information is 

provided to them in the context of the health-care system itself, but in many cases, 

patients must be assumed to search for additional knowledge on their own initiative. 

In the digital age, more and more such information is available online. This includes 

health information for patients shared by public institutions (as e.g. the 

Bundesministerium für Gesundheit in Germany, gesund.bund.de) or private institutions 

with diverse possible agendas, research digests by patient organizations, and open access 

health research papers. Beyond this, social networks in particular provide a platform for 

lay persons to share their views on health-related issues, and in recent years chatbot 

generated information has become widely accessible as well. 

This vast and diverse information landscape includes reliable expert information as well 

as factually wrong and misleading information. Under the topic of digital health literacy, 

it has been discussed why some patients apparently fail to ‘appropriately’ evaluate 

information. In this debate, correctness of facts regarding effects and side-effects of 

health interventions is usually considered the most (if not only) relevant criterium for 

evaluation. 
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In my research I set out to offer a different perspective. The hypothesis is that patients 

might have good reason to select information (rationally and reasonably) according to 

criteria such as emotional and intellectual accessibility as well as applicability to day to 

day life situations. These criteria might be better met by personal patient reports or AI 

generated information than by the information shared by public institutions, commonly 

considered as reliable.  

Following approaches from the sociology of knowledge and medical sociology I will 

identify criteria to create a framework that allows us to differentiate between different 

types of health information. In particular, dimensions of accessibility, context-specificity, 

potential for identification and emotional involvement, as well as actionability will be 

considered. This framework is intended to serve as a basis for a qualitative comparative 

analysis of (1) AI generated health information, (2) personal patient reports in the form of 

blogs, vlogs, podcasts, and (3) health information provided by public institutions. 

The aim is to create better insight and understanding of the differences of health-related 

information available for patients online and to open a debate on how different types of 

information (particularly patient reported information) could and should be considered as 

relevant in health care settings. 

 

 

Lifetime and world-time in view of scientific progress in the field of medicine.  

Urban Wiesing 

urban.wiesing@uni-tuebingen.de 

  

The presentation examines the role and the meaning of medicine in light of scientific and 

technological progress. With reference to the philosophy of Hans Blumenberg the 

presentation analyses how prominent scientists, politicians, and managers respond to the 

condition of human existence that a human being is only a short time in the long time of 

the world. In connection with the accelerated medicine and its predicted progress, they 

segment the future and imagine themselves at a new stage of humanity. They strive for a 

privileged relationship to the world by claiming to conclude humanity’s prehistory in the 

foreseeable future, if possible, in their own lifetime. They are trying to synchronise their 

lifetime with the world-time. In this way they hope for consolation, draw on old early 

Christian motifs and attribute religious elements to medicine. In doing so, they assign a 

completely different role to medicine than it can actually assume as a science-based 

discipline.  

 

 

Positive Ethics in Geriatric Home Care: An Ethical Mapping of Family Experiences 

in the “Return Home” Program 

GilaYakov, I. Halevi Hochwald, I. Maayan, R. Sabar 

gilay@yvc.ac.il  

 

Background: The “Return Home” model is an initiative of Israel’s Ministry of Health 

designed to prevent or delay the institutionalization of functionally dependent older 

adults through an intensive, multidisciplinary home-care alternative following acute 

hospitalization. The interprofessional team coordinated through a navigator and guided 
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by a comprehensive geriatric assessment and individualized care plan. While geriatric 

home-care models are frequently evaluated based on clinical outcomes and risk 

reduction, their ethical dimensions remain underexplored. This paper asks whether 

intensive home-based care can be understood not only as a strategy for avoiding harm, 

but as a practice that actively generates ethical goods: safety, meaning, partnership, and 

resilience. 

Methods: Telephone interviews were conducted with 77 family members of patients 

enrolled in the program. Data was analyzed using thematic analysis to identify central 

themes in family experiences, interactions with the care team, and perceptions of care 

quality. 

Findings: Findings were framed as elements of positive ethics, which deals with people, 

practices, and contexts that cultivate and sustain individual and collective ethical 

strength, enabling successful and enduring moral performance. The mapping identified 

seven practices constituting positive ethics in this care context: 

 (1) creating a sense of safety through availability, continuity, and a reliable point of 

contact; (2) enhanced autonomy conditions enabling patients and families to realize the 

wish to remain at home with dignity, identity, and meaning; (3) beneficial relationships, 

in which the relationship itself (empathy, respect, patience) is experienced as an ethical 

act; (4)partnership with family members that offers recognition and fosters moral pride; 

(5) strengthening communication as an ethical practice that builds capability, validation, 

and meaning; (6) respectful end-of-life support that creates humanity and meaning, not 

only a dignified death; (7) cultivating family resilience and hope as an ethical orientation 

toward growth. 

Discussion: Framing these findings through a positive ethics lens reveals that ethical 

quality in geriatric home care cannot be reduced to safety protocols or the absence of 

harm. The data suggests that care practices in this model actively produce ethical goods 

that are relational and existential: the experience of being recognized, supported, and 

accompanied. This points toward a broader reconceptualization of what counts as ethical 

excellence in home-based care for older adults. Rather than evaluating such programs 

solely against risk-reduction benchmarks, ethical assessment should also ask whether 

care generates conditions for dignity, meaning, and relational trust. These are not 

secondary outcomes; they are constitutive of good care. 

Conclusions: The findings have implications for staff training, practice guidelines, and 

policy frameworks supporting aging in place, suggesting that ethical standards in this 

field should be expanded to include relational and existential dimensions of care quality. 

 

 

One Health Ethics: Well-disguised Human-centric or Ill-justified Universal? 

Ming-Jui Yeh 
mjyeh@ntu.edu.tw 

Background and Objectives: One Health has been recognized as an emerging approach 

for promoting health of humans, non-human species, and the broader environment and 

ecosystems. In terms of policy practices, this approach is adopted in the fields of 

(specifically zoonotic) infectious disease control, food safety, and climate change, among 

others. Nonetheless, the ethical grounds for the One Health approach have not been 
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coherently articulated. To justify the applications of the One Health approach, this study 

aims to untangle the ethical presumptions of the approach and examine its challenges.  

Methods: The study performed an ethical analysis of the discourse on One Health. 

Results: While the One Health approach has instrumental value in emphasizing broader 

health determinants beyond human factors and bringing multidisciplinary experts 

together for collaboration, it encounters an ethical dilemma in determining whether it 

should be a human-centric idea. If One Health is human-centric, meaning that its 

effectiveness is ultimately to be evaluated by the summation of human utilities (i.e., 

health and well-being) or other versions of shared good or values, then the discourses on 

the goals of promoting the “health” of non-human species and ecosystems would be at 

best confusing and at worst intentionally disguised and misleading. If One Health is not 

human-centric but universal, then it would suffer from the problems of (1) arbitrary 

preference for certain forms of life and, more deeply, of (2) unwarranted 

anthropomorphism of Nature.  

Conclusions: Proponents of the One Health approach would benefit from a more robust 

justification for their beliefs. If One Health is considered human-centric, then revising the 

stated goals to align with its ethical presumptions would be necessary to make sure that, 

in situations where resources are scarce and rationing is required, humans’ health and 

well-being will be prioritized over those of others. If One Health is considered universal, 

then a coherent ethical view on the relationship between different species (including 

homo sapiens) and Nature would be needed to clarify what “health” really means for 

those non-human forms of life and environment on the Earth and to justify whose 

“health” should be considered under the One Health approach.  

 

 

Transformative Experience and the Limits of Informed Consent 

Hifumi Yoshizawa 

yoshizawa.hifumi.v5@elms.hokudai.ac.jp 

 

This paper argues that Informed Consent (IC) is undermined by Transformative 

Experience (TE). I present and defend the TEUIC (TE Undermining IC) argument, which 

posits that the epistemic gap inherent in TEs compromises the understanding element of 

IC. 

Consider Patient D [Egerton and Capitelli-McMahon, 2023], who underwent surgery for 

tongue and mouth cancer. Though thoroughly informed pre-operatively, D subsequently 

reported severe low mood, disappointment, and resentment—unable to articulate their 

unhappiness despite acknowledging prior disclosure. This illustrates L.A. Paul’s [2014] 

theory of TE: experiences that are epistemically transformative, providing knowledge of 

what it is like (WIL knowledge) that is inaccessible in advance, and personally 

transformative, altering core values and identity. Just as one cannot know what it is like 

to be a vampire until one becomes one, patients cannot grasp the subjective character of 

radical medical interventions beforehand. 

In contemporary medical ethics, understanding is a critical element of IC. Beauchamp 

and Childress [2019] identify it as one of seven necessary elements; Appelbaum [2007] 

likewise lists it among the criteria for decision-making capacity. If patients cannot form 
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accurate beliefs about the consequences of an intervention, the IC process fails. The 

TEUIC argument follows: 

• Premise 1: If IC is valid, all seven elements (including understanding) must be 

satisfied. 

• Premise 2: TEs are epistemically inaccessible; one cannot grasp WIL knowledge and 

thus cannot satisfy the understanding element. 

• Conclusion: In decisions involving TEs, IC cannot be valid. 

Villiger [2024] counters that “adequate” understanding suffices—openly discussing the 

epistemic gap allows patients to autonomously accept risk without perfect phenomenal 

knowledge. Cath’s claims [2018; 2025] support this, distinguishing three epistemic 

standards: Gold (direct phenomenal knowledge of one’s own experience), Silver 

(knowledge from relevantly similar experiences), and Bronze (non-phenomenal 

knowledge via testimony). On this view, Silver-standard knowledge may fulfill the 

understanding element in many cases. 

However, medicine frequently involves experiences so extreme that no prior analogy 

suffices—sensory loss, chemotherapy-induced perceptual shifts, or radical body-image 

changes (mastectomy, tracheostomy). As Chan [2024] notes, when gaining or losing a 

sense modality, the pre-transformed person can have no relevantly similar experience. A 

patient undergoing chemotherapy may describe a “horrible metallic taste” or “burning 

thirst” that defies prior imagination (Thomas, Healthtalk [n.d.]). In such Gold-standard 

requisite cases, Silver and Bronze standards cannot fulfill the understanding element. The 

re-TEUIC argument follows: 

• Premise 1: If IC is valid, all seven elements must be satisfied. 

• Premise 2: One cannot grasp WIL knowledge of TEs requiring the Gold-standard, 

and thus cannot satisfy the understanding element. 

• Conclusion: In decisions involving Gold-standard TEs, IC cannot be valid. 

For a significant subset of medical interventions, the understanding element of IC 

remains fundamentally unreachable. This does not mean we should abandon IC, but it 

demands philosophical reckoning with its limits in the face of TEs. 

---- 

 
References 

• Appelbaum, P. S. (2007). “Assessment of Patients’ Competence to Consent to Treatment”, The New 

England Journal of Medicine, 357(18): 1834–40. 

• Beauchamp, T. L. and Childress, J. F. (2019). Principles of Biomedical Ethics (8th ed.). Oxford 

University Press. 

• Cath, Y. (2018). “Knowing What It is Like and Testimony”, Australasian Journal of Philosophy; 

97(1), 105–120. 

• Cath, Y. (2025). “Transformative Experiences and the Equivocation Objection”, Inquiry; 68(2): 570–

591. 

• Chan, R. (2024). “Transformative Experience”, The Stanford Encyclopedia of Philosophy (Spring 

2024 Edition), Edward N. Zalta & Uri Nodelman (eds.), 

https://plato.stanford.edu/archives/spr2024/entries/transformative-experience/. 

• Egerton, K. and Capitelli-McMahon, H. (2023). “Transformative Experience and the Principle of 

Informed Consent in Medicine”, Synthese; 202, 65. 

• Harman, E. (2015). “Transformative Experiences and Reliance on Moral Testimony”, Res 

Philosophica; 92(2): 323–339. 

• Healthtalk. (n.d.). Thomas. Retrieved March 1, 2026, from https://healthtalk.org/interviewees/thomas/ 



  

• Hofmann, B. (2023). “Undermining Autonomy and Consent: The Transformative Experience of 

Disease”, Journal of Medical Ethics; 50:195-200. 

• Paul, L. A. (2014). Transformative Experience. Oxford University Press. 

• Paul, L. A. (2015). “Précis of Transformative Experience”, Philos Phenomenol Res; 91: 760-765. 

• Villiger, D. (2024). “Informed Consent Under Ignorance”, The American Journal of Bioethics; 

25(7):126-138. 

 

 

Who cannot say no: forced participation in preclinical and phase I clinical trials 

Katarzyna Żebrowska 

katarzyna.zebrowska@uj.edu.pl  

 

Ethical analysis of biomedical research has traditionally proceeded along two parallel 

tracks: one focusing on preclinical animal research, another on human clinical trials. 

Against this human-animal divide, Fisher and Walker (2019) identify shared structural 

features between preclinical research and phase I clinical trials on healthy volunteers. 

Building on their work, I propose a novel category of “Early Phases” to analyse problems 

characteristic to these stages. I argue that combination of health hazards and the absence 

of direct medical benefits for participants renders Early Phases a social practice in which 

few individuals would willingly participate in. It results in coercion to participate being 

inherent feature of these trials. 

Drug development progresses from preclinical animal studies to paid phase I clinical 

trials on healthy human volunteers, followed by phase II and III trials involving patients 

with targeted diseases. Ethical literature has long assumed a fundamental divide between 

animal and human research, rooted in alleged differences in moral status, cognitive 

abilities, research goals and methodologies. Recently, Fisher and Walker (2019) contest 

this human-animal divide. They demonstrate that preclinical and phase I trials share 

important structural features – research purpose, methodology, and lack of prospects for 

direct medical benefit for participants – that distinguish them from later stages involving 

human patients.  

This paper advances Fisher and Walker insight in two ways. First, I argue for an 

alternative categorisation of biomedical research for ethical analysis: into Early Phases 

(preclinical and phase I clinical trials on healthy volunteers), which offer no prospect of 

direct medical benefit to participants, and Advanced Phases (phase II and III clinical 

trials), which offer such benefits. Then, I show that by exposing participants to health 

hazards not compensated by medical benefits, Early Phases contravene the social values 

they ostensibly serve (health, longevity). This renders them a form of social practice that 

few individuals would be willing to voluntarily participate in, if presented with a real 

choice. To ensure sufficient enrolment, Early Phases must therefore rely on coerced 

participation – which constitutes their core ethical problem. 

In a fundamentally unjust society – such as ours – this coercion is realised by exploitation 

of pre-existing vulnerabilities. Preclinical research rely on speciesist norms that permit 

the physical coercion of animals into experimentation practice. Phase I trials, by contrast, 

use monetary inducement to exploit socioeconomic inequalities. They disproportionately 

recruit marginalised people – e.g. people of colour and migrants in the US – who are 

effectively coerced into participation in phase I trials as their best source of income 

(Elliott, 2017; Fisher & Kalbaugh, 2011). 
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The proposed categorisation facilitates a more detailed analysis of the relation between 

coercion, injustice and characteristic features of Early Phases. I argue that coercion is not 

merely contingent, but systematic and inherent feature of Early Phases, resulting from 

their paradoxical nature. Consequently, I argue that coercion can be eliminated from 

biomedical research only by abolishing trials without prospect of medical benefits. 

Within the existing research framework, the exploitation of social injustices as the source 

of coercion in phase I trials could be mitigated by alternative recruitment models.  

---- 
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What Counts as Health? An Integrative Functioning–Embodiment Framework 

Jolie Zhou 
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The integration of biotechnologies, especially embodied AI (e.g. neural prostheses and 

rehabilitative robots), into healthcare has increasingly challenged our understanding of 

health. For example, should a person be considered healthier with a computerised 

prosthesis or with maximally restored biology? Existing debates capture important 

aspects of health but offer no unified framework for such comparisons. 

I propose a two-dimensional framework: Integrative Functioning and Embodiment (IFE). 

 

For naturalism, health-related functioning often refers to the contribution of internal 

bodily parts or processes to individual survival or reproduction (e.g. Boorse 1977). 

Inspired by pluralistic naturalism (Lewens 2015), Integrative Functioning extends 

beyond the biological to include technological and environmental supports. Unlike 

existing naturalist accounts, however, it excludes reproductive functioning as essential to 

health and therefore concerns only mechanisms that sustain individual survival. 

Embodiment concerns the experience of being and having a body. A healthy body is 

typically 'transparent', whereas illness renders it hyper-present or alienating. 

Technologies can likewise become transparent once incorporated into one's body schema 

(Merleau-Ponty 2012). Meanwhile, perceptual factors, such as the feel of a prosthetic 

limb, and social roles or prejudice can heighten bodily hyper-presence: blindness may be 

more salient for a painter, and hostile stares may make a wheelchair user acutely aware of 

their body and equipment. 

Health obtains when neither Integrative Functioning nor Embodiment falls significantly 

below the average; ill health is a holistic condition rather than a biological trait per se. 

Three key elements within IFE:  

(1) Reproductive functioning may affect Embodiment but not Integrative Functioning. 

Even if reproduction is regarded as an organism's ultimate goal, this does not entail 
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balancing reproduction and survival when judging health: treating species-typical 

conflicts between survival and reproduction as 'healthy' risks the absurd conclusion that 

death is healthy, as illustrated by semelparous North American salmonids.  

Furthermore, health is an individual good, while reproduction is not necessarily an 

individual goal. Reduced reproductive functioning does not necessarily diminish health: a 

person with infertility may remain healthy in an inclusive society. Nor does high 

reproductive capacity guarantee health; for example, it is compromised when the 

pregnant body is stigmatised. 

(2) Social prejudice (SP), including internalised SP (self-blame), damages Embodiment 

and thus health, and calls for structural redress. Impaired functioning and embodied 

responses (e.g. discomfort with technological intrusion) can worsen prospects and might 

reinforce SP. This does not justify SP; rather, it implies that with adequate technological 

support, atypical bodies can sustain creative forms of life that serve as ‘counter-

stereotypical exemplars’ (Johnson 2024), helping erode unjust norms alongside other 

anti-prejudice strategies. 

(3) Both dimensions are measured against statistical typicality. Severe deficits in 

Integrative Functioning are unhealthy even if embodied affirmatively (e.g. embraced life-

threatening pregnancies), while profound disembodiment is unhealthy despite normal 

functioning (e.g. Body Integrity Identity Disorder). Gains in one dimension may follow 

alterations in the other; prosthetic amputation can improve well-being in BIID (Blom, 

Hennekam, and Denys 2012). This implies that IFE supports plural approaches to health 

enhancement, rather than privileging the restoration of original biological function. 

 

 

Is Moral Competence Really Declining? Conceptual and Normative Reflections on 

Medical Education 

Martin Zielina 

martin.zielina@lfmotol.cuni.cz 

 

Moral competence is commonly regarded as a key prerequisite for responsible clinical 

decision-making and professional integrity in physicians. Yet a growing body of 

empirical research across countries points to a paradoxical trend: instead of the 

anticipated development, moral competence appears to regress during medical education. 

This phenomenon raises important conceptual and normative questions. 

This contribution draws on two large-scale studies conducted at Czech universities 

employing Lind’s Moral Competence Test (MCT). The first study demonstrated a 

significant decline in moral competence between first-year and senior medical students, 

while commonly assumed variables such as gender and religiosity did not account for this 

pattern. The second study revealed a systematic difference between medical and 

psychology students, with psychology students displaying more stable or higher levels of 

moral competence. Additionally, an association was observed between decision time and 

moral competence among medical students, opening questions about the respective roles 

of intuitive and deliberative processes in moral reasoning. 

Rather than offering a purely empirical interpretation, the paper focuses on a 

philosophical analysis of the concept of moral competence itself. It examines whether the 

observed “regression” reflects a genuine moral deficit or, alternatively, a shift in 
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cognitive strategies, professional socialization, or epistemic frameworks characteristic of 

medical training. The discussion further addresses the tension between cognitive-

developmental accounts of morality and intuitionist theories of moral judgment, 

particularly in light of findings related to temporal aspects of decision-making and 

anxiety. 

I argue that the apparent decline in moral competence should not be understood merely as 

an empirical anomaly, but as a potential indicator of deeper normative and institutional 

dynamics within medical education. This perspective allows for a reconsideration of the 

role of ethics in medical education and reopens the question of what kind of moral 

rationality should be cultivated in clinical practice. 

 

 

Be fruitful and multiply" but beware of mismatches: ELSI issues in IVF labs in 

Israel  

Shlomit Zuckerman 

shlomitz2@tauex.tau.ac.il  

 

For cultural, historical and economic reasons IVF is a highly utilized process in Israel. 

Throughout the process of IVF, several procedures are involved in the procurement, 

manipulation, evaluation and culture of gametes and embryos and later its return to the 

patient. Each step of the process bares risk for adverse events. One significant risk is 

harm caused by mismatch of embryos. To ensure IVF safety, traceability and witnessing 

systems are used.  

Into this reality, an IVF embryo mix-up at Assuta Medical Center in Rishon Lezion 

emerged in September 2022 and raised a stormy ethical and legal controversy. An IVF 

patient became pregnant with an embryo that wasn't genetically hers or her husband's due 

to a medical error. The error was revealed during routine genetic testing showing no 

genetic linkage between the embryo to either parent. Despite that, the patient carried the 

pregnancy to term and gave birth to a baby girl named Sofia. The case sparked a 

prolonged legal and ethical debate over parental rights, with initial rulings in favor of the 

genetic parents based on their genetic linkage to Sofia. However, Israel's Supreme Court 

ultimately ruled in May 2025 that Sofia should remain with her gestational mother and 

father who raised her since birth, rejecting the genetic parents' custody appeal while 

encouraging the genetic parents to stay in contact with Sofia, despite the tension between 

the two couples.  

A Ministry of Health appointed committee studied the case. In this paper I will discuss 

the the findings of the MOH committee, my own experience as a medical risk manager 

and a similar process of evaluation I have been involved in as an ethical consultant 

regarding sperm banks in Israel that lead to modified guidelines established in the past 

year. I will focus on the ELSI of the two processes.  

I will conclude that a standard of identification and documentation focused on the lab 

notebook as opposed to the physician-patient relationship characterizes the Israeli IVF 

practice, and may be a leading reason for mismatch errors such as the case of Sofia.  
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Future-oriented chance prioritarianism: survival prospects as the distributive 

currency 

Tomasz Żuradzki 

t.zuradzki@uj.edu.pl 

 

Debates about distributive justice in healthcare commonly endorse the idea that the 

worse-off should receive priority, yet disagreement persists about how the worse-off 

should be identified. Two dimensions structure this debate: the temporal unit of 

evaluation (lifetime vs. time-slice assessments) and the currency of distribution (such as 

welfare, resources, or health outcomes). This paper develops a neglected possibility 

within this landscape: future-oriented chance prioritarianism, a view that treats 

individuals’ survival chances as the relevant currency of distributive concern.  

The paper is motivated by a pattern in many real-world decisions about preventive 

healthcare. Although priority-setting in therapeutic contexts is often guided by outcomes 

such as expected life-years or QALYs, preventive policies frequently focus on 

individuals’ risks of harm. During the COVID-19 pandemic, vaccination policies in most 

countries prioritized individuals with the highest probability of dying from infection, 

even when alternative allocations might have produced greater aggregate benefits—for 

example by preventing more infections or saving more life-years. Similar patterns appear 

in earlier debates about influenza vaccination. Such policies appear to prioritize 

individuals with worse survival prospects rather than those with the lowest lifetime 

welfare or those whose treatment would maximize aggregate health outcomes. This raises 

the question: what distributive principle can explain this pattern of prioritization? 

I argue that it can be interpreted as implicitly reflecting a form of prioritarian reasoning 

applied not to realized outcomes such as welfare or life-years, but to survival 

probabilities themselves. On this view, improvements in survival chances have 

diminishing marginal moral value: increasing survival probability matters more when an 

individual’s baseline chance of survival is low than when it is already high. Survival 

chances therefore function both as a measure of disadvantage and as the object of 

prioritarian weighting. 

The paper first situates this proposal within debates about lifetime and time-slice 

prioritarianism. It then develops a stylized vaccine-allocation case in which two cohorts 

differ both in their probability of infection and their infection fatality rate. The example 

shows that an important complication arises: the distributive verdict depends on how the 

relevant population is delineated—for example, whether priority is assessed across whole 

cohorts or only among those who will actually be infected. This raises the question of 

how the appropriate reference class should be determined when survival probabilities are 

used as the currency of distributive justice. I also briefly consider how different 

interpretations of probability (for example, propensity versus frequentist accounts) affect 

how survival chances are understood within this framework. Finally, I discuss what 

factors are relevant for assigning normative weight to risk concentration, that is, 

situations in which some individuals face substantially higher chances of serious harm 

than others. 
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