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Dear Readers, 
 

This address presents our readership with the second volume 
of the Rutgers Journal of Bioethics. Before surveying our program of 
articles, I announce with great pride the nomination and selection of 
our previous executive editors Ami Amin, Nate Jones, and Sajel Shah 
for the rOSCARS 2009 Student Involvement’s Awards and Recognition 
Program for their immense dedication, service, and leadership in an 
outstanding media publication. Setting our standards to reflect the 
excellence of our premiere issue, our current staff has been engaged 
in and committed to this project for many months in an effort to con-
tinue illuminating issues at the forefront of interdisciplinary contro-
versies betwixt philosophies and sciences. From gendered violence in 
South Africa regarding HIV prevention microbicides to ethical dilem-
mas in randomized clinical drug trials. From the National Commission 
for the Protection of Human Subjects of Biomedical and Behavioral 
Research to social stigmas linked to Sickle Cell Anemia based on racial 
profiling. From observing the paradigm shift from ethics to bioethics 
in a historical account of post-WWII technological progress to the 
brain/mind dilemma found at the intersection of theology and neuro-
science and to controversies surrounding genetically modified agri-
cultural technology and mandated distinctions between products. 
Although the spectrum of topics is broad, it is incredibly pertinent; the 
common thread being that all of these debates touch our daily lives in 
ways we may be unaware. 

The thematic directives suggested by the traffic signs illus-
trate that everyday people are the engines driving these scholarly dis-
cussions fueled by the agency knowledge provides. With this, I echo a 
challenge to our audience from the first volume: to think critically 
about these issues and to use knowledge as a guide for future courses 
and roads traveled. I thank and congratulate our authors for their 
willingness to delve into bottomless pits of research and to bring ethi-
cal dilemmas into spotlight. I would also not be able to present such a 
fully fleshed meditation on the importance of bioethics without the 
tremendous assistance of our organization’s faculty advisors, all of the 
associate editors, the editorial staff, and the Bioethics Society execu-
tive board. I therefore extend my perpetual gratitude and, without 
further discourse, introduce the Rutgers Journal of Bioethics. 

 

 
Sincerely, 

 
Maryann Murtagh 
Editor-in-Chief  
Class of 2012 



rather than science owns these implications.2 And 
since it would be expected to give ownership to 
science on the grounds that those in the humani-
ties would never build a bomb, the way to heal 
what Bronowski saw as an absurd division be-
tween the two was to show “the place of science in 
the canons of conduct which it has still to perfect.”3 
To this end, he analyzed the nature of the scientific 
activity as something that, like art, emerges from 
the human creative mind. Science, Bronowski ar-
gues, is the creation of concepts, such as gravita-
tion, which it then tests for its empirical truth to 
fact. “Truth is the drive at the center of science; it 
must have the habit of truth, not as a dogma but as 
a process.”4 This means that the values of science 
have come from the practice of science as the nec-
essary conditions of its practice.  

If truth is something “found not given,” that, 
Bronowski believes, calls for a society of scientists 
characterized by independence, originality, dissent 
and tolerance.5 These are the first needs of sci-
ence; they are also the values which science de-
mands of itself.  As a result, he insists that the 
practice of science entails within the society of 
scientists a tension between dissent and respect, 
between independence from the views of others 
and tolerance for them. And it is the tolerance, not 
of indifference, but of respect born of justice. 
“Science confronts the work of one man (sic) with 
that of another and grafts each on each; and it can-
not survive without justice and honor and respect 
between man and man.”6 Bronowski adds that if 
these values did not exist, the society of scientists 
would have had to invent them to make the prac-
tice of science possible. He asserts further that in 
societies where they were absent, science had to 
put them in place. 

Confronting the destruction of Nagasaki by 
atomic power, Bronowski asked whether science 
was responsible by corrupting our sense of values. 
The answer, he maintained, is to be found in un-
derstanding what scientists, as scientists, do and in 
revealing the conditions that make science possi-
ble at all. What we find are values not unlike those 
that alone make human survival possible. As he 
put it, human beings have asked for freedom, jus-

In 1979, the National Commission for the Pro-
tection of Human Subjects of Biomedical and Be-
havioral Research issued the Belmont Report 
(hereafter Belmont).  Developed in part as a cor-
rective to the problems associated with the Tuske-
gee Syphilis Study conducted between 1932-1972, 
Belmont more broadly laid out three key princi-
ples for the ethical conduct of research involving 
human subjects.  

The first principle, respect for persons, de-
clares that the individual subject is to be treated as 
an autonomous agent and as such must choose 
voluntarily to participate in the research. And to 
that end, the subject’s choice must be informed by, 
among other things, an understanding of the na-
ture and consequences of the research. The second 
principle, beneficence, declares that human sub-
jects should not be harmed. And to this end, the 
research is to be conducted in a way that maxi-
mizes the likelihood of benefit and reduces the 
probability of harm. The third principle, justice, 
declares that both the benefits and harms associ-
ated with the research are to be distributed fairly 
amongst research participants, as well as subse-
quent beneficiaries of the research. 

In 1991, fourteen departments and agencies of 
the US Federal Government jointly adopted with 
the Department of Health and Human Services the 
so-called “Common Rule” (45 CFR 46) for the pro-
tection of human subjects.  Belmont continues to 
this day to serve as the ethical frame of reference 
for understanding and applying the Common Rule 
for the involvement of human subjects in clinical 
research. 

In 1956, Jacob Bronowski published his Sci-
ence and Human Values.1  According to the author, 
the book was born of his visit to Nagasaki shortly 
after it was destroyed by an atomic bomb in 1945.  
Recalling the devastation he had witnessed, 
Bronowski acknowledged the power of science for 
good or evil, not here as something new in itself 
but new in the scale of our indifference to other 
humans.  Describing the devastation as 
“civilization face to face with its own implications,” 
Bronowski felt that as a matter of conscience it 
was necessary to determine whether civilization 



tice and respect precisely as the scientific spirit 
asserted itself. So the issue confronting us is not 
that human values cannot control a mechanical 
science. On the contrary, Bronowski argued that 
the scientific spirit is more human than the ma-
chinery of governments. “We have not let either 
the tolerance or the empiricism of science enter 
the parochial rules by which we still try to pre-
scribe the behavior of nations.”7 

Bronowski might have addressed this observa-
tion to the committee members who produced 
Belmont to prescribe the behavior of clinical inves-
tigators. They, like Bronowski, were responding to 
an appalling instance of human indifference to 
fellow human beings in the form of clinical re-
search.  But unlike Bronowski, they believed that 
the concept of values like respect for persons, be-
neficence and justice are inaccessible to science. At 
no point in their report do we find them discussing 
the nature of clinical research and its methods in 
the expectation of finding these values already 
imbedded there. They, unlike Bronowski, formu-
lated their response believing “that the concepts of 
science and those of ethics and values belong to 
different worlds.”8 Accordingly, they would have 
clinical investigators develop their research proto-
cols with scientific validity as their primary re-
sponsibility. Then they would have investigators 
submit the protocol to an authorized institutional 
review board (IRB) to assess the proposed re-
search for patient safety, using the three ethical 
principles enunciated in Belmont.  

Now since Belmont has been adopted as the 
ethical framework within which to conduct human 
subjects research, it has been supplemented by a 
growing body of regulation issued by the Office of 
Human Research Protections (OHRP). In part 
these regulations are a response to the evolving 
nature of clinical research. Historically organized 
around Phase I studies to verify the safety and an 

acceptable dose level of an experimental drug, 
Phase II studies to verify the efficacy of an experi-
mental drug, and Phase III studies to verify the 
efficacy of an experimental drug in comparison 
with standard of care treatment, clinical research 
now includes Phase 0 studies that verify whether 
an experimental drug is affecting a targeted bio-
marker in a human subject.  These research phases 
are methodologically connected so that what is 
verified in Phase 0 provides the basis for Phase I 
and so on through the four phases. But it is also 
clear that these regulations reflect the Belmont 
assumption that clinical research lacks an inherent 
ethical compass which, as a result, has to be pro-
vided for from an external source. 

To counteract this mistaken assumption, there 
is a clear need to formulate what in Bronowski’s 
terms would be an ethic for clinical research de-
rived directly from its own activity.  Like science in 
general, clinical research involves a society of sci-
entists.  But in the case of clinical research, this 
society also includes patients who, as human sub-
jects, serve as collaborators in the research. Cen-
tral to this collaboration is what Paul Ramsey 
called the canon of loyalty.9 The canon entails re-
spect for persons, mutually incumbent on patient 
research subjects and investigators as members of 
a research community.  It also entails beneficence 
because of the fiduciary responsibility of the inves-
tigator as physician to secure the best interests of 
the research subject as patient.  In turn, this col-
laboration lies at the center of the research proto-
col which dictates the conduct of the research on 
the basis of the axiom that, following Bronowski, 
derives from, and of necessity informs clinical re-
search itself as a communal enterprise: “We 
OUGHT to act in such a way that what IS true can 
be verified to be so.”10 The axiom is in effect a dec-
laration that the practice of science as the pursuit 
of truth to fact requires the practice of virtue in the 
form of the habit of truth.  

On the assumption that the research protocol 
itself possesses implicitly this inherent ethic, it is 
reasonable to think that we can make the ethic 
explicit by a systematic analysis of the principles 
from which clinical trial design is derived.11 Bel-
mont may call for respect for persons, beneficence, 
and justice.  But this analysis will show that the 
principles of clinical trial design already require 
their practice. According to Nottage and Siu, these 
principles include the research question being 
asked and the hypothesis which expresses the 
question in testable form. That in turn accounts for 
dependent and independent variables, as well as 



the null hypothesis.12 

Nottage and Siu add that the principles of clini-
cal trial design also include internal and external 
validity, and trial conduct. Internal validity re-
quires the means by which the research findings 
can be determined to be an accurate reflection of 
what is true in reality. They argue that it also calls 
for protection against systematic bias in study de-
sign, valid and reliable means to measure a study’s 
end points, and valid tools, including statistical 
evaluation, for the analysis of the findings. Exter-
nal validity, they continue, is chiefly concerned 
with the universalizability of the research findings 
for clinical practice, as well as their compatibility 
with existing scientific evidence. Trial conduct is 
the empirical testing of truth to fact as dictated by 
the research protocol. Both internal and external 
validity depend on the fidelity of the actual con-
duct of the trial to research design as formulated 
in the research protocol. Here, inclusion and exclu-
sion criteria for the enrollment of study subjects 
will be critical. Equally critical are the reporting 
and follow-up measures for enrolled subjects. In 
the interests of replicability, the description of the 
treatment plan or intervention is essential. So also 
are the appropriate methods for blinding and ran-
domization when integral to the study design. The 
measurement of outcomes, accurate toxicity data, 
and the assessment of subjects’ and investigators’ 
compliance with study requirements are also es-
sential.  Having laid out these principles, Nottage 
and Siu conclude: “Thoughtful formulation of the 
research question, selection of an appropriate trial 
design and study end point, assurance of data 
quality, valid statistical evaluations and analyses, 
and judicious reporting will enable dissemination 
of valuable information to the oncology litera-
ture.”13 

 The traditional view of things has been to say 
that in concert these elements function simply at a 
technical level to secure the technically (i.e. non-
moral) successful working of a clinical trial.  But 
viewing them through Bronowski’s prism, it be-
comes possible to understand that at a deeper 
level they constitute the very conditions for the 
ethical conduct of the trial and embody the moral 
imperative: “We ought to act in such a way that 
what is true can be verified to be so.” If this is an 
ethic for science in general, it is also an ethic for 
clinical research that comes directly from its own 
activity and that requires of clinical investigators 
and research subjects ethical behavior in the form 
of the practice of the habit of truth. The values of 
science derive neither from the virtues of its mem-

bers, nor from the finger-wagging codes of conduct 
by which every profession reminds itself to be 
good. They have grown out of the practice of sci-
ence, because they are the inescapable conditions 
for its practice.14 
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Introduction 
The world’s nations are divided into two cate-

gories regarding genetically modified (GM) grains: 
countries that mandate the labeling of GM grains 
domestically and countries which do not. This rift 
results primarily from diverging regulatory re-
gimes in the U.S. and European Union (EU), with 
other countries taking one side or the other. This 
divide is problematic both for industries that wish 
to import grains from countries which allow the 
cultivation of GM crops and for GM crop producers 
who may not be required to label their crop do-
mestically but would like to export to countries 
with labeling regulations. Labeling requires that 
suppliers have access to grain lots whose GM grain 
content can be accurately ascertained. Since nei-
ther the U.S. regulatory1 nor the EU Food Safety 
Authority Scientific Panel on Genetically Modified 
Organisms2 considers currently approved GM 
crops to pose novel health risks when compared to 
non-GM crops, food safety regulations should not 
be applied to distinguish between GM and non-GM 
crops. Furthermore, the U.S. National Research 
Council’s opinion that “a priori there is no strict 
dichotomy between the possibility of environ-
mental hazard associated with releases of culti-
vated plants with novel traits and the introduction 
of nonindigenous plant species”3, precludes a sci-
entific distinction between GM and non-GM crops 
based on environmental concerns without draco-
nian regulation against a myriad of non-native, but 
economically important, agricultural products (e.g. 
rice, wheat, barley, rye, apples, oranges, almonds, 
etc.). This lack of a clear scientific basis to regulate 
GM and non-GM materials within the human and 
environmental health framework traditionally 
utilized by food safety authorities raises the spec-
ter that an additional system of regulation would 
be necessary to achieve GM labeling. Equally prob-
lematic, a vastly more conservative level of risk 
assessment may be invoked (i.e. the Precautionary 
Principle) to force labeling. Though these systems 
are unavoidable within some nations domestically, 
their adoption at an international level is likely to 
be unsatisfactory to many nations. The goal of this 
paper is to suggest another option: a system of 
certifying and labeling grains for export that is 

divorced from the rationale for labeling. Individual 
countries can retain the right to determine which 
GM grains are acceptable, but once a country has 
approved a grain, the system presented herein will 
provide a simple and testable method for deter-
mining GM grain presence. 
Why Grains? 

Since the only consistent material difference 
between a GM grain product and its non-GM coun-
terpart is the presence of the inserted gene(s) 
coded into the organism’s DNA, only whole grains 
with intact DNA can be tested for GM presence. 
Therefore, products which contain processed GM 
grains are often difficult, if not impossible, to dis-
tinguish from identical products which contains 
non-GM grains because processing degrades DNA. 
This paper focuses specifically on whole grains 
which are traded on international markets to en-
sure that it is possible for the product on the mar-
ket to be determined as GM or non-GM at each 
step from field to export. Individual countries can 
then decide how to trace/label GM grains after 
import as determined domestically. 

 
Developed Country Concerns 

In developed countries, the divergent policies 
of the U.S. and the EU have polarized GM crop pol-
icy and acceptance. Though transgenic biotechnol-
ogy research in both the public and private sectors 
is robust on both sides of the Atlantic, there are 
stark differences in implementation of this tech-
nology. As of 2008, the U.S. cultivated 62.5 million 
hectares of GM crop while the EU cultivated less 
than 0.4 million hectares.4 The economic desire of 
the U.S. to remain in the GM crop business stems 
from cost savings, higher yield at the farm level, 
and the income generated by seed companies in 
the biotech sector. During the harvest years from 
1996-2000, GM crop farm income benefits in the 
U.S. were $7.5 billion for soybeans and $2.7 billion 
for maize. In Canada, another major GM crop pro-
ducer among the developed countries, the main 
GM crop, canola (rapeseed), benefited from an ad-
ditional $790 million over the same period.5 Fur-
thermore, the U.S. and Canada desire to benefit 
from the environmental benefits which have been 
attributed to GM crops. For example, the use of BT 



crops has lead to dramatic decreases in the 
amount and frequency of pesticide application. In 
the U.S., pesticide application frequency decreased 
by 3-6 fold and raw pesticide application de-
creased by over 1,000,000 tons of raw product 
over a 10 year period as a result of using GM cot-
ton. In addition, GM soy farms utilize less (and less 
toxic) herbicides and are more successful in prac-
ticing low and no till farming, a great boon for soil 
conservation.6 

Though several theories have sought to utilize 
differences in cultural ideologies (e.g. desire for 
“natural” foods, accustomedness to food technol-
ogy, and economic preferences) to explain the 
regulatory differences leading to this imbalance, it 
has become increasingly evident that the overrid-
ing factor driving the polarization of U.S. and EU 
GM policy lies in recent changes in the politics of 
risk regulation within the EU. Since the 1980’s, 
cultural forces within the burgeoning EU com-
bined with pronounced regulatory failures (e.g. 
Mad Cow Disease) have led European regulatory 
policies to become “highly contentious and charac-
terized by a suspicion of science and a mistrust of 
both government and industry.”7 Consequently, 
the arrival of GM grains in Europe has been met 
with skepticism and open hostility. Although fears 
of the negative human and environmental health 
impacts of GM products have largely been allayed 
by the opinion of respected scientific institutions 
including the U.S. National Research Council and 
the European Food Safety Authority Scientific 
Panel on Genetically Modified Organisms, EU regu-
lators and citizens remain wary of GM products. 
Legislatively, this has resulted in the adoption of 
Regulation (EC) No 1829/2003, which mandates 
the labeling of GM grains and directs risk assess-
ment under Regulation (EC) No 178/2002 accord-
ing to the Precautionary Principle (PP). The PP is 
thereby invoked in… 

Specific circumstances where, following 
an assessment of available information, 
the possibility of harmful effects on 
health is identified but scientific uncer-
tainty persists, provisional risk manage-
ment measures necessary to ensure the 
high level of health protection chosen in 
the Community may be adopted, pending 
further scientific information for a more 
comprehensive risk assessment.8 

Dissimilarly, GM grains in the U.S. are assessed 
under the principle of Substantial Equivalence, 
which “provides the framework for a comparative 
approach to identify the similarities and differ-

ences between the GM product and its comparator 
which has a known history of safe use.”9 Under 
Substantial Equivalence a wide variety of GM con-
taining products have been introduced in the U.S. 
and remain available without much fanfare; how-
ever, it is unclear if American public acceptance 
stems from a true optimism regarding GM technol-
ogy or ignorance about the pervasiveness of GM in 
the food supply.10 Regardless, the U.S. and Canada 
have affirmed their intent to continue production 
of GM crops despite the reservations of other de-
veloped country trading partners.    

Developing Country Concerns  
Unlike many other areas of trade dispute, the 

GM crop divide does not fit the paradigm of devel-
oped country vs. developing country. In fact, the 
largest GM crop producing countries, listed  in de-
scending order of area planted in 2007 are the U.S., 
Argentina, Brazil, Canada, India, China, Paraguay, 
South Africa, Uruguay, the Philippines, Australia, 
Spain, Mexico, Colombia, Chile, France, Honduras, 
the Czech Republic, Portugal, Germany, Slovakia, 
Romania and Poland.11 Developing countries gen-
erally can be characterized as having a rather 
pragmatic view of GM technology but there is a 
trend of polarization that is linked to the trans-
Atlantic US/Canada vs. EU divide.12 Developing 
countries who plant GM crops are attracted to the 
same benefits as developed countries including 
increased yield and profits, simpler farm manage-
ment, and various environmental benefits. For 
example, income gained by planting GM soybean in 
Argentina was calculated at $300 million in 200113 
and has led to greater adoption of low and no-till 
farming.14 The current generation of GM crops has 
also been shown to have positive farmer health 
effects associated with decrease in toxic pesticide 



use. In China, GM cotton farmers suffer pesticide 
poisoning up to 6 times less frequently than farm-
ers of non-GM cotton.14 In addition to the benefits 
of growing GM crops created in developed coun-
tries, several developing countries are investing 
heavily in domestic GM crop research. As of 1999, 
public research investment in GM crops in China 
totaled $112 million representing close to 10% of 
the national crop research budget. These funds 
went to GM development in a multitude of crops 
including cotton, rice, wheat, maize, potato, to-
bacco, chili, tomato, and melon. Other developing 
countries investing in GM crop research include 
Brazil and India.15 Finally, many developing coun-
tries hope to benefit from next generation GM 
crops, which are poised to provide a myriad of 
benefits to consumers including increased nutri-
tional content and better taste. They are also being 
designed as an adaptation technology to mitigate 
crop performance under the environmental 
stresses expected as a result of climate change.  

As in developed countries, the benefits of GM 
crops must be weighed against their potential 
negative consequences. These may include unin-
tended toxicity or allergenicity to humans and ani-
mals, pesticide resistance in weeds and insects, 
and loss of biodiversity due to transgene escape. 
Although the nature and mechanism of these ef-
fects do not appear significantly different from 
those associated with conventional crops,16, 17 sev-
eral developing countries have adopted a skeptical 
view of GM crops akin to the EU stance. The most 
dramatic incident of the GM-skeptical view in the 
developing world occurred in 2002 when severe 
drought led to reports that as many as 15 million 
people in the southern African nations of Zambia, 
Zimbabwe, Lesotho, Malawi, Mozambique, Angola, 
and Swaziland were starving. The global commu-
nity responded swiftly with food aid, but it was 
quickly reported that a large percentage of the aid 
(unmilled maize from the U.S.) was transgenic. 
Malawi, Mozambique and Zimbabwe agreed to 
take the grain only after it had been milled, thus 
eliminating the possibility of transgene contamina-
tion should any of the seed be planted. Lethoso 
and Swaziland accepted the unmilled maize. After 
consultation with EU scientists, and despite US 
assertions that Americans had been eating the 
grain since 1996, Zambia rejected the aid out-
right.18 When the U.S. was pressed to provide food 
aid that did not contain GM grain “it argued that 
sufficient supplies on non-GM food aid were not 
available: the United States does not segregate GM 
and non-GM grains”.19  

International GMO Trade Agreements and Con-
flicts  
The Cartagena Protocol on Biosafety 

The international community has attempted to 
resolve the GM debate on several occasions. The 
most relevant international treaty is the Cartagena 
Protocol on Biosafety which came into force on 
January 29, 2000. The Protocol seeks to reconcile 
the tension between importing and exporting 
countries by reinforcing the rights of importing 
countries to reject GM products on environmental 
and heath grounds while recognizing the benefits 
of GM trade. However, the Protocol relies heavily 
on the Precautionary Principle. The Protocol ap-
plies to the “trans-boundary movement, transit, 
handling and use of living modified organisms 
[LMOs] that may have adverse effects on the con-
servation and sustainable use of biological diver-
sity, taking also into account risks to human 
health.”20 Interestingly, the Protocol’s writers 
could not agree on which term to use to describe 
genetically engineered organisms (e.g. GMO, GM, 
GE, biotech, transgenic). Consequently, the term 
LMO was invented as a catch all. The Protocol re-
quires advanced notice of GM shipment to the im-
porting country. The importing country can then 
refuse the regulated good on the basis of a risk 
assessment system which takes into account 
threats to biodiversity and human health. The Pre-
cautionary Principle is invoked Article 10.6, which 
states that “lack of scientific certainty due to insuf-
ficient relevant scientific information and knowl-
edge…shall not prevent that Party from taking a 
decision, as appropriate, with regard to the import 
of the living modified organism in question.”20 Ulti-
mately, this sort of language proved incompatible 
with the concerns of several major GM exporters. 
The U.S. and Russia did not sign the Protocol while 
Argentina, Canada and Australia signed, but did 
not ratify. The inability of the Protocol to resolve 
the underlying issue, a well defined and accepted 
method of risk assessment, left the door open to 
continue the dispute in the WTO.21 
EC Biotech 

In 2003, the U.S., Canada, and Argentina 
brought a case against the EU in the World Trade 
Organization (WTO), the so called EC Biotech Case. 
The complainants asserted that a de facto morato-
rium against GM crop importation by the EU vio-
lated the provisions of the Sanitary and Phytosani-
tary (SPS) Agreement. The WTO agreed with the 
complainants that the moratorium was a delay 
measure not aimed at achieving sanitary or phyto-
sanitary protection and hence was not a valid “SPS 



measure” under Articles 5.1 or 2.2. Furthermore, 
the EU moratorium led to undue delays in the ap-
proval process for the GM products that were in-
consistent with Annex C(1)(a) and Article 8 of the 
SPS. Finally, the WTO panel found that the EU 
acted inconsistently with SPS Articles 5.1, 2.2 and 
5.7 since “the record did not indicate that there 
was insufficient evidence to conduct a risk assess-
ment.”22 On the surface, the complainants seem to 
have won a victory for GM export, but the narrow 
scope of the WTO’s decision, which did not force 
the EU to accept GM products which had not al-
ready been approved, severely limited the impact 
of the findings. The WTO did not offer any guid-
ance as to how risk assessment should be con-
ducted for GM crops, leaving the EU free to apply 
the Precautionary Principle in its regulatory proc-
ess. Neither did the WTO indicate that the EU man-
dated labeling of GM products was a violation un-
der WTO law. Since European consumers, and 
hence European manufacturers, are loathe to ac-
cept products bearing labels declaring the pres-
ence of GM grains, labeling ensures a lack of de-
mand for GM grains for import to the EU. 

Unfortunately, neither the Cartagena Protocol 
nor the WTO decision in EC Biotech have success-
fully established an international system for the 
regulation of GM products. In fact, German and 
French bans of GM crops approved by the EU indi-
cate that harmonization of regulatory regimes is 
unlikely within the EU, let alone the rest of the 
world. The EU may even go so far as to allow its 
member states to ban GM varieties approved by 
the EU.23 For the time being, it seems that an inter-
nationally acceptable consensus for regulating GM 
crops is out of reach. For the foreseeable future, 
the only way for GM exporting countries to export 
to GM skeptical nations (assuming those countries 
haven’t banned GM completely) will be by accu-
rately labeling GM grains. For labeling to function 
properly, a simple and verifiable certification sys-
tem must be put in place.  
 
U.S. Standards for Grain - a Model? 

In order to export approved GM grains to the 
EU and to certify that certain shipments contain no 
GM grains, the U.S. has added simple protocols 
onto its existing system of grain quality certifica-
tion under the United States Grain Standards Act 
(USGSA). Since most GM grain exporting countries 
have procedures for ascertaining quality similarly 
to the U.S. system, it would be reasonable for other 
exporting countries to adopt similar systems to the 
U.S. to facilitate GM grain labeling. 

What are the U.S. Standards for Grain? 
The USGSA of 1916 authorized the Grain In-

spectors, Packers and Stockyards Administration 
(GIPSA) to establish official marketing standards 
for grains and oilseeds. Changes to the law were 
adopted in 1968, 1978 and in the Grain Quality 
Improvement Act of 1986. Each of the GM grain 
crops currently approved for market (i.e. maize, 
soy, rice, and canola) is also subject to the Official 
U.S. Standards for Grains under section 810 of the 
USGSA. The USGSA establishes marketing stan-
dards which primarily describe physical character-
istics of the grain (e.g. weight, damaged kernels, 
foreign material, color) to serve as contract lan-
guage. The levels of certain substances of health 
concern are also addressed (e.g. presence of toxic 
contaminants such as castor bean or ergot, and the 
presence of animal filth). Under the USGSA, do-
mestically marketed grains may be officially in-
spected by federal inspectors or certified state 
inspection agencies on a fee-for-service basis. This 
is not a federally subsidized service. It is also not 
compulsory. It therefore poses no burden on the 
taxpayer, is responsive to consumer desire, and 
attractive to industry since it allows participating 
suppliers to determine the most appropriate and 
cost effective means of GM and non-GM grain seg-
regation.  

The establishment of a new “GM-free” grade 
for each grain would be a simple addition to the 
existing system. The USGSA assigns definitions to 
each grade of the grains covered in the act. Each 
grade is assigned a number, with 1 being indica-
tive of the highest quality. An inferior grain is de-
fined as ‘sample grade’. Some qualities are de-
scribed in terms of their relative percentage in a 
sample or as a raw count among the grains in the 
sample. For example, the grading system for ca-
nola under section 810.304 of the USGSA dictates 
that grade 1 of canola can contain no more than 
0.1% heat damaged kernels, 0.005% ergot and 
0.005% sclerotinia. It also cannot contain more 
than 3 counts (i.e. occurrences) of animal filth or 1 
count of an unknown foreign substance among the 
grains. It cannot contain any pieces of glass. It is 
quite easy to imagine adding a GM qualifier to each 
class such that the class for each grain would be its 
number under the existing system with a GM, if 
GM grain is included, and without a GM, if there is 
no GM grain. For example, class 2 canola contain-
ing GM grains would be assigned the class 2GM, 
whereas class 1 canola containing no GM grains 
would be assigned simply class 1.24 

Admixture Allowance 



The most contentious issue of involving the 
USGSA this way would probably be the setting of 
acceptable levels of admixture of non-GM grains 
by GM grains. GIPSA has already established a 
process for sampling and testing for certain GM 
traits such as the LibertyLink® in rice for export 
to the EU.24 The testing methodologies are based 
on the simple polymerase chain reaction (PCR) 
procedure which could easily be applied to other 
approved GM grains. Since a reasonable detection 
method already exists, the limit of permissible ad-
mixture is really the only difficult decision that 
would be necessary in instituting this framework.  

There are essentially two options that make 
sense for establishing limits. The first, and sim-
plest, is to have a zero tolerance approach. Since 
PCR is an incredibly sensitive method which can 
detect minute amounts of inserted genes in large 
samples of grain, all that would be necessary 
would be to extract DNA from a bulk sample of 
grain and perform transgene sensitive PCR. Any 
positive result would necessitate a GM label. The 
second approach would be to adopt the limits set 
on the percentage of grains of other classes al-
lowed in the standards. For example, grade 1 
wheat is allowed to contain 1% wheat of a con-
trasting class, 2% for grade 2 wheat, 3% for grade 
3 wheat, and 10% for grades 4 and 5. Since any 
approved GM grain is not known to have any ad-
verse health effects, the presence of some GM 
grains in an otherwise GM-free grain sample is less 
contamination than a mixing of different qualities. 
Therefore, there is no ethical problem of adopting 
such a system. In fact, the current EU regulations 
do allow admixture of 0.9% GM grains. Though, it 
would be more difficult to quantify the percentage 
of GM grains among non-GM grains in the testing 
laboratory, this could be accomplished either via a 
quantitative PCR method or through testing a large 
number of individual grains via standard PCR to 
establish the percentage of GM kernels or seeds. In 
any case, this kind of system could effectively be 
utilized to certify grain lots according to the mar-
ket or legislated needs of the importing country 
without dictating cultivation or segregation prac-
tices to the exporting country. The agricultural 
industry within the exporting country would be 
free to determine the most efficient, and cost effec-
tive, practices for complying with regulations or 
market demands in importing countries. Further-
more, there would be no need to develop a com-
prehensive multilateral agreement on risk assess-
ment or rationale for dealing with GM grains. 
Countries would simply need to agree on technical 

standards for the labeling process. These could 
then easily be incorporated into an existing inter-
national standards system such as the Codex Ali-
mentarius. 
 
Conclusions  

Barring a change in regulatory philosophies, a 
binding international agreement on GM grains and 
their products is unlikely to materialize. In the 
meantime, the straight forward certification sys-
tem presented here, divorced from the rationale 
for GM regulation, will allow those countries which 
are comfortable with GM grains to trade on the 
international market. This would allow the agricul-
tural sector in crop producing regions to deter-
mine the best practices for producing GM grains in 
response to the international market without con-
tentious international trade regulation. At the 
same time, individual countries would continue to 
regulate GM crops domestically until an interna-
tional consensus emerges.  
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Originally written as a doctoral dissertation at 
the University of Vienna, Gödel’s Incompleteness 
Theorem was completed in 1929. Within this 
work, Gödel posed an open problem framed 
around the question of “whether a certain system 
of axioms for the first-order predicate calculus is 
complete. In other words, does it suffice for the 
derivation of every statement that is logically valid 
(in the sense of being correct under every possible 
interpretation of its basic terms and predicates)? 
Gödel arrived at a positive solution to the com-
pleteness problem and with that notable achieve-
ment commenced his research career.1 Gödel’s 
Incompleteness Theorem as a phenomenon is in 
no way limited to the scope of first order logic. As 
seen in contemporary and interdisciplinary appli-
cation, Gödel’s theorem overlooks aspects of the 
discussion at the intersection between religion and 
science. The contradiction of modern science is 
that while it makes progress in deciding where it 
stands in relation to the human mind and its con-
sciousness, it neglects to understand the human 
mind and its consciousness scientifically. H. 
Morowitz addresses two paradigmatic shifts in 
science in his essay, “Rediscovering the Mind”2 by 
focusing on the pre-classical to classical movement 
and the classical to modern movement. These 
shifts are significant to the intersection of religion 
and cognitive neuroscience because each shift al-
ters the relationship between the two and brings 
about a new way of understanding each. Pre-
classical science and modern science share the 
claim that the mind is separate from the brain and 
cannot be reduced to materialism or explained 
using strictly physical language. Classical science 
over the past hundred years, however, has brought 
conflict to this discussion in attempting to reduce 
the human mind to biological language because it 
then remains incomplete in all its effort of expla-
nation. This paper seeks to analyze H. Morowitz’s 
proposal that while scientific progress remains 
crucial to the progress of humanity, it is impera-
tive not to thrust science forward without under-
standing both the religious and philosophical im-
plications of doing so. As Morowitz argues, “to un-
derrate the significance of the appearance and 
character of reflective thought is a high price to 

pay in order to honor the liberation of science 
from theology by our reductionist predecessors 
several generations back."3 The crux of this article 
is to show that the progress of science is intended 
for the progress of humanity and not the other 
way around. This is important because the scien-
tific goal of human consciousness understanding 
itself in a reducible way through physical material-
ism changes the way human beings understand 
themselves and the continuity of their human ex-
perience.     

While H. Morowitz neutrally demonstrates the 
historical points of tension and points of accord 
between religion and cognitive neuroscience by 
categorizing them as either conflicted or inte-
grated within the past hundred year timeframe, N. 
Murphy pursues a contemporary solution in her 
essay, “Nonreductive Physicalism: Philosophical 
Issues."4 She offers “nonreductive physicalism” as 
a position of integration at the crucial intersection 
between religion and science and sets the bounda-
ries as “the acceptance of ontological reduction-
ism, but the rejection of causal reductionism and 
reductive materialism. Applied to the specific area 
of studies of consciousness, it denies the existence 
of a nonmaterial entity, the mind (or soul) but 
does not deny the existence of consciousness or 
the significance of conscious states or other mental 
phenomena.”5 This suggests that while an individ-
ual has the ability to experience mental phenom-
ena, this phenomenon is experienced through con-
sciousness and consciousness is reducible to 
physical terms. Even though the mental phenom-
ena may not be reducible, the means of experienc-
ing the mental phenomena (i.e., consciousness) is. 
Murphy’s nonreductionist account is unique from 
other kinds of physicalism however, because of its 
acceptance of the concepts of “emergence and su-
pervienence6,” which are the ways these mental 
phenomena occur within consciousness. These 
terms describe how the certain mental phenomena 
itself can superimpose on the neural activity of 
consciousness without being reducible to it. She 
defends nonreductive physicalism as a scientific 
theory because while the meaning of the mental 
phenomena superimposes the consciousness, the 
same neural activity occurs for all human experi-



ence. The crux of nonreductive materialism in the 
larger context of the religion and cognitive neuro-
science discussion therefore, protects the pursuit 
of classical science to define consciousness in ma-
terialistic language while allowing the meaning of 
events to remain intact and irreducible. 

In his article “Brain, Mind, and Spirit,”7 J. Jones 
argues that although he agrees with the non-
reductive physicalist notion of “top-down causali-
ty8” as in from the mind to the brain or in Mur-
phy’s terms, from the mental phenomena to the 
neural activity of consciousness, he does not find 
that non-reductive physicalism offers a viable the-
ory of cause. J. Jones criticizes N. Murphy’s non-
reductive physicalism as an incomplete solution to 
the question of understanding consciousness be-
cause it does not address the issue of mental cau-
sation. J. Jones further argues that non-reductive 
physicalism is incomplete in the way that Göedel’s 
Theorem is incomplete. As J. Jones explains, 
“Formal systems of reasonable complexity cannot 
validate all their assumptions and claims and are 
‘incomplete’ in that sense. [Göedel’s] investiga-
tions included claims within a formal system that 
referred to that system itself, thus involving him in 
the problem of self-reflexiveness and leading him 
to conclude that there is an inherent incomplete-
ness in any account involving self-reflexiveness.”9 
Goedel’s Theorem of Incompleteness as described 
by J. Jones explains that non-reductive physicalism 
cannot be a complete theory of consciousness be-
cause it relies on the assumption that conscious-
ness is reducible to neural activity. Murphy does 
not provide an explanation for distinguishing men-
tal phenomena from consciousness or how con-
sciousness proceeds into the function of neural 
activity. Similar to what Gödel’s Theorem demon-
strates, Murphy uses the self-reflexiveness of con-
sciousness to understand the consciousness de-
scribed in her theory. In doing so however, she 
fails to provide an accurate description of the 
process of consciousness, which severely weakens 
and renders her stance incomplete because of its 
tautological structure. 

The purpose of this paper is to illustrate that 
while J. Jones provides a valid assessment of non-
reductive physicalism as incomplete in accordance 
with Gödel’s Incompleteness Theorem, it is possi-
ble to establish a means of completing Gödel’s 
Theorem and thereby a sound position explaining 
mental causation without using self-reflexivity. As 
J. Jones reveals, “the study of consciousness may 
contain a limitation that can never be completely 
resolved, since we are using the brain to study the 

brain and using the categories of cognitive proc-
essing to study the categories of cognitive process-
ing.”10 It is not difficult to fall into the tautological 
trap that Murphy falls into because mental causa-
tion is paradoxical by its very nature. Murphy as-
serts that mental phenomena supervenes neural 
activity and that mental phenomena is also a part 
of consciousness; if consciousness is reducible to 
neural activity, however, then mental phenomena 
also do not supervene neural activity. The reader 
is left with Murphy’s tautology that mental activity 
both does and does not supervene neural activity. 
This tautology found in Murphy’s “Non-reductive 
Physicalism: Philosophical Issues” is not the same 
as the paradox found in Jones’ “Mind, Brain, and 
Spirit.” The paradox of the mind-brain studying 
the mind-brain requires self-reflexivity in the way 
that Murphy’s tautology does, but the self-
reflexivity of this paradox does not cause inherent 
incompleteness as Gödel’s Theorem prescribes. 

One possible solution for completing Gödel’s 
Theorem loops back to Morowitz’s article, 
“Rediscovering the Mind”11 where Nobel laureate 
Eugene Wigner proposes, “the scientific study of 
the world led to the content of consciousness as an 
ultimate reality.”12 This stance advocates that if 
science is seeking to explain consciousness in a 
reducible, physicalist way, then science is implic-
itly seeking to explain ultimate reality in a reduci-
ble, physicalist way as well. Because both religion 
and science have a stake in the category of ulti-



mate reality, if ultimate reality is explainable in 
entirely materialistic language, this bears serious 
implications on religion. The discussion between 
science and religion will become non-existent be-
cause the elimination of religion leaves room for 
neither “conflict” nor “integration.” For scientists 
to propose a complete theory of consciousness, 
however, requires a certain level of self-reflexivity 
because it calls for a scientist to use his or her own 
consciousness to create the theory that reduces 
consciousness into physicalist language. Because 
the concept requires a certain level of self-
reflexivity to comprehend the theory and it must 
be comprehended using one’s own consciousness, 
the theory is incomplete. If the theory is an incom-
plete one, it falls under Gödel’s Incomplete Theo-
rem and further falls under the group of theories 
that N. Murphy’s argument does: propositions for 
complete account of consciousness that end as 
tautologies. 

Morowitz illustrates that consciousness can 
reflect upon consciousness in a non-tautological 
way and provides the insight that while classical 
science promotes physical science as “the first 
principle of life,” modern science promotes con-
sciousness as “the first principle of life;” especially 
as demonstrated in quantum mechanics. Morowitz 
claims that  

“First, the human mind, including con-
sciousness and reflective thought, can be 
explained by activities of the central nerv-
ous system, which, in turn, can be reduced 
to the biological structure and function of 
that physiological system. Second, biologi-
cal phenomena at all levels can be totally 
understood in terms of atomic physics, 
that is, through the action and interaction 
of the component atoms of carbon, nitro-
gen, oxygen, and so forth. Third and last, 
atomic physics, which is now understood 
most fully by means of quantum mechan-
ics, must be formulated with the mind as a 
primitive component of the system.”13   

This signifies that although consciousness is 
currently the most complex scientific pursuit at-
tempting to be explained, once it has been reduced 
to materialistic language, the complex system of 
consciousness itself is required to understand it-
self in reduced terms. In this way, perhaps Eugene 
Wigner is accurate in suggesting that conscious-
ness is the ultimate reality because although it can 
be explained in physicalist terms, consciousness 
itself can never be reduced. It must be accepted 

therefore that consciousness is more fundamental 
than even the most “hardcore materialism that 
characterized the nineteenth century”14 because it 
requires itself in its total complexity to understand 
even the most reduced scientific explanation of 
itself which undermines the scientific explanation 
regardless. 

In order to complete Gödel’s Incompleteness 
Theorem, using I. Barbour’s categories of “conflict” 
and “integration”15 as illustrated within the his-
torical context provided in Morowitz’s essay, it is 
obligatory to use the “integration” method. Using 
“integration” allows for the critical recognition of 
science’s lack of continuity and consciousness’s 
total continuity as per the human experience. To 
attempt "integration" of the two provides the most 
beneficial outcome for the discussion between 
science and religion because as J. Jones states in 
"The Redemption of Matter" article, "...in more 
philosophical terms, one could say that unity 
(representing energy) and diversity (representing 
space and time) must be kept together… the ele-
ments that stand for unity and continuity can only 
be understood in relation to the elements that 
stand for diversity.”16 By considering both the sci-
entific explanation and the religious explanation of 
consciousness, human beings come to know the 
function of consciousness more fully and experi-
ence it more fully as well. To embrace conscious-
ness in both a religious and scientific context pro-
vides an overall richer human experience and one 
that does not feel incomplete as per Gödel’s Theo-
rem. To remove this kind of incompleteness re-
quires self-reflexivity not to count on itself to un-
derstand itself but rather to accept itself as the 
most fundamental form of human understanding 
and allow both the fields of science and religion to 
flourish within it. 

In his chapter on “Genetics, Neuroscience, and 
Human Nature,” I. Barbour classifies positions of 
“conflict” as reductive materialism, sociobiology, 
and behavioral genetics.17 N. Murphy’s position 
falls under one of “conflict” because non-reductive 
physicalism attempts to reduce mental phenom-
ena to neural activity within the brain, thus elimi-
nating the possibility for divine initiative within 
consciousness. Barbour classifies positions of 
“integration” in the same chapter in three ways: 
the biological organism as a responsible self, the 
mind and brain as two aspects of one process, and 
process philosophy which both Barbour and my-
self are cataloged under. As Barbour defends, “the 
process view has much in common with two-
language theories or a parallelism that takes men-



tal and neural phenomena to be two aspects of the 
same event.”18 The process view is only of 
“integration” because it adopts both a scientific 
and religious interpretation of the brain-mind re-
lationship. This is significant because one theory 
cannot account for both sides of the relationship 
although the issue of consciousness pervades both 
sides. My original resolution to the issue of non-
reductive physicalism and all “conflict” positions 
for that matter, is the formation of a new position 
that follows the “integration” camp of J. Jones, I. 
Barbour, and H. Morowitz to some extent. I offer 
the position of reductive “non-physicalism” and 
although this may seem a parody on N. Murphy’s 
“non-reductive physicalism”19 because it recipro-
cates her terms, it is meant to exemplify the es-
sence of consciousness as something totally be-
yond the scope of scientific understanding and 
more importantly, beyond tautology.   

The “reductive non-physicalist position” is 
reductive because consciousness may be describ-
able by 'science'20 in terms of its function as neural 
activity in the brain. It remains nonphysical how-
ever because as previously stated, while the struc-
ture itself is reducible to materialist language, the 
experience of consciousness as self-reflexive can-
not be grasped by any type of physicalist position. 
This includes the non-reductive physicalist posi-
tion offered by N. Murphy, which presented the 
concepts of “emergence” and “supervienence”- 
both of which ended in tautology rather than pro-
vided a solution for the “conflict” portion of the 
discussion between science and religion. The para-
dox of consciousness, however, is that while it has 
the capacity to be understood in reducible terms of 
physical science, physical science has no language 
to describe consciousness as the continuity of hu-
man experience because this surpasses the 
boundaries of science as a discipline of the limited 
and finite. As expressed eloquently by J. Jones in 
“The Redemption of Matter,” “the physical world is 
grounded in and arises out of the immaterial di-
vine Spirit; events that make up the physical world 
are given their form by the free act of God; the uni-
verse is a unity in diversity. The terms immanence 
and transcendence, which have characterized so 
much modern discussion of God, are shorn of their 
spatial connotations. God’s immanence is the pres-
ence of the Spirit within matter; his transcendence 
is his freedom to give the universe the form that it 
has and to constitute the events of the universe, 
not in a chaotic or arbitrary way.”21 Jones further 
affirms the fresh “reductive non-physicalist” posi-
tion in the use of his terms “immanence” and 

“transcendence” which are described as “beyond 
spatial connotation.”22 This signifies that while 
consciousness can be reduced to physicalist lan-
guage as to be described scientifically, the physi-
calist position cannot offer a complete theory of 
consciousness because it lacks the qualities of 
“immanence” and “transcendence” that Jones 
claims are “beyond spatial connotation.” N. Mur-
phy’s non-reductive physicalist position cannot 
grasp any possible element of consciousness that 
is “beyond spatial connotation” and therefore im-
plicitly dismisses the possibility of discussion be-
tween religion and science because she does not 
acknowledge anything beyond scientific explana-
tion regarding consciousness. Because her oppo-
site, “reductive non-physicalism” is beyond tautol-
ogy and instead embraces paradox, it defies 
Gödel’s Incompleteness Theorem in this particular 
discourse and stands complete. 

Modern science therefore cannot claim to un-
derstand consciousness in its most complex form 
because this would unravel the continuity of the 
human experience. The paradox of the mind-brain 
relationship is also the bridge that connects them 
which demonstrates the importance of 
“integration.”23  Consciousness is more fundamen-
tal than science because science is a discontinuous 
enterprise while consciousness is a continuous 
one. In other words, it is not 'science' that is re-
quired to understand consciousness but in fact, 
consciousness that is required to understand 
'science.' For scientists to find a way to account for 
consciousness would only be a limited way that 
may explain non-reductive physicalism in terms of 
“emergence” and “supervienence” but does not 
account for the religious concerns of “immanence” 
and transcendence” because these concerns are 
beyond the perimeters of scientific inquiry. My 
claim on “reductive non-physicalism” as a new 
kind of process philosophy then offers an 
“integrated” insight that permits both religion and 
science to exist within the same context because it 
understands consciousness as interpreted by both 
camps as the ultimate reality. Further emphasis of 
this stance is found in H. Morowitz’s claim that 
“The human psyche is part of the observed data of 
science. We can retain it and still be good empiri-
cal biologists and psychologists.”24 To be able to 
accept the paradox of the brain-mind relationship 
and its relation to consciousness in two alternative 
ways is to accept the “integration” stance in the 
discussion at the intersection of religion and sci-
ence. To understand consciousness as the ultimate 
reality is to endure self-reflexivity as the most un-



derlying principle of existence is to complete 
Gödel’s Theorem. Gödel’s Theorem is completed 
because it rejects the need for self-understanding-
self and therefore rejects the tautology that mis-
leads non-reductive physicalism. What brings 
about mental causation is explainable in physical-
ist language as the beginning of life but how men-
tal phenomena is experienced within the mind is 
unexplainable without considering J. Jones’ 
“immanence” and “transcendence.”  While con-
sciousness can be clarified externally in scientific 
terms, there is no way to understand it from 
within one's own consciousness without consider-
ing divine agency. This point of intersection neces-
sitates one to seriously consider both sides of the 
debate without dismissing either because this fo-
cal point offers insight to the true essence of con-
sciousness- or as Wigner25 states in Morowitz’s 
article, ultimate reality.    
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Genetically Modified Food in Africa 
Africa faces an ongoing debate be-
tween whether or not to use geneti-
cally modified (GM) food.  Genetically 
modified foods are derived from or-
ganisms that have had changes in 
their DNA through genetic engineer-
ing techniques.  Advocates ‘of GM 
food declare that it is safe and will 
provide much needed food aid to the 
African nation.  Opponents state their 
concerns in health and assert that the 
farmers do not have the money to use 
these biotechnological methods. 
South Africa remains one country 
that continues to use GM food.  
GMO Africa. www.gmoafrica.org  

HIV-Positive Chinese Man Suing 
School for Discrimination 
A court in China is undergoing the 
country’s first ever lawsuit case alleg-
ing that an unnamed man was dis-
criminated against because has HIV. 
The man was denied a job as a 
teacher because health records indi-
cated that he was HIV positive. Al-
though in past decades, China’s 
stance against HIV/AIDS was less 
than sympathetic, this may be an 
indication of a changing attitude to-
wards the disease that 320,000 Chi-
nese men and women are living 
which today. 
HIV discrimination case filed in China. The 
Associated Press. 30 August 2010. 

Spanish Clinic Embryo Adoption  
Controversey 
After a couple leaves the IVF clinic, 
they leave behind many of their do-
nated embryos and after a while, the 
clinics have accumulated hundreds of 
embryos and nothing to do with them. 
One Spanish clinic near Barcelona has 
instituted an ‘embryo adoption 
scheme’ in which couples can adopt 
these unwanted embryos.  Unlike the 
UK which outlaws such practices, in 
Spain the donated parents do not have 
to give specific consent what to do 
with the embryos once treatments are 
completed. 
Blackburn-Starza, Anthrony. Spanish clinic 
allows IVF embryo donation ‘without con-
sent.’ BioNews (568). 26 July 2010 
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There is a controversial Tasmanian 
spin whirling up in a local high school 
regarding a science experiment pre-
formed on 18 students, collecting 
blood samples for blood typing. The 
teacher in charge used the same lan-
cet on every single student and is now 
suffering the repercussions of angry 
parents and potentially fateful test 
results for HIV, Hepatitis B, and Hepa-
titis C. The parents are voicing that 
the larger issue here is the fact that 
the Minister of Education, Lin Thorp, 
seems to be doing very little to publi-
cize the lesson that this incident 
should have instilled in high school 
teachers worldwide: more safe and 
sterile laboratory conditions. 
School Experiment HIV Risk Hidden. Yahoo 
News. September 9, 2010  

Is America overdosing their  
children? 
If a patient’s daily pill regiment in-
cludes an antipsychotic medicine, an 
antidepressant, two sleeping pills and 
a medicine for attention-deficit disor-
der, is it to much? What if that patient 
is 3 years old? Between 2000 and 
2007, the rate at which antipsychotic 
drugs are being prescribed to children 
has doubled. Long term effects of be-
ing on these drugs from such an early 
age are still unknown, so why are 
prescription-happy doctors so eager 
to administer these drugs? 
Duff Wilson. Child’s ordeal shows risk of 
psychosis drugs for young. The New York 
Times. 1 September 2010. 

Deforestation still on the Rise in 
South America 
While a 2010 UN report shows the 
first decrease in the rate of global 
deforestation since experts began 
tracking deforestation, South America 
still accounts for the largest losses in 
primary forests. Threat to rainforests 
include logging and deforestation for 
ranching. South The Amazon rainfor-
est averages a new species discovered 
every three days for the past decade. 
Rainforest deforestation endangers 
these species as well as aborigines 
living in the forest, and it increases 
the negative effects of climate change 
in the world. 
U.N.: Rate of deforestation slows. The Asso-
ciatedPress. 25 March 2010.  

Possible High school HIV Epidemic 
in Australia 
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 The emergence of bioethics as a specialized 
field of study is a relatively recent development.  
Beyond the frequently uninformative descriptions 
of bioethics as a field concerned ‘with the sciences’ 
or ‘with medicine’ simpliciter, however, little has 
been done to adequately define bioethics1, and 
even less has been done to specifically explicate 
the reasons for its genesis. Indeed, while the still 
burgeoning field of bioethics lacks a dominant dis-
course or issue sufficiently circumscribing its area 
of emphasis, it is precisely this depth of utility and 
plasticity of purpose that is most telling of its char-
acter.  Specifically, bioethics emphasizes a prag-
matic and pluralistic approach to ethical scrutiny 
and a fundamentally interdisciplinary and empiri-
cal methodology. The development of bioethics as 
a coherent field of study distinct from both pure 
theoretical ethics and other fields of applied ethics 
cannot be properly understood except as a field 
predicated on the technological advances in sci-
ence and medicine that have taken place since 
WWII. These advances have created a need for a 
more responsive, more open-minded, and more 
empirically grounded ethical paradigm with which 
to keep pace with the unprecedented ethical di-
lemmas they caused. Bioethics has emerged to 
satisfy this need. 
 This conception of bioethics as a historical 
consequence of postwar technological progress is 
not explicitly supported by some of the founda-
tional thinkers in the field.  In their watershed text 
Principles of Biomedical Ethics, Tom Beauchamp 
and James Childress argue that biomedical ethics 
is unequivocally n form of “applied normative eth-
ics”, because it is concerned with “the application 
of general moral action-guides to biomedicine.”  
Further, they argue that “bioethics”, as a term of 
art, “suggests that we are dealing with an inde-
pendent field, rather than with the application of 
general moral principles to an area of human ac-
tivity…[which] may obscure the continuity be-
tween…applied ethics and the way in which gen-
eral normative ethics is constantly applied to a 
wide variety of human activities”.2  Essentially, 
Beauchamp and Childress consider so called 
“applied” modes of ethics—and therefore biomedi-

cal ethics—to be a subspecies of ethical thought, 
rather than a discrete field of study.  It would be 
internally inconsistent and undesirable, they ar-
gue, to posit distinct ethical domains for medicine, 
business, politics, etc. Doing so would unduly rela-
tivize, compartmentalize, and atomize the full 
range of our theoretical understanding of ethics, 
which “must be complex enough to account for the 
whole of our moral experience” while containing 
“no more rules, principles, and concepts than are 
necessary…to apply without confusion”.3   
 The crucial realization is that conceiving bio-
ethics as a species of ethics and conceiving it as a 
reaction to a specific historical event (i.e. WWII) 
involves no inconsistency. Bioethics should not be 
understood as a ‘new’ type of ethics, as much as it 
should be understood as an expansion of our gen-
eral conception of ethics.  We need not abandon 
the intuitive elegance and structural coherence of 
our commonsense ethical ontology, in which 
“judgments about what ought to be done in par-
ticular situations are justified by moral rules, 
which in turn are grounded in principles and ulti-
mately in ethical theories”, in order to give bio-
ethics its due place as an “applied” field of study 
within our modern ethical discourse.4 Indeed, it is 
neither desirable nor necessary to violate this hi-
erarchy.  Insofar as ethics itself has evolved to ac-
commodate the qualitatively new moral dilemmas 
generated by modern advances in medical and 
biological technology (which is to say, insofar as 
our understanding of the moral categories right, 
wrong, good, bad, just, unjust, etc. has undergone a 
reevaluation as a result of technological progress), 
we have fundamentally altered the way in which 
we understand it and apply it in practice.  This 
new practical mode of ethical understanding and 
application is bioethics; an expansion of a part 
(bioethics) implies an expansion of the whole. 
Thus, Beauchamp and Childress’s conception of 
bioethics as an applied species of a unified theory 
of ethics is consistent with the historical concep-
tion here argued for. Consistency is not sufficient 
however, since it fails to account for the ways in 
which bioethical modes of inquiry have diverged 
from traditional ethical modes. This is a result of 



the scientific and technological advances in medi-
cine that have taken place in the second half of the 
20th century, and the ways in which they have ex-
panded traditional ethical approaches.  
 Much has been written on the impact of WWII 
on technological progress and innovation. There is 
wide consensus that “no war had as profound an 
effect on the technologies of our current lives than 
World War II”, specifically with regard to the ad-
vances in medical technology which revolutionized 
healthcare.5  The British researcher and author 
Brian J. Ford observes: 

“The Second World War must go on 
record as assisting and accelerating one of 
the greatest blessings that the 20th Cen-
tury has conferred on Man - the huge ad-
vances in medical knowledge and surgical 
techniques. War, by producing so many 
and such appalling casualties, and by cre-
ating such widespread conditions in 
which disease can flourish, confronted the 
medical profession with an enormous 
challenge-and the doctors of the world 
rose to the challenge of the last war mag-
nificently.”6 

The doctors (and scientists and research-
ers) of the world met the challenge described by 
Ford with the invention and mass production of 
numerous antibiotics; the creation of synthetic 
plastics; “advances…in the management of preg-
nancy and childbirth…[which] included the ability 
to induce labour and the use of epidurals”; pre-
natal scans which increased rates of infant survival 
and increased our knowledge of the presence of 
congenital diseases; advances in birth control 
methods (such as condoms and contraceptive 
medications); kidney dialysis, which “gave hope to 
patients who almost certainly would have died 
without [it]”; developments in surgery which al-
lowed operations to be carried out “on areas of the 
body that were rarely touched before 1945”, and 
which laid the groundwork for the first kidney 
transplant in 1945; the first liver transplant in 
1963; the first heart transplant in 1967; the first 
heart and lung transplant in 1982, and the first 
brain tissue transplant in 1987; Watson and 
Crick’s discovery of DNA structure; “the use of ul-
trasound and magnetic resonance since 1945”, 
which made it “easier to diagnose disease”—an 
expanded ability which, when applied in utero, 
provided parents with more information about the 
presence of congenital diseases and the likelihood 
of their infant’s survival. With the morally disori-
enting force that these advances (and others) had 

on the issues of abortion, contraception, organ and 
tissue donation, and the difficulties of distributive 
justice that they raise, the medical worlds of 1945 
and 2010 are extremely different.7 While Ford 
identifies the medical and surgical advances accel-
erated by the war as “blessings”, from the perspec-
tive of those trying to normatively evaluate and 
make sense of them they presented themselves as 
curses as well.  
 Rather than relying on any strict or exclusive 
allegiance to deontological or teleological ethical 
frameworks (which are typically understood to 
correspond to the Kantian and Utilitarian ap-
proaches, respectively) to address the ‘curse’ of 
moral quandaries caused by the ‘blessing’ of post-
war advances in medical technology, the modern 
bioethical mode of inquiry and evaluation is will-
ing to heed the guidance of either, or neither for 
several reasons.8  Consider: the fewer cognitive 
abilities a person has (or the less those abilities 
are perceptible to others), the more the Kantian 
conception of autonomy breaks down and leaves 
us without guidance. How can we determine our 
duties and obligations to someone as an autono-
mous agent if that person cannot breathe, cannot 
eat, cannot live without artificial means of subsis-
tence? What duties do we owe someone whose 
degree of consciousness (as in the case of someone 
in a pseudocoma, which will be discussed shortly) 
cannot be determined at all? What rights does a 
person in such a position of incompetence pos-
sess?9 Utilitarian theories suffer from a similarly 
fundamental limitation on their applicability. For 
unless we can quantify and measure the degree of 
pleasure or pain experienced by a person in a co-
gent, consistent way, the prospect of maximizing 
net utility is largely a matter of making subjective 
estimations of relative degrees of painful or pleas-
urable experiences.  Is such a thing possible in 
principle, let alone in practice? Further, unless we 
trust our current knowledge of human neurology 
and physiology to the extent that we feel perfectly 
comfortable assuming a one-to-one correspon-
dence of physical events to phenomenological 
events—which is to say, unless we are certain that 
we can infer what an organism  feels and experi-
ences from the directly and indirectly observable 
behaviors of that organism in functional terms, it is 
questionable whether we should be comfortable 
trying to estimate and deliberate the net utility of 
anything, let alone using such a method to decide 
whether we ought to, for instance, artificially sus-
tain or end someone’s life. 
 The uniquely bioethical insight into how we 



must go about answering these questions is conse-
quently grounded in a sober empiricism, resulting 
in a pluralistic (or “mosaic”) ethical framework.10 
This commitment to empiricism and ethical plural-
ism, however, does not mean that traditional ethi-
cal theories and approaches should be disregarded 
in favor of some ‘ad-hoc’ approach, which would 
offer no other guidance except the dangerous sug-
gestion that we ought to ‘muddle through’ the 
uniquely difficult sources of moral ambivalence 
that arose in the postwar era. In Principles of Bio-
medical Ethics, Childress and Beauchamp synthe-
size the ethics of their field into four distinct yet 
interrelated principles—Justice, Autonomy, Be-
neficence, and Nonmaleficence—and note that, 
with respect to the five constituent principles of 
Justice11, “there is no obvious barrier to accep-
tance of more than one of these principles, and 
some theories…accept all five as valid.”12 The pos-
sibility that these principles may at times be incon-
sistent with one another does little to hinder their 
practical spirit of compromise, and rather rein-
forces the claim that, in order to make sense of 
postwar technological advances, bioethics has 
emerged as an empirically grounded approach to 
the ethics of biomedicine.   
 This is further complicated by the fact that, for 
many people, the idea that our increased capacity 
to technologically manipulate the world can have 
any impact on our capacity for ethical understand-
ing of it is extremely unpalatable.  Contrary to tra-
ditional conceptions of ethics which consider 
themselves to be in some sense ‘timeless’ or a pri-
ori, bioethics, as a field of study, acknowledges that 
our ethical means understanding of the world can 
and has fallen behind our technological grasp of it. 
In The Birth of Bioethics, Dr. Albert Jonsen ob-
serves that “there may be an inverse relation be-
tween scientific, technological medicine and free-
dom of therapeutic choice”, which constitutes “the 
most crucial ethical problem of modern medi-
cine.”13 This has required “modern medicine…[to] 
learn to comprehend more fully and manage more 
expediently the sociological and psychological en-
vironments within which it advances.”  Two exam-
ples (the first hypothetical, the second actual) will 
substantiate Dr. Jonsen’s point regarding the role 
of technology in bioethical thought.  
 Suppose there is a murderer—Murphy—who, 
out of his deep and sincere feelings of regret, has 
willingly confessed his crime and is entirely satis-
fied with the judge’s order that he be sentenced to 
life in prison.  Further, suppose that, subsequent to 
the murder and his confession, Murphy has been 

cloned.  Even further, suppose that both Murphy 
and his clone have identical memories of the act, 
identical feelings of regret, identical confessions to 
the crime, and identically repentant and self-
depreciative desires to be imprisoned.  Ought both 
Murphies be imprisoned? How warranted are we 
to distinguish between Murphy and his clone on 
the basis of who the physical actor was? What role 
do their memories and feelings play in shaping 
their identity? To what degree should we respect 
the autonomy of the cloned Murphy and obey his 
sincere pleas for imprisonment? Would net utility 
be maximized by obeying his wishes, or by deny-
ing him incarceration? Further, what role does 
that identity play in determining their respective 
degrees of legal culpability, especially if we grant 
for the sake of argument that, given identical cir-
cumstances, genetics, and environmental influ-
ences up to that point, Murphy’s clone would have 
taken the exact same course of action as Murphy? 
Such a scenario is certainly farfetched, but the 
questions it raises are much closer to reality. How 
would we go about attempting to address this di-
lemma by traditional means when those means 
lack the vocabulary and tradition of deference to 
empirical science to make sense of such a sce-
nario? To be fair, it is unclear whether a more em-
pirically grounded and ethically plural approach 
(that is, a bioethical approach) would be any more 
fruitful is unclear. But what is clear is that this 
problem cannot be solved with an a priori ethical 
analysis alone.   
 A more realistic example of a bioethical quan-
dary caused by advances in modern medical tech-
nology is that of a pseudocoma. As a result of dam-
age to the lower brain and brainstem, a patient in a 
pseudocomatose state is fully conscious and 
awake, but lacks the ability to communicate or 
demonstrate his or her consciousness to others 
due to a complete paralysis of all voluntary muscle 
systems except (in most cases) those surrounding 
the eyes.14 The patient is literally trapped inside 
his or her own body. In such a case, it is incredibly 
difficult to determine an ethical course of action—
that is, whether to maintain or cease life support—
if only because it is so difficult to determine the 
mental state of the patient to begin with. The reali-
zation that pseudocomatose patients retain some 
degree of voluntary control over their intraocular 
muscles, in conjunction with the ability to perform 
detailed brain scans which reveal the degree of 
brain function (which is often completely normal), 
has alerted physicians that detecting the subtle 
signs of detecting signs of conscious awareness via 



the eyes is crucial. Prior to this discovery, the 
medical assumption for all (pseudo)comatose pa-
tients was that they were in a generally vegetative 
(or at the very least, incompetent) state, and there-
fore unable to make choices regarding their own 
care. New empirical insights have shattered this 
assumption, and consequently revolutionized the 
moral status and personhood of some pseudoco-
matose patients. Bioethics has inherited the diffi-
cult and unenviable responsibility of determining 
what the right course of action is in such cases—
particularly when the consciousness and compe-
tence of such patients is not established, and may 
not be possible to establish. 
 What distinguishes bioethics from purely 
theoretical ethics and other areas of applied ethics, 
then, is its conviction that the potential answers to 
new biomedical questions (arising from deonto-
logical or teleological frameworks alike) are funda-
mentally empirical, and must be understood from 
the perspective of multiple disciplines and evalu-
ated from multiple ethical points of view.  As dem-
onstrated in the two above examples, we cannot 
determine someone’s rights or personhood or util-
ity or happiness or entitlements or obligations 
from an ethical perspective unless we can deter-
mine the state of that person’s organism from a 
biological perspective.  Answering the relevant 
bioethical moral questions (such as autonomy) is 
predicated on answering the relevant epistemo-
logical questions (such as competence), which in 
turn are predicated on answering the relevant psy-
chological and cognitive questions (such as con-
sciousness).  Unless we can, for instance, circum-
vent the ‘epistemological problem’ of determining 
competence in cases of unobservable conscious-
ness, or be justified in bypassing the ‘psychological 
problem’ of assuming a one-to-one correspon-
dence of physical and phenomenological events, it 
will remain impossible to make use of a solely de-
ontological or solely teleological ethical frame-
work in principle, let alone in practice.  Neverthe-
less, with the realization that the notions of auton-
omy (and the duties implied by it) and utility (and 
the calculations it necessitates) can and do ulti-
mately break down at the biological level. Because 
traditional ethical frameworks are no longer ade-
quate to meaningfully guide us through the moral 
ambivalences and ambiguities which have arisen 
in the postwar era of medicine, bioethics has filled 
a crucial gap in our approaches to ethically under-
standing the 21st century medical world.  Indeed—
it cannot be properly understood except as a mod-
ern means of solving a modern set of problems. 
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The United States is infamous for its high numbers of in-
carcerations. This brings into question the issue of admin-
istering health care to the prisoners. According to Health 
Beat, every prison health care system has roughly 5000 
potential patients each day. It goes on to say that prison-
ers are also eight times as likely to be infected by HIV, four 
times as likely to have tuberculosis, and nine times likely 
to have hepatitis C. In addition, between 12 and 35% of 
people pass through a correctional facility with some com-
municable disease such as HIV/AIDS. The purpose of a 
prison is supposedly to "punish." Is it a place where it is 
worthwhile to also "treat" people? Is it ethical for us to 
distribute health care services equally to inmates as we do 
for the general population? 

“The bottom line is that prisoners are human 
beings and as such are entitled to humane treat-
ment. To deny the highest levels of healthcare 
possible to any human being is wrong, especially 
in a country such as the United States. Yes, these 
people are felons and yes, there are many people 
in our country without basic healthcare, but this 
speaks to a larger and very complicated struc-
tural and political problem that our society faces. 
In the mean time, to deny someone adequate 
healthcare for such serious diseases is cruel.” 
-Amanda Gallear, 2012 

“I believe that inmates should 
be given proper medical treat-
ment. Doctors do not base their 
decision to treat a patient on 
how he or she has behaved. 
Upon receiving their medical 
license, doctors commit their 
lives to the treatment of their 
patients. If the rate for passing 
communicable diseases is so 
high, one also needs to think of 
the consequences this could 
have beyond prison walls, if 
and when the prisoner has fin-
ished his or her sentence in jail. 
What if he or she passes HIV/
AIDS or Hepatitis C on to some-
one else?” 
- Shama Jhaveri, 2012 

Prison is a place where the scum of the society are incarcerated in order to preserve order and suppress 
delinquent behaviors. It is meant to instill fear in citizens to prevent them from transforming into crimi-
nals so they realize that there are consequences for their unethical and often harmful actions. However, 
the prisoners potentially may have a higher quality of living than some regular law-abiding citizens who 
do not even have any health insurance. Therefore, prisoners should be left to rot with whatever diseases 
they’re afflicted with and do their time in prison according to the sentence they are given.  
-Shashank Pandya, 2013 

“I believe that prisoners, like any other, have the 
right to receive proper healthcare. Some of these 
prisoners actually regret their actions and they 
work very hard to rebuild their character. Improv-
ing the condition of the prison and the lifestyle of 
the prisoner will help improve the mindset of the 
prisoner. As a result, we will be helping a person 
by giving them hope towards a better future. 
Proper healthcare may help improve a prisoner’s 
caliber, character, and comfort. “ 
-Vatsal Bhatt, 2013 



The University of North Carolina 
considers possession of Adderall 
without a prescription to be a 
violation of academic integrity, 
the minimum penalty being sus-
pension for one semester. Distri-
bution or selling the drug results 
in expulsion. Do these prescrip-
tion-only 'study drugs' deserve 
these harsh punishments on par 
with cheating on exams? 

“No the usage of this prescription drug 
should not be on par with cheating on ex-
ams. However, not punishing students for 
taking or possessing Adderall without a 
prescription would certainly be a violation 
of academic integrity. It is unfair  that some 
students who have diligently worked hard 
throughout the semester compete against 
someone who has an unfair physiological 
advantage. The punishment should follow a 
ladder-type model, with punishments in-
creasing in severity for repeated offenses.” 
-Pranav Gupta, 2012 

“I do not believe that students who take Adderall or other amphetamines have an advantage over 
students who do not. The need to take an amphetamine to do well on an exam or assignment 
demonstrates an inability to be organized, focused, disciplined and responsible. Although these 
underachieving students will graduate with high marks, they will stagnate in the workplace 
where these skills are necessary for success. Thus, there is no need for a university to regulate use 
of these drugs because a potent mechanism already exists in the workplace to ensure that these 
students will be found out for what they undeniably are: mediocre and expendable.” 
-Vivak Patel, 2011 

“Adderall should only be leveled with cheat-
ing on exams if the person does not have a 
prescription for the drug. There are many 
people that need Adderall and go about pro-
curing it in a legal way. Therefore, the school 
should not ban the drug. But those who ob-
tain it without a prescription are violating a 
law and the school as well as the law en-
forcement can impose the appropriate pen-
alties.” 
-Anjan Gandhi, 2012 

“The possession of Adderall should not be pun-
ished as harshly as a violation of academic in-
tegrity. Although this action would effectively 
reduce the usage of Adderall (a drug also poten-
tially capable of rendering harmful side effects), 
it is not ethical. If university officials want to 
advise students against using medication as a 
study aid, a different course of action should be 
enforced. For example, the University of North 
Carolina can inform students that there are 
other study aids or techniques that can be util-
ized to avoid taking Adderall. Possessing Adder-
all is not a crime, and even though consuming 
medications as study aids is ill-advised, the Uni-
versity of North Carolina has taken a controver-
s i a l  a n d  u n e t h i c a l  s t a n c e . ”  
-Pooja Kakar 

“I don’t think taking Adderall is that big of a 
deal. Adderall isn’t something that you could 
technically “cheat” with. It helps you focus, 
not give you the answer. College students 
have a lot going on, so Adderall helps them 
focus. It’s just like those energy drinks.” 
-Neha Patel 



The National Heart Lung and Blood Institute 
defines Sickle Cell Disease as a serious disorder 
due to the “sickling” of red blood cells.1 Normal red 
blood cells are round, disc-shaped, and can easily 
maneuver themselves through the blood vessels. 
Their red color results from hemoglobin, an iron-
rich protein that delivers oxygen from the lungs to 
the rest of the organs.2 Sickle cells contain abnor-
mal hemoglobin, which causes them to clump into 
strands that have a sickled, crescent shape. These 
cells cannot move through the blood vessels easily 
and thus tend to lump together and restrict the 
blood flow in the limbs and organs, causing pain, 
serious infections, and organ damage.3 When the 
blood has a significantly lower number of normal 
red blood cells, or if the red blood cells are hemo-
globin deficient, the condition known as Sickle Cell 
Anemia results. In Sickle Cell Anemia, the red 
blood cells perish quickly; usually only after 10 to 
20 days instead of the normal 120. The bone mar-
row is unable to efficiently keep pace in replacing 
the dying cells with new ones.4 

It is important to note that there is a differ-
ence between carrying the sickle cell trait and hav-
ing the disease. The sickle cell trait results from 
the sickle cell gene being inherited from one par-
ent, and a normal gene being inherited from the 
other parent; it does not show any of the disease’s 
symptoms but it can be passed onto the next gen-
eration.5 Therefore, those who have the disease 
are born with it, having inherited the sickle cell 
gene from both parents.  

There is no available cure to sickle cell ane-
mia; there are only treatments that help with the 
symptoms of this lifelong disease.6 Many methods 
today successfully enhance the life expectancy of a 
small percentage of the people with the disease; 
such methods include bone marrow and stem cell 
transplants. Each case of the disease has its own 
individuality and complications but as a whole, 
sickle cell disease is understood and treated better 
in society today compared with how it was treated 
in the past. At one point in American history, for 
example, it was viewed through a lens of racial 
stigmatization.  

In the 1940s, Swedish sociologist Gunnar Myr-
dal coined the phrase "American dilemma" to re-

place what was previously called the "Negro prob-
lem”.7 Although Sickle Cell Anemia is prevalent 
among the descendants of the sub-Saharan region 
of Africa, it also affects natives of South America, 
Cuba, Central America, Saudi Arabia, India, Turkey, 
Greece, and Italy.8 Statistics show that in the 
United States, SCD affects about 72,000 people; the 
majority of whose ancestors are from Africa. In 
fact, about 1 in 12 Africans carry the sickle cell 
trait.9 The history of the disease in the United 
States is associated with the plight of African 
Americans and Sickle Cell Anemia therefore be-
came a metaphor for blood and race pollution.10 
Currently, the physical pain of Sickle Cell Anemia 
is seen by some as metaphor for the social dys-
function in the African American community.11  

This brings to focus the question: how does 
one handle and treat SCD patients? How is this 
treatment different from that which is adminis-
tered to other diseases? What are the ethical impli-
cations of the way the disease and its victims are 
viewed by the medical society? How has society 
grown and changed to cope with the many facets a 
disease that, at one point in history, was ne-
glected?  

 
Timeline of Sickle Cell Anemia12 

1670 The earliest recorded case of the dis-
ease was in Ghana. 

1910 Dr. James B. Herrick, a physician and 
professor at Rush Medical College in 
Chicago makes a groundbreaking dis-
covery. His clinical research case of a 
West Indian patient with anemia 
yields interesting findings. He ob-
serves that the red blood corpuscles of 
the patient are “peculiar, elongated, 
and sickle-shaped” being the first to 
describe sickle cell anemia in the 
Western hemisphere and in medical 
literature.13  

1927 Vernon Hahn and Elizabeth Gillespie 
form the liaison between sickle cell 
disease and genetics. They determine 
that the sickle cell trait is hereditary 
and it is possible to have the trait but 
not suffer the effects of the disease.14 



increase the awareness of sickle cell 
disease.24 

2007 Researchers from the Whitehead In-
stitute for Biomedical Research in 
Cambridge, Massachusetts and Kyoto 
University in Japan implement a new 
method to reprogram adult cells to an 
"embryonic-stem-cell-like" state. They 
successfully cure mice with sickle-cell 
anemia.25 In addition, the American 
Society of Pediatric Hematology/
Oncology Sickle Cell Summit was spon-
sored in June 2007.  The purpose was 
to identity a unified approach to 
healthcare and research disparities for 
sickle cell disease. The goals were to 
optimize access to healthcare for all 
individuals suffering from the disease, 
have an effective clinical research 
team, and enhance the community role 
in raising awareness and fundrais-
ing.26 

A Comprehensive Healthcare Center’s Goal 
With several trained professionals working 

together privy to resources that provide treatment 
and with the funding and support of the National 
Institute of Health, what is the main goal of a Com-
prehensive Sickle Cell Center? The objective is to 

They also relate the disease to low 
oxygen content in the blood.15  

1940 A sickle cell red blood cell is observed 
underneath the microscope and Irving 
Sherman of John Hopkins University 
determines that the sickling of red 
blood cells due to lack of oxygen is 
caused by a change in the structure of 
the hemoglobin molecule.16 

1948 Janet Watson, a pediatric hematolo-
gist in New York, suggests that the 
presence of fetal hemoglobin in the 
red blood cells of newborns with 
sickle cell is the reason why they do 
not display the symptoms of the dis-
ease.17 

1949 Physical chemist, Linus Pauling and 
his team, discover that sickle cell he-
moglobin differs in protein structure 
from normal hemoglobin, making it 
the first time that the cause of the dis-
ease was linked to protein structure.18 
His explanations are then published in 
“Sickle Cell Anemia, a Molecular Dis-
ease.”  

1956 Vernon Ingram and J.A Hunt research 
on sickle cell hemoglobin and show 
that glutamic acid at position 6 in the 
protein sequence is replaced by 
valine.19 Identifying the mutation 
 made sickle cell anemia the first ge-
netic disorder with a known molecular 
basis.20  

1977 Walter Gilbert and Frederick Sanger 
develop new techniques for rapid DNA 
sequencing and are able to identify the 
mutation in the beta hemoglobin 
gene.21 

1984 The first successful treatment of the 
disease: a bone marrow transplant is 
done to treat acute leukemia in a child. 
However, the child’s sickle cell disease 
was also cured.22  

1995 Dr. Charache reports that the frequent 
pain complications that characterize 
sickle cell disease can be reduced by 
using the anti-cancer drug, hydroxy-
urea.23 

2004 The U.S. Postal Service unveils the 
Sickle Cell Disease Awareness Com-
memorative stamp in September 2004 
at the 31st annual convention of the 
Sickle Cell Disease Association of 
America Inc. The stamp is used to  



improve the quality of life of people with Sickle 
Cell Disease. Many SCD patients do not even live 
past their twenties. Doctors know these odds, and 
they know the chances of a long and healthy life 
are extremely rare, so they focus their time to 
make the patient’s current living state as comfort-
able as possible. 

How does a comprehensive center help 
achieve this goal? They do this through basic clini-
cal research, activities in education, diagnosis, 
counseling, and social support. They communicate 
with other organized comprehensive health care 
clinics for children and adults with SCD. They rec-
ommend the use of emergency room facilities for 
true emergencies such as severe pain that cannot 
be controlled by oral narcotic analgesics, sudden 
high fever, development of profound pallor and 
weakness, respiratory symptoms, and shortness of 
breath. Moreover, they also suggest the use of in-
patient units when hospitalization is appropriate. 

A large focus of the centers is education. Com-
prehensive centers provide methods of self-help 
and home healthcare for the patient to get accus-
tomed to. Patients should know that they can use 
comprehensive clinics for health surveillance and 
for management of health problems that are con-
sidered non-emergencies. However, there should 
be some self-reliance as well. The comprehensive 
clinic assists the patient in learning to cope with 
the symptoms of the disease through the use of 
personal, family, and community resources. 

In the long run, patients with the SCD of-
ten die as a result of organ failure. The symptoms 
caused by this organ damage may be affected by 
psychological, sociological, educational, vocational 
factors, and family dynamics. If a patient is already 
deteriorating with the painful symptoms of SCD, 
added stress only exacerbates the problem. If the 
problem is worsened, the stress seeps into the 
home like an unwanted pest, as hospitalizations 
and emergency room visits become more frequent. 

 
A Many-Headed Monster 

For each aspect of SCD, there is a method of 
counteraction by the comprehensive clinic. For 
example, the symptoms are treated by specialists, 
including doctors and surgeons; mental and psy-
chological care is provided by a psychological 
team; the school and education factors are tackled 
by social workers. At times, sickle cell anemia 
seems less like a disease and more analogous to a 
many-headed monster. Each head represents an 
obstacle: lack of funding, unbearable pain, absence 
of new methods for treatment, drug addiction, psy-

chological effects, social issues, and depletion of 
clinical care available to patients of all economic 
classes. To battle this monster, one single head 
stands against an entire team of people. With each 
vaccine or with each transplant, another head 
somehow emerges. Will there ever be enough per-
sonnel to combat a disease as complex as this? 
Setting aside technology, research, and society, a 
critical component in managing this disease is the 
overall attitude of the clinic. Without an atmos-
phere of sincerity, amicability, support, and pro-
fessionalism, another head protrudes from the 
body of the monster.  

Physicians can influence institutional regimes 
to improve patient access and patient care. How-
ever, they can also deter the patient from the right 
course if they succumb to passing their own judg-
ments. In 1999, at Children’s Hospital West 
(CHW), a series of contentious dramas involving 
adolescents with sickle cell disease culminated in 
the transfer of two patients.27 The foundation of 
these conflicts was mostly made of accusations 
based on inappropriate patient behavior 
(annoying other patients, graffiti, theft, drug pos-
session, sex with visitors, and threats made to 
nurses). When further investigation was done on 
the reports, many claims turned out to be unsub-
stantiated. In fact, it was the accusations, them-
selves that brought out any kind of irrational be-
havior in the patients. A seventeen year old patient 
named Max was eating a candy that was coated in 
sugar. According to Max, he was shaking the sugar 
coating off the peach rings and was amassing what 
fell into a piece of tin foil. A playful distraction 
from the interminable hours of hospitalization, 
Max would then lick the rings, and dip them back 
into the fallen sugar before putting them in his 
mouth. Max’s charge nurse, however, observed an 
entirely different ritual. To her, the foil looked like 
a drug of powdery white, and she alerted the staff 
of the boy’s substance abuse. Knowing he was in-
nocent, Max agreed to undergo a drug test. The 
test returned clear, and not the slightest trace of 
illegal substance was found. The incident raised 
doubts on the hospital staff; especially the nurse, 
for misreading the actions. The person who was 
affected most by this was obviously Max. The inci-
dent culminated with the hospital placing a guard 
nearby to monitor him. In a vain attempt to stabi-
lize the hospital’s standing among the townspeo-
ple, a psychiatrist was sent to evaluate the child. It 
was determined that the young adult was a 
“sociopath.” Before anymore treatment could be 
done or before the completion of his current treat-



ment, Max was discharged, due to the advice of a 
SCD social worker. The improper patient care 
shown in this example ended with a patient leav-
ing the hospital prematurely with incomplete 
treatment.  

Another example comes in the form of Ms. 
Peters, a sickle cell team social worker who re-
counted her recruitment interview for the posi-
tion. “Sickle cell patients had a hard time at the 
hospital and [my interviewer] described this story 
of a teenage girl that the hospital had let die be-
cause nobody would go into the room . . . . [My in-
terviewer] talked about people seeing the sickle 
cell patients as drug-seeking.”28 Ms. Peters de-
scribes how this patient’s parents had indeed tried 
to tell the resident on duty that something was 
wrong with their daughter. However, the resident 
refused to check on the girl, and furthermore, he 
refused to call the attending physician. The mother 
then reported that the doctor went so far as to 
slam the door in her face. In the end the patient 
died of a morphine overdose. Ms. Peters said, “The 
resident saw all sickle cell patients as drug-
seeking, and therefore treated the morphine he 
prescribed like a temporary fix for the patient 
rather than a treatment for her pain. There were at 
least three other staff members who validated the 
perspective of the social worker and who ex-
pressed concern about the quality of sickle cell 
patient care, the lack of compassion, and the use of 
diagnostic labels to limit patient access to health 
care. These institutional practices, I was told by 
those who supported the patients, were the result 
of racism.”29  

Ms. Peters is also the social worker who stood 
by the aforementioned sickle cell patient, Max. 
When Max’s mother, Dolores, was asked how her 
son was treated at the Children’s Hospital, she an-
swered, “He was treated very well. I think until he 
got to be a teenager. When Max turned into a teen-
ager, attitudes changed.”30 This highlights the diffi-
culty in transitioning from childhood into adult-
hood, the teenage stage. A normal teenager, 
healthy and economically stable, will have their 
stress issues and will be subjected to judgment. 
But when low economic status, violence, poverty, 
and SCD culminate, the teenager’s psychological 
and physical state is very unstable, and has to be 
handled accordingly. They should be cared for, 
instead of being placed under a probing light.  

Keith Wailoo, author of Dying in the City of 
Blues notes, “. . . in the 1990s, the fear of addiction 
(however unwarranted and even irrational) per-
sisted, sustained by a larger matrix of racial 

stereotypes and urban anxieties regarding drug 
abuse”.31 This fear of addiction that Wailoo talks 
about, acts as a barrier to health care access. Pri-
vate physicians, patients, and some health activists 
continue to be concerned about the patient’s ten-
dency to get dependent on the drugs.  

The majority of sickle cell patients are African 
American. When sickle cell patients enter the 
emergency room requesting strong opioids, the 
overwhelming response by physicians is to view 
them as drug seeking and difficult to manage both 
medically and socially.32 This is significant because 
physicians play an important role in patient care. 
They have the institutional power, authority, and 
sense of duty33 to shape patient access and care. 
Although the influence that they have over staff 
education, personnel decisions, and resource man-
agement varies by institution, they have a fore-
most responsibility to their patient. In SCD, the 
physicians do not just treat the pain, but they ana-
lyze and measure their suffering. Some of the tools 
they use are the Wong-Baker Faces of Pain Rating, 
the Memorial Pain Assessment Card, and the Mul-
tidimensional Assessment of Acute Pain.34 

Physicians do use scientific means to deter-
mine whether a patient is honest about the level of 
pain, or really is “drug-seeking.” For example, ac-
cording to Doctor Samuel from Children’s Hospital 
East, a sickle cell pain crisis could not occur when 
a patient has thirty percent or less sickled hemo-
globin in their blood.35 Therefore, if a patient with 
that low-level count complains of pain, they will 
not receive pain treatments. However, there have 
been cases where patients with less than twenty 
percent sickled hemoglobin have had strokes, so 
there are exceptions. Ultimately, it is impossible to 
really determine at what percentage a person feels 
pain but thirty percent is the standard measure 
used to determine if a patient is to receive strong 
pain analgesics.   

Dr. Allen, from the Children’s Hospital West, 
relies on the “objective” measures of pain suffer-
ing, instead of succumbing to the psychopathology 
of the patient. He presents images from patient 
scans and X-rays to show the terrible physical con-
sequences SCD has on a patient. His targets are 
those physicians who are apathetic to the patients 
who suffer from this pain. Once, he was able to 
convince a neurosurgeon that SCD is an agonizing 
disease by presenting him with a copy of an MRI of 
a patient who suffered from multiple strokes as a 
result of the disease. “When Willy had his stroke, I 
stood up and I said, ‘Do you realize that this won-
derful, all A-student, track star is going to be a 



blithering, neurological cripple when he is thirty-
five years old?’ I offended the nurses you know 
and deathly silence. They thought I was rude. I 
don’t care. They need to know” said Dr. Allen. Wil-
lie died in 2001, two and a half years after this in-
cident. Dr. Allen follows the belief of a woman 
named Mary-Jo DelVecchio Good. Good describes 
her belief called the “biotechnical embrace”: a 
process by which “the enthusiasm that sparks the 
medical imagination also drives the political econ-
omy of hope, and our society’s investment in medi-
cal adventures and misadventures.”36 Dr. Allen 
agreed with the hospital’s proposal to conduct 
further research on the disease. In a letter he 
wrote, “I think you are correct that we emphasize 
the direct medical stuff outside the sickle team . . . 
.The members of the SCA [Sickle Cell Anemia] team 
are very clear on the issues of SCD = nature × so-
cial . . . a true multiplication where either can 
dominate. The medical staff dynamics dictate that I 
force the severity down the throats of the staff, 
including the non-SCA team hemonc [hematology/
oncology] docs. This has some unfortunate effects 
for some kids . . . they get admitted because their 
boyfriend left them, and get treated with narcotics 
(and learn to expect this) because that’s how all 
pain (physiologic pain and emotional pain) is 
treated. This happens in part because in the past 
they may get started on drugs by someone who 
knows little or nothing about SCD and it may be a 
couple days before the SCA doc learns the kid is in . 
. .We have been successful in un-doing this in a few 
kids, but it has taken a concerted effort. The SCA 
docs constantly had to battle with the onc
[oncology] docs regarding management of SCA 
when we are not on service.  

To solve this issue, I separated the hem 
[hematology] service starting 7/2001. So only SCA 
docs attend SCA patients . . . . This means the resi-
dents get one approach to pain management, they 
get their teaching from docs who understand and 
care about SCA kids . . . .We have integrated [taken 
control of] the pain team so the patients are pri-
marily managed by PNPs from the SCA services . . . 
. The difference is night and day. We are still in the 
cancer center so I have to fight for resources, but 
not about patient care.37 What Dr. Allen acknowl-
edges the fact there are those who know little 
about SCD, but still treat their patients for it. He 
also acknowledges that this is why hematology 
should be separate from oncology, so that the 
treatment received is uniform for all sickle cell 
anemia patients. And he highlights how in today’s 
world cancer takes the precedence over sickle cell. 

In a cancer center, cancer is the disease being 
fought, and to find resources for a disease such as 
sickle cell, with so many components, it is appre-
ciably difficult. However, Dr.Allen suggests that if 
this difficulty is somehow curbed, and proper re-
sources are allotted to sole sickle cell disease, per-
haps the effectiveness will be as plain as “night and 
day”.  

Before a “comprehensive” sickle cell center 
was created, it had to be advocated by someone. 
This someone was Dr. Allen. He knew that to prove 
the need for a comprehensive center, the patho-
physiological aspects of the disease had to be em-
phasized.  He also focused on the psychosocial as-
pects as well and how it could put a light on the 
legitimacy on the current healthcare. However, it 
was mostly on the emphasis of pain that the idea 
of a comprehensive clinic received its blessing 
from the Children’s Hospital West’s administra-
tion. Once the center was established, the staff 
hired had to be convinced that sickle cell patients 
suffer from very real somatic pain, and that their 
judgments need not be based on the psychology of 
the patient, but the physiology.  

 
Other Similar Diseases 

There are other diseases that are as similarly 
destructive as SCD. For example, cystic fibrosis 
and diabetes do not have cures. Cystic fibrosis has 
special healthcare centers all over the country, 
similar to sickle cell. Cystic fibrosis is the second 
most common life-shortening, childhood-onset 
inherited disorder in the United States, behind 
sickle cell disease.38 Every year, about 1,000 peo-
ple in the United States are diagnosed with cystic 
fibrosis. The first symptom for fifteen to twenty 
percent of children with cystic fibrosis is called 
meconium ileus (obstruction of the intestine by 
mucus). Its outcomes are malnutrition, lung dis-
ease, and mortality. The only way to treat these 
symptoms effectively is by detecting the cause 
early by performing newborn screening. The diffi-
culty of detecting cystic fibrosis is greater than 
sickle cell anemia. SCD patients give off a signifi-
cant clue:  crescent-shaped sickled red blood cells. 
On the other hand, CF patients are often misdiag-
nosed with celiac disease, food allergies, asthma, 
or bronchitis. The consequences of misdiagnosis 
include unnecessary diagnostic tests and hospitali-
zations, multiple office visits, cost to the health 
care system, and anxiety for parents.39  

The other tricky disease to care for is diabetes. 
Diabetes affects more than 17 million people in the 
United States, and, factoring in undiagnosed cases 



of diabetes and impaired glucose tolerance, one in 
seven Americans either has diabetes or is at high 
risk for developing it.40 Many of the patients with 
diabetes are not receiving established processes of 
care, such as eye and foot screening. A large factor 
in treating diabetes is physician-education. Ac-
cording to the Cochrane Collaboration's Effective 
Practice and Organization of Care registry, the 
physician-education strategy produced large me-
dian effects for glycemic control. They said that 
interventions that used case- or disease-
management strategies resulted in significantly 
greater median reductions in serum A1C levels 
compared with others that lacked a component of 
disease management. In conclusion, for diabetes, 
improving the quality of care means physician 
education, patient education, and reorganization 
of healthcare and benefits.  

Unlike CF and diabetes, SCD includes other 
components that are harder to manage; for exam-
ple, the pain. A great part of sickle cell anemia is 
the pain management. According to Rouse, pain in 
sickle cell anemia patients can reach such high 
levels that it is comparable to the agonizing aches 
felt by terminal bone cancer patients. The immune 
system of a sickle cell patient is compromised and 
they could end up fatally ill from the effects of a 
common cold. In addition, because the majority of 
SCD patients are African Americans, and CF pa-
tients are mostly of European decent, the eco-
nomic statuses have a wider disparity, and at 
times the administration of healthcare too reflects 
this wide gap. CF funding races far ahead that of 
sickle cell. Where as sickle cell receives most of its 
funding through the National Institute of Health, 
CF gets its from several private organizations, and 
in addition the NIH. It is through funding that 
healthcare is improved, new research facilities are 
created, and patient care overall is more optimal. If 
Sickle Cell Anemia lacks the funding it needs, it 
only deters the process of finding a cure, or under-
standing the disease. 

A teenager who deals with sickle cell anemia 
everyday allowed herself to be interviewed for 
SCDAA. Her name is Maya Priest. Priest first talks 
of the pain, how it is constant, and she can feel in it 
in her arms, shoulders, and back. And then she 
delves into the topic of how it affects her school-
ing. It definitely affected her ability to regularly 
attend school. She had to have tutors to cover up 
the large amounts of work she would miss. Al-
ready Priest is aware of how difficult it will be for 
her to get a job. Not because of any education is-
sue, but simply the unpredictable nature of the 

illness. Priest tries to have fun and hopes to one 
day find someone who can love her, and under-
stand the disease –she hopes to have her own fam-
ily. Her advice to parents of children with sickle 
cell disease focuses on two components: education 
and support. 

At the thirty-seventh annual Sickle Cell Dis-
ease Association of America (September 30th to 
October 3rd 2009), the poster child was Gabriel 
George. When he was only three weeks old, George 
was diagnosed with sickle cell disease. His parents 
have since then been activists in the Marc Thomas 
Sickle Cell Foundation in Texas. George is now a 
member in his church youth group and has already 
helped raise thirty-thousand dollars to help an 
orphanage in Kenya get running water and elec-
tricity. According to George, he has been “thriving 
with sickle cell disease”.  

Healthcare has come a long way since the old 
Memphis days described by Keith Wailoo. As 
healthcare steadily changes to fit the molds of 
these diseases, the facilities and the treatments 
follow suit. There are more and more success 
cases. There are people who are living a healthy 
life with SCD. However, the truth still remains that 
the disease does not have as much advocacy for 
funding compared to others, and in due time, 
hopefully that will change. 
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Introduction 
In South Africa, the HIV/AIDS epidemic is an 

increasingly troublesome dilemma. South Africa 
having the highest population of persons living 
with HIV/AIDS in the world creates various at-
tempts to approach the dilemma effectively.1 A 
recent New York Times article entitled, “African 
Studies Give Women Hope in HIV Fight,” discusses 
the positive outlook toward conquering HIV 
through drug and social interventions.2 Journalist 
Celia Dugger focuses on the promise of Tenofovir, a 
new vaginal microbicide available in gel form, 
which women utilize to lower the risk of HIV infec-
tion and the seemingly potential in-cash payment 
programs deterring young girls away from sexual 
relations.3 Support for the use of microbicides usu-
ally cites the increased empowerment and control 
women experience through use.4 This piece at-
tempts to disclose the unmentioned realities of 
South African women’s relation to HIV/AIDS to 
provide a framework to critique the approach to 
the topic this particular Times article takes. Look-
ing into these factors will allow one to see how 
both social and medical conceptions of sexuality, 
gender, and drug culture combine to create a dis-
course of hope in thinking about HIV/AIDS. In this 
paper, I argue that rising popularity and emphasis 
of vaginal microbicide use is simply a ‘gendered’ 
response to HIV/AIDS epidemic in South Africa, 
and alone cannot significantly change the serocon-
version rate but rather perpetuates existing female 
discrimination and violence in sexual and HIV-
related aspects of life. 
 
Medical Risks of Microbicides 

Using past critiques that place excess empha-
sis on new biomedical practices for women can 
help contextualize the case I will construct for 
vaginal microbicides. Bunkle’s uncovering of Up-
john Corporation’s assertions regarding the safety 
and efficacy of Depo-Provera was illuminating, for 
example.5 The contraindications and possible le-
thal side effects of a medication cannot be called 
into scrutiny during the popularization in the par-
ticular time-period.6 In the Times, Dugger claims 
the effectiveness of the vaginal microbicide comes 

from its specific application form and of there be-
ing a thousand times stronger detected levels of 
the anti-retroviral medication than what is avail-
able in pill form.7 There is little to no importance 
placed on questioning the safety of having such an 
immense amount of Tenofovir in the body. This is 
reminiscent of how Depo-Provera had much popu-
larity as an effective contraceptive despite the ob-
vious permanent consequences it had on the fe-
male body. Some of the consequences included: 
prolonged bleeding lasting up to several weeks, 
abnormal fetus development, and lifelong steril-
ity.8 Failure to see the implications that medica-
tions have on the livelihood women allow for the 
possibility of dangerous pharmaceuticals to reach 
the market.9 Reports of medical side effects spe-
cific to Tenofovir in the past usually associate it 
with impaired kidney function or nephrotoxicity, 
and the onset of Fanconi’s syndrome. This disease 
of the proximal renal tubes disrupts normal bodily 
re-absorption of substances in the bloodstream 
and releases them in the urine instead.10 Further-
more, both the use of Tenofovir and other antiret-
roviral medications also lead to renal tubular tox-
icity (which directly relates to Fanconi’s syn-
drome) and Tenofovir-associated acute renal fail-
ure.11 There have been reports showing that these 
undesirable side effects take, in some cases, a 
minimum five months to appear.12 This demon-
strates the need to monitor the health of women 
placed on Tenofovir microbicides (especially those 
who take multiple medications) very closely.  
 
Microbicides: Over-Emphasis on Sexuality 

Over-emphasis on advocating the use of mi-
crobicides may not actually help HIV-
seroconversion in South Africa. In fact, recent con-
centrated efforts on vaginal microbicides may sim-
ply be the most current manifestation of approach-
ing the epidemic by utilizing popular cultural be-
liefs and assumptions of hyper-African sexuality, 
particularly female sexuality. Packard and Epstein 
suggest that other factors rather than sexual 
promiscuity lay the background for HIV infec-
tion.13 Malnutrition, tuberculosis, and trypano-
somiasis encourage HIV transmission in individu-



als rather than occurring post-infection.14 Nonsex-
ual factors may play a significant role in the case of 
African HIV case studies, due to “chronic viral and 
parasitic antigenic exposure, which may cause… 
particular [susceptibility] to HIV infection or disease 
progression” which are not discussed in the litera-
ture.15 Additionally, the literature obscures and 
downplays unsterilized needle use in the adminis-
tering of immunizations, particularly on children.16 
Interestingly enough, one of the important possi-
ble factors is genital ulcer disease, and one could 
suggest this is only due to the effortless incorpora-
tion STDs have into furthering the prejudice of 
hyper-African sexuality.17 As Gilman notes, “…the 
association of Africans with sexuality and the ten-
dency to link African sexuality with disease have a 
long history in Western thought.”18 In short, many 
legitimate medical reasons give precedence to 
sexuality because it fits the established cultural 
norm of excess African sexuality. Failure to look at 
the other routes and correlated aspects of infec-
tion, aside from or parenthetical to sex, create 
large gaps in treatment programs that actually 
control the spread of HIV/AIDS. 

What Do Men have to do with it? Sexuality and 
Promiscuity 

Next, this particular Times article fails to ac-
knowledge South Africa’s very specific gendered 
history. Regard to gender inequalities ought to be 
endemic in the same way South Africa accepts 
AIDS as endemic.19 It is therefore not coincidental 
that South Africa has the highest rate of HIV infec-
tion and gender violence in the world.20 “Social 
constructions of gender" are exemplified by HIV 
prevention methods being focused on changing 
female practices rather than male practices or 
both.21 The acclaimed anthropologist from New 
York University, Emily Martin, demonstrates this 
tendency by displaying it in leading scientific lit-
erature to point out the gender biases and stereo-
types existing subliminally that remain unnoticed 
and accepted in the minds of those at the forefront 
of scientific innovation.22 Martin demonstrates the 
power stereotypes hold in ultimately shaping the 
way the science itself interprets and performs phe-
nomena. The gender stereotypes that Martin ana-
lyzes arise out of such gendered discourse allow-
ing for the logical conclusion that women have less 
worth and value than their male counterparts.23 

The very time-sensitive approach in effective pro-
tection against HIV relies upon the belief of court-
ship, in which the female always has the power to 
choose her mate.24 The preplanned timing of appli-

cation undermines the usefulness of Tenofovir 
since studies have shown men decide the 
"conditions and timing of sex."25 Under conditions 
in which males largely determine the occurrence 
of sexual relations, a female may be unable to ap-
ply the microbicidal gel prior to intercourse. 

In the Times article, Dugger concentrates ex-
clusively on a topical treatment in the phase of 
research and clinical testing in the article regard-
ing that of a vaginal microbicide, an antiretroviral 
cream a female can apply that may assist in lower-
ing the risk of HIV infection. Exactly one sentence 
is devoted to altering male behavior in the entire 
Times article,26 when male circumcision is said to 
lower HIV infection in men by almost one-half.27 

Such a minor permanent change seems the only 
necessary effective change needed to win the fight 
against HIV/AIDS for men while women must ap-
ply copious amounts of microbicides (that may 
have detrimental long term effects) continuously. 
No change in male social practice seems as benefi-
cial even when the World Bank appears to be test-
ing whether giving money to the families of young 
girls actually may help discourage them from hav-
ing sex at older ages and with fewer partners.28 
The Times article fails to notice that abusive het-
erosexual relationships, both physical and sexual, 
are associated with highest rates of HIV infec-
tion.29 The one-sided aim to "fix" one gender's ac-
tions would make sense if the discourse at hand 
were concentrating on homosexual sexual affairs 
rather than sexual interactions between hetero-
sexual partners. Efforts to incorporate men into 
anti-domestic violence advocate groups demon-
strate and prove to be more successful than a 
solely female approach.30 Change in the direction 
of gender equity in South Africa may depend on 
recognizing and acknowledging the deep ambiva-
lence about change is present in both women and 
men.31 Working only with women in HIV preven-
tion is similar to concentrating on women anti-
domestic non-governmental organizations in the 
sense that it suggests that violence and HIV trans-
mission are "women's issues."32 HIV prevention 
plans should incorporate men in the same way 
that they are involved in anti-violence programs.33 
Sociologist Carole Campbell from California State 
University clearly claims a core part of the solution 
when she says, "controlling HIV disease will re-
quire acknowledging the fundamental differences 
in power relations between men and women."34 
The success of Tenofovir must be placed in the ap-
propriate context of the location it will be used. In 
the case of South Africa, this requires reports and 



reviews of Tenofovir and other HIV-prevention 
methods so that the current inequality and domi-
nance in heterosexual relations in the country 
does not go silenced. As Suzanne Leclerc-Madlala, 
an anthropologist with an extensive background 
on South Africa argues, "…Making girls responsi-
ble…diverts attention away from other forces that 
may be driving the epidemic, i.e. the whole other 
half of the heterosexual equation."35 South Africa 
currently has the world’s highest occurrence of 
rape in the world,36 which suggests that HIV pre-
vention is more than just a matter of medical edu-
cation for women. In light of the current engen-
dered bigotry, it is difficult to assume that males 
will regress to violent acts in finding their female 
counterparts using microbicides, in the same way 
of anger and physical abuse reported on women 
being caught using oral contraception.37 Vaginal 
microbicides do not work so much as towards HIV 
prevention but rather in ensuring, the silencing of 
female voices and empowerment needed for actual 
socio-medical change. 

A variety of cultural norms hinders the actual 
use of microbicide by South African females. One 
problem that arises is the cultural dislike of vagi-
nal “wetness,” which is a factor that strongly en-
courages women to go through great herbal and 
medicinal lengths to ensure “dryness.” A Malawi 
female health worker puts it best when she says, 
“Even women like dry sex because I have seen 
some women buying local medicine and insert in 
the vagina so that they should be dry which means 
they know that their husbands like dry sex. When 
the woman is wet most of the men don't like that, 
and they feel as if the woman had sex with another 
man.”38 The problem of women’s sexual sites in 
the case of HIV/AIDS emphasizes the revival of 
virginity testing in teenage girls, where the physi-
cal features of the vagina simply determine virgin-
ity.39  These fate-determining physical features 
include external signs such as the color and tex-
ture of the labia, signs of abuse, and sexually trans-
mitted infections.40 HIV prevention methods tar-
geting young females can make it conceivably diffi-
cult for young girls to want to use microbicides 
due to its altering the physical appearance of their 
sexual sites, thus creating an atmosphere of stigma 
and discrimination.41 Additionally, male discovery 
of the covert use of a microbicide may result in 
emotional and physical violence that would harm 
rather than empower women.42 Thus, vaginal mi-
crobicides may in fact be realistically very difficult 
to apply, for many women. 

The gendered predispositions in the biomedi-

cal approach in pharmaceutical research efforts to 
see the solution in a vaginal microbicide point the 
same need to “wake up” from the fantasy of always 
bringing materials to the female. Becoming aware 
of this one-sided maladaptive approach and begin-
ning to examine drugs that may decrease HIV 
transmission in different methods may hold the 
possibility of resulting in significant scientific, 
medical, and social progress. Perhaps it is easier to 
see women's bodies as the site of the solution 
since there is unconscious consensus of the prob-
lem arising out of women's bodies in the first 
place. Denying positive images to the female body 
allows the viewing of vital female sexual parts as 
dirty and unclean.43  Seeing the female sexual or-
gans as the unsanitary sites of infection allows for 
the scientific approach in preventing HIV to be 
concentrated upon not only women's bodies but 
women's social behaviors as well.  

 
Conclusion 

HIV/AIDS cannot be prevented unless social 
and gender change is first implemented in South 
Africa.  The use of vaginal microbicides will not 
decrease the rates of HIV infection if factors such 
as the ghastly high occurrence of “…of rape, sexual 
coercion, and unplanned sex”44 of women in South 
Africa is not addressed. Pharmaceutical corpora-
tions must create medications that are consistent 
with the actual lifestyle and obstacles South Afri-
cans women face to have a realistic beneficial ef-
fect. A vaginal microbicide such as Tenofovir will 
have a much larger beneficial effect if used openly 
between partners since it would eliminate the 
need to revert covert use, which carries the risk of 
additional emotional and physical violence upon 
women. Incorporating men into prevention plans 
helps find a cure for gender violence, sexual abuse, 
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and HIV seroconversion rates to start to subside. 
Addressing both parties of a heterosexual relation-
ship will lessen the burden of blame and stigma 
associated with HIV/AIDS and thus will help to 
give women more control and power within their 
relationships. Prevention methods that are dis-
criminatory in nature will not prove to be effica-
cious, which will be clear when the rates of HIV 
infection do not decrease with the promoted use of 
vaginal microbicides significantly. Advocating Ten-
ofovir itself speaks to the larger framework of the 
history of gender inequality that has persisted in 
South Africa.45 An unfortunate gendered blame is 
resulting in an equally inefficient gendered cure. 

References: 
 
1 "WHO | Epidemiological Fact Sheets on HIV and AIDS, 
2008 Update." September 25, 2008.http://
www.who.int/hiv/pub/epidemiology/pubfacts/en/ 
(accessed 10 November 2010). 

2 Dugger, Celia, "African Studies Give Women Hope in 
H.I.V. Fight," New York Times, July 19, 2010, http://
www.nytimes.com/2010/07/20/
worldafrica/20safrica.html.  

3 Ibid. 
4 Green, Gill et al. 2001. Female Control of Sexuality: 
Illusion or Reality? Use of Vaginal Products in South 
West Uganda. Social Science and Medicine 52(4): 585–
598. 

5 Bunkle, Phillida. 1993. Calling The Shots? The Interna-
tional Politics of Depo-Provera. In The "Racial" Econ-
omy of Science: Toward a Democratic Future (Race, Gen-
der, and Science). Bloomington: Indiana University 
Press, 287-301. 

6 Ibid. at 289-290. 
7 Ibid. 3 at 3. 
8 Ibid. 5 at 294-5. 
9 Ibid. 3 at 298. 
10 James, Christopher et al. 2004. Tenofovir-Related 
Nephrotoxicity: Case Report and Review of the Litera-
ture. Pharmacotherapy 24(3): 415-418.  

11 Zimmerman, Anthony et al. 2006. Tenofovir-
Associated Acute and Chronic Kidney Disease: A Case of 
Multiple Drug Interactions. Clinical Infectious Diseases 
42(2): 283-290. 

12 Ibid. 16 at 417. 
13 Packard, Randall, and Paul Epstein. "Medical Research 
on AIDS: A Historical Perspective." In AIDS the Making 
of a Chronic Disease. Ed. Elizabeth Fee and Daniel M. 
Fox. Berkeley: University of California, 1992. 346-76.  

14 Ibid. 13 at 360. 
15 Ibid. 
16 Ibid. 13 at 363. 
17 Ibid. 13 at 365. 
18 Ibid. at 350. 
19 Shefer, Tamara et al. 2008. Gender, Power and Resis-
tance to Change Among Two Communities in the West-

Annu Dahiya is a Rutgers University junior double ma-
joring in Cultural Anthropology and Biology. She cur-
rently serves as co-programming chairperson of The 
R.U. Bioethics Society. Her interest in bioethics stems 
from the realms of public health and social medicine, 
particularly in evaluating the conditions and barriers 
society creates for individuals to obtain healthcare. Her 
piece analyzes the cultural norms and stereotypes tar-
geted at South African women resulting in having a di-
rect impact on the methods of HIV prevention plans 
created in South Africa.  



  

     Rutgers Journal               
of Bioethics 

 

Paper Submission 
 

Bioethics Society Mission Statement: As members of the Bioethics Society of Rutgers Uni-

versity, we hope to raise general awareness of issues in bioethics within the Rutgers com-

munity by method of discussion and publication. Although the beliefs and opinions regard-

ing bioethical issues of this group are not unanimous, we are united by our ardent belief 

that the student population at Rutgers should be made aware of the implications of biologi-

cal research, medicine, and other topics of bioethical controversy.  

Journal Purpose: In order to bring to light these issues, we are now accepting any papers 

that fall under the vast umbrella that is bioethics. All papers will be considered for possible 

publication. Some example subjects are abortion, animal rights, eugenics, gene therapy, 

human cloning, and medical malpractice, however you are not limited to these topics. 
 

Deadline: October 14, 2011 
This is open to all academic disciplines. 

Please include the following in your submission: 

Cover Sheet:  Article Title, Author Name(s), Institutional Affiliation, Date of Submission, and 

a Brief Abstract of the Article  (include contact information with e-mail address and phone 

number) 

Article:  There are three types of submissions we accept:  Global News Clips (up to one 

page in length), Opinion Editorials, and Research Papers (both up to 3000 words in length).  

All submissions must be prepared as a Microsoft Word .doc document, double-spaced, 

Times New Roman 12-point-font, with numbered pages. 

Citations:  Submissions must be fully referenced in APA styled format with endnotes. We 

ask that you do not submit an article with more than 30 citations. It is preferred that the 

author has a faculty sponsor to mentor their article, however it is not required. 

We encourage the submission of term papers.  

Send completed papers to RUBioethics.journ@gmail.com  Attn: ARTICLE SUBMISSION 

Please feel free to contact us with any questions.  




