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Bioethics as a Guide

How can bioethics help us navigate an increasingly complex world, as we
strive to create a better tomorrow?
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Letter from the Editors

Dear Readers,

It is our honor to present to you Volume XX, issue ii of the Penn Bioethics Journal, entitled “Bioethics
as a Guide” As the field of bioethics confronts cutting-edge technologies and the societal impact
of changes in medical decision-making, so does our journal. We might even look into the future to
consider the ethical implications of yet unimagined possibilities. In this issue, we explore a variety of
topics, once again demonstrating the versatility of bioethics as a mode of analysis and a rights—based
approach to health care provision.

The first article, “Navigating the Neural Divide: Ethical Considerations in Sex Differences Research
in Neuroscience,” discusses the importance of acknowledging neurological differences between sexes,
especially as they relate to the conduct and organization of research on the brain. Author Eshika
Kudaravalli of the University of Alabama at Birmingham identifies several issues at the intersection
of biological sex, societal perceptions of gender, and neurology, arguing for stronger guidelines to
overcome these hurdles, both in research and beyond.

The second article, “The Ethics of Weight-Loss Drugs: Patient Autonomy vs. Societal Beneficence,”
delves into the recent development and approval of weight-loss drugs such as Ozempic, often touted
as game-changers for the treatment of diabetes type II, obesity, and other related health conditions.
Author Kaitlin Ross of the University of Alabama at Birmingham highlights various ethical concerns,
including problems of access, beneficence, and more, supporting her argument that the prescription
and use of weight-loss drugs requires greater care and consideration.

The third article, “Brain-to-Brain Communication: Hyper-Empathy and Identity;’ considers
a future where it is possible to communicate via thoughts alone, drawing parallels to other forms of
communication while simultaneously recognizing the divergence of this method of interpersonal
transmission. Author Yuliya Liberman of Temple University outlines the potential ethical dilemmas
and necessary safeguards that would accompany this new neurotechnology.

The fourth article, “Using Autonomy Thresholds to Assign Medical Decision-Making Models
for Adults with Autism,” examines existing medical decision-making models used to support adults
with autism through a proposed framework to assess levels of autonomy on the basis of impairment to
rational capacities. Author Adarsh Mavathaveedu of the University of Rochester suggests a lack of clear
guidelines for the implementation of medical decision-making models leads to paternalism, identifying
specific thresholds of autonomy that strengthen the right to self-governance for adults with autism.

The fifth article, “The Moral Vulnerability of the Physician and a Novel Approach to Conscientious
Objection,” explores the conflict between physician autonomy and patient rights in the context of
conscientious objection. Author Joshua Park of Case Western Reserve University argues inadequate
ethical education leaves physicians morally vulnerable and unprepared to address moral-professional
disjuncture, recommending improved bioethical training in order to protect patient welfare.

Our Bioethics-in-Brief section provides news style coverage of current issues related to the field
of bioethics. In her brief, Caitlyn Chen underscores the critical divide between the costs, benefits, and
accessibility of Assisted Reproductive Technology (ART). Chen cautions us from embracing ART as the
singular solution to declining global birth rates, instead urging policy makers to strive for a more just
future where ART is readily available to all on an international scale.

This issue includes an interview with Dr. Rebecca Puhl, Deputy Director for the Rudd Center for
Food Policy & Health and Professor in the Department of Human Development and Family Sciences at
the University of Connecticut, whose research is broadly concerned with weight-based bullying, bias,
and discrimination. Jacob Kim and Navneeth Murali ask Dr. Puhl about the prevalence of weight bias
in medical spaces and the societal impact of widely available weight-loss treatments.
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Letter from the Editors

We would like to thank our publisher, Claire Jun, and amazing team of editors, without which this
issue would not have been possible. Also, a special thanks to our faculty advisor, Dr. Harald Schmidt,
for his support throughout the editing and publication process. We hope you enjoy this issue of the Penn
Bioethics Journal and it inspires you to engage further with the field of bioethics. Please contact us with
any questions, comments, or ideas for collaboration at pbjeditorinchief@gmail.com.

As we end our term as Co-Editors-in-Chief and welcome our successors, Sophie Kudler and Iman
Dorman, we would like to personally thank all of our readers, contributors, and staff for making our
time with the Penn Bioethics Journal so special. It has been a privilege to explore the field of bioethics
through the eyes of our editors and authors. We look forward to witnessing this publication continue to
grow into the future.

Avalon Hinchman and Ashrit Challa
Co-Editors-in-Chief
University of Pennsylvania
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Article

Navigating the Neural Divide: Ethical Considerations in
Sex Differences Research in Neuroscience

Eshika Kudaravalli*

INTRODUCTION

Biologic sex is important in neuroscience. Multiple
studies have demonstrated the brain to be a sex-type organ
with clear differences in the anatomy and respective physi-
ological functions in neural structures (Goldman 2017).
Biological sex accounts for variabilities in antidepressant
efficacy (Sramek, Murphy, and Cutler 2016), differences
in autistic traits (Sohn 2019), and an increased risk for Al-
zheimer’s disease among women compared to men (Sauer
2019). Yet despite compiling evidence, much of neurosci-
ence research has not considered biological sex as an ex-
perimental variable. Often favoring the use of male subjects
over females in experiments or omitting the biological sex
of the research subject entirely, neuroscientists have failed
to depict a representative population in research (Mamlouk
et al. 2020). The consequence of this bias and omission of
biological sex manifests themselves in real-world health-
care disparities between men and women. For example,
the inadequate consideration of biological sex differences
in the metabolization of neurological medications has led
to devastating results, including the equal dose prescription
of zolpidem—an action that caused an adverse health out-
come in women, with twice the number of women hospital-
ized in the emergency room than men (Armstrong 2018).

As this issue was brought to light, the National Institutes
of Health (NIH) convened in 2016 to discuss the long-term
omission of women and the over-representation of male
subjects in research (Garcia-Sifuentes and Maney 2021).
The meeting concluded by creating the requirement of con-
sidering sex as an experimental variable in the design, anal-
ysis, and reporting of all NIH-funded preclinical research.
This policy, created in hopes of mitigating health inequities
between biological sex while also improving rigor and re-
producibility in research, was proved successful as numer-
ous novel discoveries about sex differences in neuroscience
followed along with other research fields.

While the policy increased the use of both biological
sexes in research, it did not provide training on how to do
so appropriately. As a result, a surge of misinformative or
misrepresentative studies investigating sex differences were
disseminated to the public. With most of these studies ex-
isting within the neuroscience field, the important question

By Gérard DuBois, Stanford Medicine Magazine, 2017

arises: Given the harms, do neuroscientific studies investi-
gating biological sex differences do more harm than good?
This paper seeks to answer this question by exploring the
prominent and controversial topics embedded in the ethics
of biological sex differences in neuroscience research.

SEX DIFFERENCES RESEARCH IN NEUROSCIENCE

Sex differences research in neuroscience investigates
the impact of biological sex on brain structure, function,
and behavior, focusing on how hormonal, genetic, and de-
velopmental factors contribute to variations in cognition,
emotion, and behavior, with the aim of enhancing person-
alized medical treatments and understanding sex-specific
neurological processes (Cahill 2006). This research en-
ables scientists to elucidate sex-specific vulnerabilities in

*Eshika Kudaravalli studies neuroscience at the University of Alabama at Birmingham. Eshika can be reached at eshika0707@gmail.com
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the brain to enhance the understanding of psychiatric and
neurological disorders that manifest differently in men and
women (Stanford Medicine 2024). This is seen in a study
with balanced sex representation using brain imaging to ex-
amine 98 individuals with autism spectrum disorder (ASD)
and 98 controls. This research reaffirmed previous findings
on sex-based cortical thickness variability and discovered
that many female ASD subjects had cortical profiles akin to
those of typical non-ASD males. This highlights that a male-
like brain structure —regardless of one's sex—constitutes
a significant risk factor for ASD, potentially explaining its
four- to fivefold higher prevalence in males (Spector 2017).
Moreover, advancements were seen in the understanding
of carotid atherosclerotic disease, where the morphological
and compositional characteristics of plaques isolated from
women have notable differences from those in men. This
finding would not have been uncovered if it was not for
neuroscientific research in sex differences (Gasbarrino, Di
Iorio, and Daskalopoulou 2021).

Novel findings like this continue to underscore the im-
portance of conducting sex differences research. Stroke,
pain management, Alzheimer's disease, and Parkinson's
disease are just a few of the neurologic conditions that pres-
ent distinct manifestations and differential prevalence rates
between sexes and would benefit most from research being
conducted based on sex differences. This oversight causes
this gap in knowledge of differential presentation, out-
comes, and treatment responses between men and women
and creates an urgent call to action for sex differences in
neurological research in neuroscience to tailor diagnostic
and therapeutic strategies that accommodate sex differenc-
es. This persistent negligence of such research highlights an
ethical imperative to advance sex-specific scientific inquiry,
thereby ensuring equitable and precision-based approaches
in diagnostics and therapeutics that address the nuanced
and differential needs of all individuals.

NEUROSEXISM

In and of itself, neuroscientific studies of sex differences
are not the primary focus of bioethical debate. Critics agree
that areas in the brain do exist where their respective func-
tions and structures differ between females and males, and
those differences need to be studied. However, the extrapo-
lation of such research from biological differences in the
brain to behavioral differences is contested. “Neurosexism”
refers to the belief that the differences between female and
male brains “explain women’s inferiority or unsuitability
for certain roles” (Rippon 2016). This controversial view is
perhaps the largest ethical quandary in sex difference-based
neuroscientific studies as it could strengthen already exist-
ing sexism and discrimination against women.

Much research on sexual differentiation in the brain
has faced scrutiny due to many making confident claims of

sex differences despite interpretive bias and methodologi-
cal weakness. This is exactly what happened in Ingalhalikar
et al’s (2013) study of applying Diffusion Tensor Imaging,
a brain imaging technique, to model the neural connectiv-
ity of 949 young people’s brains. The study revealed that fe-
males had greater connectivity across hemispheres, while
males had greater neural connectivity within each brain
hemisphere. These findings apparently proved that the brain
was dichotomous due to gender. Yet what was not included
in the scope of the study was that there was no difference
in the majority of neural connections between the adoles-
cent participants, nor were the variables of puberty-related
maturation or brain size controlled for—variables which
would have reduced male-female difference (Eliot 2019).
Furthermore, though there was no behavioral data directly
reported in the Ingalhalikar et al. 2013 paper, the finding of
sex differences in connectivity was hailed by the authors of
the paper as “scientific proof” for women being more emo-
tional due to their greater inter-hemispheric connectivity
while men compartmentalize their emotions from their ra-
tional thought due their hemispheres being more structur-
ally independent (O’Connor and Joftfe 2014). Articles used
in Ingalhalikar et al. paper to justify stereotype content (e.g.,
women having better parenting skills, men being more logi-
cal and focused, women being more caring and emotional).

This study is one of many that despite having method-
ological flaws used the credibility of science to defend gen-
der stereotypes as socially, factually, and biologically true.
In fact, Garcia-Sifuentes and Maney’s (2021) analysis of 147
articles in the field of neuroscience found 71% of articles
reporting significance found for one sex but not the other
as a statistically significant sex-based difference when that
is untrue. Therefore, the prevalence of errors in such studies
bears significant concern due to the dangers they pose in
legitimizing societal gender roles.

SEX ESSENTIALISM

Closely related to the issue of neurosexism, sex essential-
ism, the view that an individual’s genetic makeup can explain
the individual’s behaviors and characteristics (Dar-Nimrod
& Heine 2011), exists as another key ethical stipulation. This
idea is grounded on the beliefs that (1) female and male ‘es-
sence’ is partly formed from the differences between dimor-
phic brains (male brain vs. female brain) and (2) the struc-
tures and functions within the dimorphic brains are fixed
and innate (Rippon 2020). However, new evidence proposes
that significant overlap in both sexes’ functional connec-
tivity networks (Joel et al.,, 2015), suggesting that the brain
should not be strictly classified as either female or male but
instead be recognized as a mosaic. This finding contradicts
previous assumptions as it highlights the continuity present
in the brain’s neural structures, regardless of sex. Thus, the
principle beliefs of sex essentialism fall short; brain regions
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By Saiman Chow, The Transmitter, 2024

are not dimorphic. Furthermore, when investigating the
sex differences in the function and anatomy of the brain,
it was found that there were a few somewhat strong differ-
ences; however, there were multiple moderate and weak dif-
ferences (Jancke 2018). This finding is further extended by
how a lack of difference was found in the brain’s structure
and connectivity patterns between sexes (Kong et al. 2018).
These similarities found between the brains of males and
females challenge the previous assumption of the existence
of dimorphic brains (Lippa 2010).

Simultaneously, advancements in brain imaging tech-
niques have provided unprecedented insights into neural
activity, exposing the brain's plasticity and its responsive-
ness to a myriad of experiences, including those shaped by
gender (May 2011). This underscores the inadequacy of a
purely biological determinist perspective, which fails to ac-
count for socio-economic, educational, and cultural vari-
ables that influence brain characteristics. Questions begin
to arise on how much these mechanisms of the brain have
been oversimplified as the lack of strong evidence showing
sexual dimorphism in the brain, highlighting the need to
adopt a more inclusive approach to classifying the brain in
neuroscience research, so that it recognizes the complexity
of genders and its implications for neuroscience research.

REVERSE INFERENCE

Reverse inference is the practice of inferring the engage-
ment of specific cognitive functions based on observed
activation in particular brain regions (Poldrack 2006).
Traditionally, neuroimaging studies operate under a more
straightforward deductive framework, where the inference
proceeds from the premise that if cognitive process X is en-
gaged, then brain area Z is expected to be active. However,
a troubling trend has emerged in which researchers engage
in a form of reasoning that draws conclusions in the oppo-
site direction: from the presence of brain activation to the
assertion of cognitive engagement. For example, one might
encounter statements in functional magnetic resonance

imaging literature that indicate, "In the present study, the
brain area anterior cingulate cortex was active during the
experience of envy."

Researchers may then refer to prior studies linking
brain area of the anterior cingulate cortex with cognitive
process of conflict or social pain processing, leading to the
inference that the observed activation signifies the engage-
ment of process cognitive conflict or social pain processing
during experience of envy. This reasoning is fundamentally
flawed and exemplifies the logical fallacy known as affirm-
ing the consequent.

Unfortunately, the fallacy of reference inference does not
erase the belief from research as it continues to infect neu-
roscientific studies about sex differences. The prevalence of
reverse inference in neuroscience research is highlighted in
Fine's (2012) review of 39 studies, where 27 (69%) utilized
reverse inference to hypothesize differences in response to
stimuli between males and females or differences in cogni-
tive processing. However, in 11 of these studies, behavioral
data contradicted or were inconsistent with the reverse in-
ferences made. For example, one study concluded that men
were more conditioned for sexual arousal due to greater
neural responses in regions such as the occipital cortex and
amygdala compared to women. Nonetheless, the behavior-
al data showed that while men rated erotic pictures as more
arousing, women rated them similarly in terms of valence
and arousal, despite lower initial arousal levels. Thus, the
behavioral evidence suggested that women might be more
readily conditioned to find stimuli sexually arousing, con-
trary to the reverse inference drawn (Fine 2012).

Therefore, these interpretations made by researchers are
dangerous. Instead of basing conclusions on relevant data
collected, researchers begin to falsely correlate sex differ-
ences in the brain as the sole reason for behavior differ-
ences between genders. They often overlook contradictory
behavioral data and rely on assumptions about expected
gender differences, rather than empirical evidence. This not
only misrepresents the intricacies of human cognition but
also reinforces societal stereotypes regarding gender and
cognitive abilities. When researchers overlook contradicto-
ry behavioral evidence in favor of anticipated conclusions,
they contribute to a body of scientific literature that may
misinform public understanding and policy.

CONCLUSION

When asked the question of whether neuroscientific
studies investigating biological sex differences do more
harm than good, the current analysis concludes with a
stance of a cautious approach. The evidence clearly demon-
strates that biological sex influences neurological function,
disease susceptibility, and therapeutic responses. How-
ever, the historical tendency to prioritize male subjects in
research has led to significant gaps in understanding the
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unique needs of diverse populations, resulting in real-world
health disparities. The National Institutes of Health’s (NTH)
recent policy initiatives of creating the requirement of con-
sidering sex as an experimental variable in the design, anal-
ysis, and reporting of all NIH-funded preclinical research
mark a pivotal step toward rectifying this oversight, yet they
have inadvertently paved the way for an influx of studies
that may misinterpret or misrepresent the complexities of
sex differences. The ethical dilemmas surrounding neuro-
sexism and sex essentialism further complicate this land-
scape. The risk of reinforcing harmful stereotypes through
flawed interpretations of neuroscientific data is not merely
an academic concern; it has far-reaching implications for
societal perceptions of gender roles and individual capabili-
ties. Misguided conclusions can perpetuate discrimination,
thereby exacerbating existing inequities in healthcare and
professional opportunities. Furthermore, the prevalence
of reverse inference in the literature exacerbates these is-
sues, leading researchers to draw unwarranted conclusions
from neuroimaging data that fail to align with behavioral
evidence. This not only misrepresents cognitive processes
but also fosters a misleading narrative regarding innate dif-
ferences between genders. Thus, there are too many harms
associated with sex differences studies that outweigh the
possible benefits and can not fully be appreciated if aspects
such as false assumptions, reverse inferences, and neuro-
sexism cannot be mitigated. Therefore, such research in the
field of neuroscience should be continued cautiously in or-
der to maximize advancement in scientific knowledge and
societal benefit while minimizing the production of false
knowledge. In order to achieve this, more stringent guide-
lines could be instilled into sex difference neuroscience
research that could allow for such research to continue so
society can reap its benefits without suffering harm. Rec-
ommendations put forth by Rippon et al. (2014) advocate
for methodological enhancements, such as implementing
in-principle acceptance in peer review processes and urg-
ing researchers to include conditions examining the revers-
ibility of gendered brain differences through environmental
interventions. Additionally, mandating replication of find-
ings in separate samples and maintaining databases of gen-
der similarities rather than differences are proposed strate-
gies to mitigate biases and enhance the integrity of research
outcomes.

Ultimately, addressing the issues of neuroscientific stud-
ies on sex/gender differences requires a set of rigid guide-
lines that prevent researchers from pushing false conclu-
sions based on faulty methods or previous assumptions.
While the exact guidelines that should be placed still re-
main unknown, recognizing the harms that come with such
studies serves as an important first step in creating a more
equitable and scientifically rigorous research landscape.
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The Ethics of Weight-Loss Drugs: Patient Autonomy vs.

Societal Beneficence

Kaitlin Ross*

I. INTRODUCTION

For centuries, dieting has been a social norm, and
weight loss has been the determining measure of success
and self-worth. In the 18th century, society idealized slim
bodies, and the most celebrated and romanticized public
figures were all thin, with many going to great lengths to
maintain their slim waists. Diets have drastically changed
from decade to decade, with the 1820s featuring the first
low-carb diet, the early 1900s focusing on chewing food up
to one hundred times to liquefy it, and the 2000s ushering
in digitized weight-loss platforms (“The History of Dieting
| Skyterra Wellness,” n.d.; “2000s,” n.d.). A large majority of
the United States population is clinically obese, which also
means these individuals are at risk of developing type 2 dia-
betes, hypertension, cardiovascular disease, cancer, and a
number of other health problems.

In 1947, the FDA approved the first prescription obesi-
ty drug, desoxyephedrine (or methamphetamine). Over the
following decades, appetite suppressants were introduced,
but their use was restricted to only a few weeks. In 1995,
the FDA reconvened to discuss the implementation of new
weight-loss drugs, emphasizing the need for long-term ef-
ficacy. The shift toward drugs such as Ozempic or Wegovy
was catalyzed in 2007 when a study revealed that weight-
loss drugs could also treat type 2 diabetes and vice versa
(“Circulation | AHA/ASA Journals,” n.d.).

Ozempic resembles a hormone called GLP-1, which
acts as an appetite suppressant, and gained popularity
through social media in 2021 after being featured on sev-
eral famous television shows and endorsed by many ce-
lebrities (Sommi 2022d). After Ozempic was rebranded
as Wegovy and restructured to a higher dosage, the drug
quickly rose to prominence and sent the weight-loss world
into upheaval. Platforms such as Noom and Weight Watch-
ers began to shift their messaging from "anyone can do it" to
recommending different diet plans and advising consulting
physicians who could prescribe the new drugs. Currently,
controversy surrounds the accessibility, competition, and
classification of weight-loss drugs. This controversy regards
accessibility, classification, and varying perspectives on the
necessity of the drug. This paper explores the progression of
societal views on dieting and their connection with weight-
loss drugs, highlighting the ethical issues over public health

and personal autonomy.

II. THE CASES OF YOLANDA HAMILTON AND
ARTEMIS BAYANDOR

Yolanda Hamilton, a nurse from South Holland, Illi-
nois, presented with an elevated Body Mass Index (BMI),
high blood pressure, and elevated blood sugar when her
physician prescribed her Wegovy. She responded well to
the drug, experiencing improved energy, curbed sugar crav-
ings, and a reduced appetite, which led to her losing 60 Ibs
(Etienne 2023). Originally, Yolanda was on Aetna insurance,
but after getting a new job, she switched to Blue Cross and
Blue Shield insurance. She was denied coverage and was
forced to either stop the drug or pay $1,400 out of pocket
per month. Her job involves a relatively sedentary lifestyle,
including sitting at a desk and registering patients, so she
naturally gained approximately 20 lbs back after stopping
the drug. She said, “I'm very frustrated about the weight
coming back in such a short time.” She anticipates needing
additional medications in the future, not for weight loss,
but to address other health problems related to her previ-
ous overweight condition (Aubrey 2023). Hamilton viewed
these weight-loss drugs as a medical need to improve her
health and well-being, yet with recent restrictive policy and
insurance implementations her patient autonomy could not
be fully exercised. In many cases besides Hamilton’s patients
were denied coverage to weight-loss drugs as they were not
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deemed “medically necessary”, which has led to nationwide
controversy over the necessity of weight-loss drugs and pa-
tient rights.

III. ETHICAL ISSUES RAISED BY WEIGHT-LOSS
DRUGS

i. Ethics of Access

To gain access to weight-loss drugs such as Wegovy,
individuals must meet certain basic requirements. These
requirements can vary, but the standard typically includes
being over twelve years of age, having a BMI over 30 kg/
m?, or having a BMI over 27 kg/m? with associated weight-
related medical problems, in addition to having attempted a
diet and exercise routine (Diet 2024). Weight-related medi-
cal problems can range from hypertension to Type 2 diabe-
tes, which broadens access to the drug, as 54.5% of adults
aged 45-59 alone are considered hypertensive (“Products
- Data Briefs - Number 364 - April 2020,” n.d.). Another
somewhat ambiguous requirement is having previously
tried a diet and exercise routine, which most people have
done at some point, whether through the latest Facebook
Keto diet or a new gym membership as part of a New Year's
resolution. Therefore, it is reasonable to assume that most
people have "tried a diet and exercise routine." Wegovy and
other weight-loss drugs are recommended and advertised
to individuals who are "prediabetic," but nearly every citi-
zen could be considered to some extent "prediabetic," with
statistics showing that over 1 in 3 U.S. citizens are currently
prediabetic (“Prediabetes - Your Chance to Prevent Type 2
Diabetes” 2021). Overall, qualifying for weight-loss drugs
under the current standards is relatively easy, and growing
access to physicians who can prescribe these drugs, such as
through Noom, has made them more available.

However, even if individuals qualify for the drugs, they
may not necessarily be able to use them. The typical cost
of using weight-loss drugs for one month is approximately
$1,400, which is higher than the monthly minimum wage
(Indeed Editorial Team 2024), making it an unrealistic cost
for many people. Some insurance plans, such as Blue Cross
Blue Shield, Aetna, and Cigna, cover the cost of the drugs,
while others do not (Medicare has recently begun covering
them) (Woloshin, Woloshin, and SingleCare 2024). With
insurance, costs can be reduced to as little as $25, making
them more affordable. Because the drugs are not affordable
for everyone, they have largely become accessible only to
the wealthy.

Issues related to the high cost of these drugs have al-
ready arisen, as seen in North Carolina in January 2024,
when the state government cut coverage for anti-obesity
medications for public employees. After North Carolina
spent $100 million on these drugs in 2023, with a projected
$1.5 billion loss by 2030, state officials deemed the costs un-

sustainable (“North Carolina Drops Coverage for Wegovy
and Ozempic, With Implications for Anti-obesity Drug
Market Projected to Hit $100B by 2030” 2024).

In August 2024, North Carolina began covering obe-
sity medications under Medicaid to provide for some of
the state’s poorest residents. This decision was a dramatic
turnaround for many of the state's workers, who had lost
coverage about six months prior, leading to the cessation
of treatment for nearly 25,000 people. North Carolina has
generated significant controversy by now providing access
to drugs for its poorest residents, while some middle-class
workers cannot afford them (Sanger-Katz 2024). The state
is now at the center of the debate, with citizens claiming de-
nial of necessary healthcare despite the evident benefits and
prevention potential of these drugs for numerous chronic
health issues.

There are various opinions on what BMI qualifies
someone for weight-loss drugs. Some physicians argue
that a BMI exceeding 30 is required, while others believe
that a BMI over 27 would make a person eligible. Over
130 million adults in the United States have a BMI greater
than 30, and if you include other qualifying factors such
as hypertension, diabetes, or a BMI over 27, an additional
50-70 million adults could be eligible (Centers for Disease
Control and Prevention 2023). With such a large number
of people qualifying, some insurance plans have begun to
cover the cost, and many individuals have started treat-
ment. However, this widespread use has led to issues, such
as people using the drugs for purposes other than weight
loss, which has created difficulties for those who need them
for medical reasons.

ii. Patient Autonomy: Life-Saving vs. Life-Enhancing

Ozempic was originally known for its use as a weekly
injection to help lower blood sugar by assisting the pan-
creas in secreting insulin. As a result, Ozempic's users were
primarily people with Type 2 diabetes, and one of its side
effects was weight loss. Although Ozempic is not officially
approved for weight-loss purposes, physicians are prescrib-
ing it to patients for this use (UC Davis Health 2023). How-
ever, issues quickly arose when there was limited stock of
Ozempic, and a new market of consumers began purchas-
ing the drug. Many people with Type 2 diabetes struggled
to find the medication and were repeatedly told that it was
on "backorder," creating problems for both patients and
physicians. Physicians are now being forced to find alterna-
tive treatments for their patients (“Diabetes Patients Strug-
gle to Find Ozempic Due to Its Popularity as Weight Loss
Drug” 2023). Controversy has emerged over whether non-
diabetics should be allowed to purchase drugs originally
intended for treating diabetes, raising ethical issues about
patient autonomy and whether the drug is life-enhancing
or life-saving.
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One of the most important ethical standards in medi-
cal practice is patient autonomy, which refers to a patient's
ability to make decisions for themselves and have input into
their treatment. One aspect of patient autonomy that ap-
pears to be jeopardized is when physicians "take the easy
way out" by using a "one-size-fits-all" approach to weight
loss. This has led to physicians focusing on achieving
weight loss as the ultimate goal for their patients to address
associated health factors, often without considering the pa-
tients' preferences or desires. This approach can be seen as
medically paternalistic (Team 2024). The ethics of medi-
cal paternalism versus patient autonomy have come to the
forefront during the "fat-buster era." While both concepts
should hold value in society, they may not both be appro-
priate in every physician-patient conversation regarding a
patient's health.

iii. Ethical Problems of Preventing Abuse

Another ethical debate is emerging regarding the new
implementation and use of weight-loss drugs: how should
these drugs be regulated to prevent abuse? How can we de-
fine a clear boundary between using the drugs to reduce
weight from 400 1bs to 250 Ibs versus using them to go from
175 Ibs to 140 lbs?

The “Biggest Loser” problem highlights the difficulty
of drawing a definitive line to prevent abuse of these drugs.
This issue arises because individuals will vary significantly
in their response to the drugs: some might lose significant
amounts of weight, some might maintain their weight, and
some might even gain weight. Contestants from the show
The Biggest Loser have reported weight gain and perma-
nently damaged metabolisms (Mazziotta 2021). This risk
is even greater for individuals like Yolanda Hamilton and
Artemis Bayandor, who might be forced to stop taking the
drug and then end up gaining weight instead of losing it.
Regaining weight could become a more frequent issue if
physicians prescribe drugs haphazardly, leading patients to
forgo healthy habits such as dieting or exercising. Once the
drug is discontinued, patients may revert to old habits and
quickly regain the weight.

Building on earlier points, since these drugs must be
taken for life and come with associated side effects, they
should not be the first option recommended by physicians.
To prevent overuse and avoid the slippery slope of using
the drugs for vanity purposes, physicians should ensure
that the long-term benefits of taking the drug outweigh the
associated costs and risks.

iv. Life-Extending Aspects of Anti-Obesity Drugs

Could weight-loss drugs provide such significant
health benefits that they could arguably be considered
health beneficiaries? As already established these drugs help
manage blood sugar control, bring cardiovascular benefits,
improve lipid levels and many other benefits giving a per-
son an overall improved quality of life. Heart disease is the
leading cause of death in the United States with about 1 in 5
people dying from heart disease in 2022. High blood pres-
sure and high cholesterol are contributing factors to heart
disease (Centers for Disease Control and Prevention 2024)
and studies have shown the increased benefits weight-loss
drugs have brought to reduce the impact of these factors.
These results also showed that the health benefits added
were independent of how much weight was lost overall,
indicating even if individuals did not lose the weight they
set out to lose they could still have overall health improve-
ments regardless (British Heart Foundation 2024).

The maker of Ozempic and Wegovy began to shed
light earlier this year on some long-term effects of taking
these drugs. Some results from the study concluded the
majority of people were able to keep the weight off long-
term while staying on the drug and only 17% of patients
had to stop treatment from negative side effects (Kindelan
2024). However, various drugs have shown various long-
term associated side effects such as kidney, gastrointesti-
nal or thyroid problems as only a few. Long-term effects
are still being closely evaluated and not fully understood.
Many trials for the approval of these drugs only lasted 1-2
years yet they are intended to be taken for many decades.

IV. BIOETHICISTS PERSPECTIVES

Bioethicist Immanuel Kant’s principle of universaliz-
ability is centered around acting in accordance with rules
that are applicable to everyone. This principle is highly
relevant to the ethics of weight-loss drug implementation
because, currently, access to these drugs is not universal
but instead limited to those who can afford them and those
whose physicians deem them eligible. Kant would support
weight-loss drugs if they could be universally recommend-
ed. A Kantian framework would emphasize ethical prin-
ciples that ensure patient autonomy during treatment and
benefit both individuals and the public, aiming to prevent
the exploitation of vulnerable people. Kant values patient
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autonomy and would emphasize patients understanding
the full effects—both good and bad and then being allowed
to make a personal decision to take them or not. Kant’s
beliefs, which emphasize patient dignity, would support a
patient-physician relationship where a patient is given full
autonomy over their decision to use weight-loss drugs or
not. Kant would also emphasize people should not be treat-
ed as mere means to an end but ends in themselves. If all
humans are pressured into looking a certain way by societal
beauty standards rather than respecting individuality then
it is inherently unethical. If the drugs are offered in a way
that respects autonomy and is universal without enforcing
societal pressures or manipulation then they would be seen
as morally acceptable by Kant.

V. CONCLUSION AND FUTURE REMARKS

Throughout this paper, I have illustrated that the in-
tricate nature of prescribing and implementing weight-loss
drugs in society will exacerbate existing controversies and
lay the groundwork for future debates, while reinforcing
that infringement on patients' right to bodily autonomy is
inherently unethical. In circumstances where patients and
physicians have carefully assessed and explored alterna-
tive options, patients should be able to access treatments
that could improve their current health and quality of life.
However, drugs should not be the immediate solution for
all patients, and physicians should establish stronger limi-
tations on their use to prevent abuse for vanity purposes
rather than addressing health needs.

If these drugs are to be applied in society, patients
should be entitled to their affordability, especially if physi-
cians are prescribing or recommending them. Looking to-
wards future ethical issues surrounding weight-loss drugs,
further research will be needed on individuals' metabo-
lism, long-term eflicacy of the drugs, and the impact upon
diverse patient populations. Addressing these issues are
crucial to navigating the new implications of weight man-
agement in society by prioritizing patient well-being and
ethical healthcare practices.
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Brain-to-Brain Communication: Hyper—-Empathy and

Identity

Yuliya Liberman*

INTRODUCTION

Telepathy has long been a staple of science fiction and
a token superhero power. However, according to the cur-
rent trajectory of technology companies such as Neurolink,
Meta, etc., a real-life version of telepathy can be possible for
the general public. Neurotechnology that links two or more
brains and allows for communication between them, also
known as brain-to-brain communication, is a rapidly devel-
oping sector of research and advancement. It is worth con-
sidering what could be lost through brain-to-brain com-
munication when it has the potential to replace the current
forms of mediated and unmediated communication.

Brain-to-brain communication is possible today and
is a likely trajectory for neurotechnology to expand into.
Studies have shown that two or more brains can commu-
nicate with each other, most notably by Jiang et al. (Jiang et
al. 2019). Additionally, with the progress of the latest neuro-
technology companies, it seems clear that communication
is a high- priority function that aims to be realized. Projects
like BrainNet have demonstrated non-invasive interfaces
that allow multiple individuals to collaborate using direct
brain-to-brain communication. This system employs EEG
to decode brain signals and TMS to transmit information
between brains (Hildt 2019). Researchers are exploring
methods to enhance the complexity of information shared,
such as using fMRI alongside TMS for better semantic con-
tent transfer. While this technology may seem far-fetched
or only probable in the distant future, the reality is that with
continued research and with these notable accomplish-
ments and suggested goals, brain-to-brain interpersonal
communication will likely emerge much sooner than ex-
pected and be a crucial part of all neurotechnology released
for personal use.

In this paper, I offer a scenario depicting the near fu-
ture in which individuals primarily communicate through
brain-to-brain interface technology and suggest that this
would be a dystopia where communication, relationships,
and even people’s identities are fundamentally altered in an
undesirable way. This is followed by an overview of current
forms of mediated interpersonal communication (MIC)
and their advantages and ethical challenges in comparison
to brain-interface mediated interpersonal communication
(BIMIC). I analyze a novel concern, which only pertains
to BIMIC, of the need for two distinct interlocutors, which
BIMIC threatens to merge into one. If two interlocutors
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share their memories, thoughts, and feelings with each oth-
er for a long period of time, then there could be a point at
which they would develop a type of hyper-empathy. While
an argument can be made that BIMIC would remove the
distinction of two or more interlocutors and their respec-
tive identities, I suggest that a necessary distinction can still
be retained. Since individuals have agency, and this capacity
would remain even if two people had completely identical
experiences and memories, individuals could never truly
merge identities. Additionally, in BIMIC, precautions could
be put in place, such as identifying markers on each trans-
mission which would allow for a receiver of transmissions
to differentiate between their own thoughts and the sender’s
transmissions. However, there is a further consideration of
the nature of BIMIC which may not relay valuable aspects
of communication. When interlocutors partake in face-to-
face communication there is a certain recognition that oc-
curs which leads to respect for each individual as a fellow
human and an individual with moral worth. I suggest that
this phenomenon may not be translatable in BIMIC and
interlocutors could suffer the loss of these aspects. I argue
that while BIMIC allows for an unprecedented ability of
hyper-empathy, there is a line that can be retained where
two interlocutors will still remain unique individuals and
agents. Additionally, the use of BIMIC could lead to the loss
of necessary conditions of communication, namely respect
and recognition. Within this understanding, I suggest that
the hypothetical dystopia as a result of BIMIC remains a
potential negative outcome rather than an impediment to

*Yuliya Liberman studies Philosophy and Neuroscience at Temple University. Yuliya can be reached at yuliya.liberman@temple.edu.
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progress in this field of inquiry.
A POTENTIAL DYSTOPIAN FUTURE

Two individuals, James and Jessica, are sitting across
from each other at a coffee shop, each with a wearable de-
vice that has the ability to interpret commands that they
send to it through their thoughts. They do not speak to
each other, and in fact, the entire coffee shop is completely
void of conversation. The majority of people have obtained
these devices and solely communicate through them. In
this world, auditory communication is too arduous and in-
efficient. Public places are still used, despite the ability to
communicate from anywhere without even moving a fin-
ger. People in this society still realize the value of meeting
places, and they believe that talking is not necessary for the
human need to be around others to be met.

James thinks the command: “Hey Roger, (this is the
signal phrase that alerts the device that a command is next),
send message to Jessica that this coffee is good”. This com-
mand takes place in a millisecond at the speed of brain ac-
tivity and between passing thoughts that are simultaneously
occurring for James. In the same millisecond, Jessica re-
ceives a mental transmission, much like telepathy as the de-
vice sends a thought to Jessica’s consciousness, “Hey Jessica,
James wants you to know that his coffee is good, he is very
happy about being here”. In a split second the message has
been transmitted with an addition of implied tone to fully
convey what James meant. Both James and Jessica continue
to exchange remarks about the coffee shop and update each
other about their lives using brain-to-brain communication
without looking up from their computers or breaking from
their work.

A bit later, James decides he wants to check in on his
mother who is on vacation. His device sends a message to
his mom’s wearable device to receive permission to transmit
what she is seeing. James can now see in his mind where his
mom is and what she is experiencing. This appears to him
much like a memory does, though clearer, yet still only in
his mind.

Simultaneously, Jessica is still sitting in front of him
working on her computer though she is receiving mental
transmissions from her boss who is telling her that she is
getting a promotion. She commands her device, “Hey Rog-
er, tell my boss I say thank you but in a more formal way”
and her wearable device transmits a professional message
with much gratitude and appreciation to her boss. Howev-
er, the boss’s own wearable device retranslated this message
as “Jessica said she is very thankful,”. This was to allow for
greater efficiency as opposed to reading the whole message
as it was sent.

Both James and Jessica continue drinking their coffee
and working on their computers, and they are happy to have
these interactions, not through spoken language, not at the
tips of their fingers, but integrated into their consciousness.
It seems to them that this is the most organic and efficient
way to communicate. A spontaneous thought can instantly

be transmitted, saved, cataloged, and then revisited. Tone
can be easily conveyed as the device also interprets brain
signals that correspond to the emotion the individual is
feeling. To people in this society, brain-to-brain communi-
cation is an advancement that promotes honesty, efficiency,
and greater possibilities of empathy, much like the concept
of telepathy once promised, though with a respect of per-
sonal privacy. To them it is the ultimate advancement which
allows all to live more connected, yet individual lives.

MEDIATED INTERPERSONAL COMMUNICATION

While interpersonal communication is the term that
describes face-to-face communication, typically with
two interlocutors, mediated interpersonal communica-
tion (MIC) describes the phenomenon during which this
interpersonal communication is somehow mediated, or
cultivated, by something other than the two interlocutors'
ability to communicate. Computer mediated communica-
tion (CMC) describes interactions between people on the
internet, though this is likely an outdated term as far more
than just computers are used as tools for interaction, such
as essentially every technology that has an internet connec-
tion from phones, tablets, smart watches, gaming systems,
virtual reality headsets, and more. In this paper, CMC will
be used as an umbrella term to describe mediated interper-
sonal communication using any technological device.

MIC occurs today through many devices and many
variations, some with only text, and others with a function
of video as well. Each is able to answer the question: “is true
connection possible?”, differently. With the emergence of
online chat groups almost simultaneously with the adop-
tion of computers for personal use, online communication
has increased access to anyone in the world at any time
and the possibility of collaboration despite distance. Some
forms of MIC such as texting promote a greater degree of
inauthenticity or the possibility of miscommunication,
while phone calls allow for the recognition of tone there-
fore allowing for a lesser degree of potential information
lost. Video calls, even more so than phone calls, allow for
conversation and communication that is almost indistin-
guishable from face-to-face communication. With the abil-
ity to FaceTime, Zoom call, or Skype anyone in the world at
any time it would seem that surely this alternative is better
than the limitations that in-person communication pos-
sesses.

A heavily researched area of MIC has been social me-
dia, especially Facebook, through which many individuals
can form communities and even discover life-long friend-
ships and relationships. Some findings argue that true con-
nection is possible through this virtual medium and that
people are able to build trust, and understanding, and have
authentic conversation despite the fact that on the surface
they are interacting with an avatar and online profile (Can-
drasari 2020).

A novel version of MIC is brain-interface mediated
interpersonal communication (BIMIC). This form of MIC
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has been proposed through the use of brain-to-brain in-
terfaces (BBIs). This technique involves brain-computer
interface (BCI) technology and a computer-brain interface
(CBI). A BCI is a device that involves connecting neural
circuits to external support systems (Jangwan et al. 2022)
and a CBI uses computer commands to deliver informa-
tion to a brain (Hildt 2019). This method would connect
two brains and allow for the transmission of information
between them.

Brain-to-brain communication is currently not only
conceivable but has been successfully demonstrated. A study
showed that not only is brain-to-brain communication pos-
sible, but it is also possible to connect more than two brains
with BBI technology. This study involved three individuals
using a non-invasive BBI called BrainNet to communicate
with each other and complete a Tetris-like game (Jiang et
al. 2019). Two individuals in this study communicated us-
ing brain-to-brain communication and one individual was
the receiver of transmissions. The two individuals transmit-
ted simple messages guiding the decision-making process
of the third participant who physically manifested their
suggestions by playing the game. It is likely that in the near
future, a “large network of individuals connected via BBIs
and a cloud-based server” could lead to the advancement of
inputs and outputs from multiple devices and perhaps even
a new form of social networking or professional collabora-
tion (Hildt 2019). However, various components of BIMIC
such as the ability to use this device outside of a lab environ-
ment are still motivating research.

A NEW FRONTIER OF MIC

BIMIC aims to provide a more efficient alternative to
other forms of communication. BIMIC offers the possibility

From Medium, Public Sourcing

of not having to reach for a phone, type in a message, then
wait for a response. Instead, one could simply send a signal
directly to another person, at the speed of thought, without
any physical action. There is less chance that the recipient
would miss this transmission as it is a directly connected
piece of technology. This mode of communication would
be faster, require less effort, and be arguably more reliable
than other forms of MIC. It follows that since communica-
tion is more efficient, faster, and easier, there can be more
communication. In a similar way that CMC has allowed for
a connection between people who are not physically in the
same place at the same time, BIMIC has the potential to
form a similar connection and further it by increasing the
amount of communication possible.

Finally, there is a great potential for new possibilities
of increasing empathy with BIMIC than was ever possible
with CMC and even face-to-face communication. BIMIC
could allow for the transmission of not only text, or the
voice of the sender, or an Al generated image of them
speaking the message, but a direct transmission of emo-
tion and sensation. If BBIs are able to advance, it could be
possible that even memories are transmitted directly into
the mind of the recipient. It can be possible to transmit a
feeling of anger or joy not only through tone, but through
a mental sensation that would be conveyed alongside the
received message. Sensations such as adrenaline, pain, and
fear could likewise be transmitted. Undoubtedly, this opens
an array of ethical questions such as to what extent such
transmissions should be realistic, would the recipient have
to consent to being subjected to this direct form of empa-
thy, and whether a line could be drawn between malicious
intent and innocent sharing of emotion.

Other ethical concerns, similar to those encountered
by CMC, such as inauthenticity, privacy, safety, accessibil-
ity, cyber-security, regulation, and longevity create another
layer of challenges that this technology would have to over-
come (Chandler et al. 2022, Candarsari 2020).

THE DYSTOPIA OF BIMIC
Hyper-empathy

In the described hypothetical scenario, James and Jes-
sica were utilizing their BBI devices to transmit their feel-
ings and thoughts to each other and James was able to even
view an experience of his mom as if he was retrieving a
memory of his own. Consider the possibility of James and
Jessica continuously exchanging their thoughts with each
other for years and on a daily basis. A potential repercus-
sion of this unfolds: can James and Jessica then differentiate
between their own thoughts and the thoughts of the other?
Years later, could Jessica confuse James’ thought of his cof-
fee being good with her own thoughts about her coffee?
Furthermore, if James receives a transmission of a memory
that Jessica has, would James be able to differentiate this
memory from his own? If two individuals are transmit-
ting their thoughts to each other frequently and for a long
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period, it could be true that after a certain time, most of
their thoughts, memories, feelings, and impressions will be
shared.

This is a somewhat opposite concern of typical MIC
discourse. Oftentimes, we are concerned with whether MIC
will lead to a loss of connection or a misunderstanding
that will result in diminished empathy. In social media, for
example, communication can be more accessible and fre-
quent, however, there is a distance that exists between two
individuals through this mediated mode of communicating.
In contrast, BIMIC decreases the distance that exists even
with in- person communication. Here, BIMIC threatens to
allow us to share so much of ourselves that two people or
more can become almost one. This is a level of unreachable
empathy and connection with rudimentary in-person com-
munication. BIMIC would allow people to almost merge
into one, and raises the contrary concern about MIC of
whether two interlocutors can be retained with BIMIC as
the primary mode of communication.

The problem of BIMIC appears to be the difference
of communication inside one’s mind rather than between
minds (Riva and Galjimberti 1997). All other modes of
MIC exist between two or more interlocutors, or minds.
One interlocutor has a certain level of separation from both
the conversation at hand and the recipient of the communi-
cation and this distinction forms the basis of communica-
tion itself. It is in a way a defining factor of communication.
In BIMIC, when transmissions of messages are sent and
received within one’s mind, it seems that communication
loses this crucial condition of a separation between inter-
locutors. In this way, the hyper-empathy problem grows
into a problem of whether communication can even exist
without two distinct interlocutors.

Agency

However, perhaps while a greater portion of thoughts
and experiences may be shared between two or more indi-
viduals, there can be certain factors such as the design of the
device itself or aspects of identity that ensure the separation
of one interlocutor from the other. If the threat to identity
is confusing who's thoughts belong to who, then the identi-
fication of messages, even when stored and retrieved from
one’s memory, can prevent this. On the other hand, if the
issue is the actual act of communicating within one’s mind,
and if this can even be called a conversation, then perhaps
the agency of individuals involved in BIMIC can be consid-
ered and whether this is enough to both draw a distinction
between interlocutors and prevent a merging of identity.

The practical solution seems possible, at least hypo-
thetically. Developers, granted that this concern will be
considered in the design process, could implement labels,
frames, or other identifiers that would distinguish external
transmissions. Despite there not being a solution now, it
is entirely possible that a practical solution to distinguish
and recall transmissions will be found. In that case, the
confusion of the receiving interlocutor’s thoughts would be

avoided.

However, this would only literally prevent one’s
thoughts and memories from becoming another’s. If it is
true that BIMIC would increase communication generally,
and people would be able to share messages more effort-
lessly and frequently, perhaps interlocutors would come to
know too much about another person. By sharing memo-
ries, desires, feelings, and experiences, which can be said to
influence actions and thoughts and decisions in the future,
would two individuals start to completely become identical
in those aspects over time? The question then appears to be
whether there will be sufficient other characteristics that an
interlocutor possesses to retain their unique individuality.
If it is true that memories influence thoughts and actions
in the present, and memories can be argued to make up our
identity and self-perception, then two interlocutors would
be giving up their identity and individuality and become
merged.

Yet, this concern presupposes a view on identity. Many
philosophers have argued that identity is in fact not depen-
dent on memories and thoughts, as is assumed in this rea-
soning. Joseph Butler believed that there must be an under-
lying identity that consciousness reveals, but does not create
(Butler 1736). Thomas Reid affirmed that humans persist as
the same person over time and that memory is evidence for
personal identity rather than constitutive of it (Reid 2002).
David Hume rejected the idea of an underlying substance or
essence that constitutes personal identity, instead believing
that identity emerges from the relations between our per-
ceptions and ideas (Hume 2007). While John Locke posited
that identity is made up of our memories and consciousness,
this view has been considered circular and said to presup-
pose identity in a narrow definition (Locke 1979). If Locke’s
view on identity is accepted, then BIMIC would undoubt-
edly be expected to cause a merged identity. However, the
overwhelming majority of theories do not accept identity as
being solely determined by memories and thoughts. Identity
could be a constant or self-evident characteristic of humans
that does not rely on past experiences, or an ever-changing
illusion based on mental phenomena. Regardless, it seems
true that identity is more complex than thoughts, memories,
or experiences.

Assuming this view, the ethical concern of merging
identities is mitigated. Instead, an aspect of identity may be
considered one’s agency to act in the world. Agency, as the
capacity for action, remains ultimately undisturbed even
during BIMIC. Regardless of common past experiences,
agency would allow an individual to act and think autono-
mously. If identity is constant, and we have agency, then our
identity would not be impacted by BIMIC, and our agency
would be the differentiating factor that sets us apart from an
interlocutor even if we share all thoughts, memories, and
experiences.

While hyper-empathy to the point of becoming one and
the same with an interlocutor through BIMIC appears novel
and may infringe upon a certain level of individuality that
is currently the normal, it is not likely that users of BIMIC
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will unintentionally be subjected to a complete loss of in-
dividual distinction. There seems to be a line that can not
be crossed by BIMIC which is defined by one’s capacity for
agency. While one can become totally empathetic towards
an interlocutor over extended use of BIMIC, one’s agency
can not be revoked and therefore BIMIC will not cause two
interlocutors to merge into one.

Further evidence that identity may not be entirely in-
fringed upon through the use of BIMIC can be found in
the current neuropsychological understanding of identity.
Memory is a crucial component of identity, but it is not the
only factor considered in neuropsychology. Identity is mul-
tifaceted, involving personal, relational, collective, and pub-
lic components. These components encompass goals, val-
ues, beliefs, social roles, and group affiliations. Additionally,
identity development involves distinctiveness, coherence,
and continuity. Recognition and identification processes
also contribute to identity by linking sensory information
with semantic knowledge about individuals. Thus, identity
is shaped by a combination of memory and various cog-
nitive and social elements (Meca et al. 2015). This insight
further exemplifies the fact that while BIMIC threatens to
influence identity significantly by affecting an individual’s
memory, identity is likely determined by multiple factors
which can remain untouched by BIMIC and unique.

Respect and Recognition

Yet there is still another concern, unique to BIMIC,
which deserves consideration. As Robert Sparrow writes in
his paper on robots in aged care (2016), technology threat-
ens to subvert respect and recognition. He argues that if an
elderly care facility were to implement all robot assistants,
who would hypothetically provide a better standard of care
objectively, the robots would ultimately fail to provide the
essential respect and recognition that people require. In this
view, respect is the content, and recognition is “a matter of
the form of social relations” Respect is a necessary condi-
tion of understanding one’s personhood. Recognition is the
knowledge that an interlocutor is a particular and “valued
member of a community”. The absence of respect would
therefore lead to a failure to acknowledge one’s moral worth.
Without recognition, one can not be part of a community,
undoubtedly threatening their subjective well-being.

In BIMIC, this same respect and recognition may be
impossible to achieve. A user of BIMIC would, presumably,
communicate with the BBI assistant, which would transmit
the message, which would also be translated through a cor-
responding BBI assistant. In this way, BIMIC endangers the
recognition of an interlocutor in communication. While
there is a similar lack of recognition in other forms of medi-
ated communication, BIMIC requires an individual to com-
municate with an assistant, and receive messages from an
assistant. As Sparrow outlines, communication with AI or
robotic systems uniquely lacks a recognition aspect which
is present in even other forms of MIC, and is similarly pres-
ent in BIMIC. Without this recognition, mutual respect be-

tween two individuals may be impossible. Respect can only
come about through the realization of recognition, and play
the role of establishing a connection between two people
through communication. If this aspect of communication
is lost, it is arguably true that the well-being of individu-
als will likewise suffer. Additionally, this concern appears
to showcase an aspect of BIMIC which does not directly
have a solution. It seems as if due to the nature of BIMIC,
respect and recognition may always be unattainable with
this technology.

Respect and recognition as conditions of well-being
are speculative, and may not be sufficient to overshadow
the benefits BIMIC offers. However, this line of reasoning
supports the idea that through BIMIC, a vital value of in-
teraction between two interlocutors is lost. It isn't certain
that this aspect is a necessary condition of communication
or that BIMIC should not be researched and developed.
However, the future implementation of this technology
should acknowledge such a possibility as a loss of respect
and recognition, and move forward with caution.

CONCLUSION

While BIMIC may garner ethical concerns and require
adequate regulation, BIMIC would provide increased glo-
balization, efficiency, and increased empathy among users
beyond that which is possible with any other form of MIC
today. Whether the risks, both known and unknown, are
enough to halt this research is yet to be determined. Many
of these concerns have also been prevalent in the use of
CMC. Since users and developers of CMC have been able
to resolve these mutual ethical issues or at least prevent sig-
nificant negative outcomes, it would likewise follow that as
such instances occur with BIMIC, the response would mir-
ror that of CMC and some harm can be avoided.

The hypothetical dystopia that may come about with
the use of BIMIC categorized by hyper-empathy and a loss
of respect and recognition in communication, for now, re-
mains solely hypothetical. It is entirely plausible that with
thoughtful development, these serious problems can be
avoided. With the understanding of these concerns, devel-
opers of this technology should strive to create built-in so-
lutions such as clear identifiers of other user’s transmissions
and continue conducting research on how these transmis-
sions will be stored and recalled in the receiver’s brain. If
a user’s memory could clearly distinguish between their
own thoughts and memories and external transmissions of
thoughts and memories, the concern of merged identity can
be mitigated at least on a surface, functional level. While an
unprecedented ability for hyper-empathy and loss of indi-
viduality may occur with BIMIC use, agency seems to be
the key for the identity of interlocutors to be retained. Since
one’s identity seems majorly influenced by their capacity
for agency, and BIMIC can not threaten agency, the iden-
tity of user’s seems to be threatened by prolonged BIMIC
use, though not at risk of complete erasure or significant
merging with others. Since the outlined ethical issues cen-
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ter around prolonged and regular use of this technology,
if BIMIC was designed in such a way that it could not be
used in such pervasive ways, some of these challenges can
be avoided. As in the debate of Al ethics, it is worthwhile
to consider potential “friction” in user’s interactions with
this technology. For example, BIMIC technology could be
made intentionally less convenient so as to prevent the re-
placement of communication by this tool such as through
additional steps in the process of transmitting a message,
or limiting the quality of transmitted messages. By accept-
ing that this technology is on the verge of a breakthrough,
it is necessary to continue discussion rather than suggest
arguments to prevent its creation. Though BIMIC would
certainly bring about a drastically new mode of commu-
nication, and lead humans into uncharted territory, even
seemingly the worst consequence of BIMIC could be just a
consideration rather than reason to not progress research.
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Using Autonomy Thresholds to Assign Medical Decision-
Making Models for Adults with Autism

Adarsh Mavathaveedu*

INTRODUCTION

The right to patient autonomy, or generally the abil-
ity to make one’s medical decisions, is a guiding principle
throughout healthcare (Ubel, Scherr, and Fagerlin 2018).
However, questions arise for patients with autism regarding
their levels of autonomy both in principle and in practice.

To date, discussions on autonomy, in both non-autistic
and autistic adults, have often conflated issues between com-
petence and capacity for decision-making. Competence is a
legal term and refers to individuals having sufficient ability,
as recognized by a judge, to partake in legally recognized
activities such as making medical decisions (Leo 1999).
Specifically, the Convention on the Rights of Persons with
Disabilities (CRPD) has served as an international agree-
ment to protect this legal right for vulnerable populations
(United Nations 2006). As part of these efforts, members of
the United Nations (UN) have strongly advocated for sup-
ported decision-making models in which the final medi-
cal decision is made by the individual with autism but is
informed by a trusted team of family, friends, and/or clini-
cians (United Nations 2014; ASAN n.d.). Interestingly, the
United States has not yet ratified the CRPD, partly on the
grounds that current autonomy legislation is already robust
(Barsky 2018). However, such a claim is cast in doubt by the
existence of conflicting state laws — while some states sup-
port the UN's suggestion, others advocate for guardianship
models in which a surrogate decision-maker acts on behalf
of the autistic individual (ASAN n.d.).

The conflicting legal views of competence may be a
consequence of the varying views of capacity among those
with autism. Capacity for patient autonomy, which shall be
the focus of the remainder of the paper, refers to the ability
to make a medical decision within a given situation (Leo
1999). To determine capacity, the physician evaluates the
patient's ability to comprehend, manipulate and utilize
information when forming medical decisions (Leo 1999).
Historically, biases from the clinician's perspective have
perpetuated myths that those with autism do not deserve
autonomy, consequently leading to unnecessary external
influence and limitations in their treatment choices (Spath
and Jongsma 2020; McVey et al. 2023).

Given the high heterogeneity across individuals with
autism, it is impractical to describe what autonomy looks
like for all individuals with the diagnosis. Such an at-
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tempt is further complicated by how autonomy itself ex-
ists on a spectrum of varying degrees that fluctuate over
time (Varelius 2006). Instead, a more feasible goal would
be to develop an ethical framework for determining which
decision-making model would be most appropriate for
such patients based on whether they meet a certain level
of autonomy. The idea of using thresholds of autonomy to
determine capacity has been previously proposed by sev-
eral authors (Varelius 2006; Hirsch 2023). However, there
remains limited discussion of what exactly these thresholds
are. In other words, what are the internal capacities that
individuals must possess (or lack) before their decisions
are either accepted (or overridden)? Identifying such clear
thresholds can hopefully prevent the unjustified restriction
of autonomy for people with autism, and rather allow them
to exercise their remaining capacity as much as they wish.

This paper will be divided into three main parts. First,
a basic understanding of patient autonomy, including its
definitions and value, will be developed. Secondly, three
separate case studies will be utilized to identify both the
thresholds of autonomy and the rational capacities required
for each decision-making model, including independent
decision-making, supported decision-making, and guard-
ianship. Finally, directions for future work will be described
to both develop this framework further and enable its im-
plementation. Notably, this discussion will be limited to
only adults to avoid conflating concerns about developing
autonomy among autistic children, although other papers
have discussed such cases more fully (McVey 2023).

PATIENT AUTONOMY & ITS VALUE

To date, definitions of autonomy have largely been
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split between individualistic and relational conceptions.
In the traditional, “individualistic” view, autonomy is seen
as the patient’s capacity to self-govern one’s healthcare by
freely choosing treatment options (i.e., positive liberty)
with limited external influence (i.e., negative liberty) (Spath
and Jongsma 2020). However, others have argued for more
“relational” views, which emphasizes, and sometimes even
requires, the role of social relationships such as clinicians,
family, and friends (Dove et al. 2017). While there are sev-
eral arguments for both, it is important to note that these
two views can co-exist; with the “causal” view, it can be ac-
knowledged that while autonomy is generally enabled by
social conditions, it largely depends on one's internal capac-
ities during specific, provider-patient interactions (Dove et
al. 2017). Such an approach is particularly useful because it
not only recognizes that autistic adults’ rational capacities
ultimately determine their decision-making model, but also
appreciates the social relationships needed for such models
to occur practically and meaningfully.

When considering the value of autonomy in health-
care, authors have explored both its instrumental and in-
trinsic components. The instrumental value of autonomy
is the most generally accepted (Hirsch 2023; Lee and Lin
2010; Alonso-Sardén et al. 2019). On the other hand, the in-
trinsic value of patient autonomy, or whether autonomy has
any value irrespective of its beneficial outcomes, remains
highly debated (Wall 1998; Hirsch 2023; Varelius 2006).
Regardless of its value, patient autonomy is not a prin-
ciple that should be maximized across all cases. Attempts
to universally increase the involvement of autistic adults in
decision-making, including those with severe impairments
(or a simple preference to defer their autonomy), could lead
to unnecessary, uninformed, and adverse health outcomes.
Instead, balancing the principles of autonomy (by promot-
ing freedom of choice and minimizing external influence)
and beneficence (by promoting well-being and minimizing
harm) would be most helpful in assigning medical decision-
making models (Graber 2017).

To summarize, patient autonomy, which depends on
individual capacities and social conditions, is of great value
for both non-autistic and autistic adults. In the latter group,
the intrinsic value of autonomy is of particular interest
because it justifies their participation in medical decision-
making whenever possible (Hirsch 2023). This participa-
tion, however, may be limited in cases where the physician's
obligations to other moral principles, such as beneficence,
take precedence.

ASSIGNING MEDICAL DECISION-MAKING MOD-
ELS BASED ON PATIENT AUTONOMY

Now that a foundation of autonomy and its value in
healthcare have been established, its role in adults with
autism can be explored. As mentioned, the term “autism”
refers to a broad category of disorders that affects a highly

heterogeneous population, resulting in varying rational ca-
pacities. This phenotypic range makes it impractical to out-
line what autonomous healthcare may look like for everyone
diagnosed. Similarly, the recent neurodivergence movement
has called for the reclassification of autism from a disabil-
ity to just another variant on the wide spectrum of human
minds (Ripamonti 2016). While the classification of autism
as a disability is outside the scope of this paper, most would
agree that a diagnosis of autism in itself is not sufficient to
impose restrictions on patients. Rather, the focus should be
placed on its secondary impairments to individuals’ rational
capacities that question their autonomy. This line of think-
ing both prevents the overgeneralization of principles across
those with autism and enables this framework to be used for
adults with other intellectual disabilities.

Currently, the three available decision-making models
include independent decision-making, supported decision-
making, and guardianship (ASAN n.d.). In the following
sections, various case studies of adults with autism will be
utilized to assess the thresholds of autonomy and intact ra-
tional capacities needed for each model.

INDEPENDENT DECISION-MAKING

Case 1: Alan is a 21-year-old, undergraduate student
diagnosed with autism. He is approached by a research team
to enroll in an experimental asthma medication. Due to
his prior coursework, he is able to understand the proto-
col, recognize the potentially lethal risks associated with his
participation, and ask clarifying questions to the research
team. However, to recall the details of the study, he asks the
research team to write down their answers in a collaborative
notebook.

Independent decision-making, or the ability to make
healthcare decisions with complete privacy, grants the full
range of self-governance typically given to non-autistic
adults. This type of decision-making should be reserved
for autistic individuals who possess enough autonomy
to choose their medical decisions, according to their own
wishes and values, without the required dependence on
other rational agents. To meet this threshold, autistic adults
would present very limited cognitive, rational, or social im-
pairments relative to non-autistic individuals. Specifically, if
Alan experiences no significant reductions in the rational
capacities (e.g., the ability to reason, plan, or value) needed
to make healthcare decisions or the social capacities needed
to communicate his decisions, he should be afforded the op-
portunity to participate in the research study, regardless of
his diagnosis.

Alan and other similar individuals may exhibit a greater
reliance on accommodations or cognitive prostheses which
do not necessarily exclude them from independence and
privacy (Peterson, Karlawish, and Largent 2021). Rather,
accommodations can be seen as a restoration of their au-
tonomy to the threshold needed for independent decision-
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making (Peterson, Karlawish, and Largent 2021). Therefore,
if Alan and the research team were to use a collaborative
notebook to convey details of the intervention, the note-
book should be seen as a tool to restore his autonomy, rath-
er than a threat to his positive and negative liberties.

It is important to note that autistic adults in this cat-
egory of decision-making should not have their autonomy
questioned based on the quality of their healthcare deci-
sions. This rationale stems from how individuals without
autism are almost always given the opportunity to pursue
risky surgeries or decline life-saving treatments for various
reasons (religion, quality of life, etc.). As McVey et al. de-
scribes, there is “dignity in risk-taking” as it is innately part
of the human experience (McVey et al. 2023). Similarly, if
Alan is deemed to have levels of capacity similar to non-
autistic adults, he should also be able to exercise this dignity
by participating in the experimental intervention, regard-
less of the lethal risk.

SUPPORTED DECISION-MAKING

Case 2: Grace is an 18-year-old high school student
who has been diagnosed with autism and requires learn-
ing accommodations at school. She and her parents are ap-
proached by the same research team as described in Case 1.
Grace expresses she is interested in the study but is unable
to weigh the potential benefits and risks of her participa-
tion. Consequently, she asks her parents to make a list of
the pros/cons and to present it to her. Similarly, she asks her
primary care provider to simplify the medical jargon so that
she can better understand how the drug works.

In supported decision-making, the autistic adult re-
tains the right to make the final decision but requires the
assistance of clinicians, family, and other support members
throughout the process (ASAN n.d.). This model should be
reserved for autistic adults who do not possess the patient
autonomy needed for independent-decision making. Such
a hierarchy is supported by findings that adults (with mild
cognitive impairments) may lack the capacity needed to
make their own medical decisions but still retain the ca-
pacity needed to appoint a decision-making surrogate (Kim
et al. 2011). As an extension, autistic adults who lack the
capacity for independent decision-making may still have
sufficient autonomy to determine who may assist them. Pa-
tients in this category have impairments to their rational
capacities that are significant enough to require the assis-
tance of other rational agents around them. For example, if
accommodations are no longer sufficient to restore Grace’s
self-governance, and she relies on her parents to weigh the
study’s benefits and risks, she would benefit greatly from the
supported decision-making model. It is important to recog-
nize that within this model, Grace’s parents cannot directly
force or prohibit her participation in the study; rather, they
can work with the clinician, research staff, and other mem-

bers of the support team to either encourage or discourage
her involvement.

Some may counter that using a supporter to offload
mental processes is identical to using accommodations.
In other words, there is no difference between Alan using
a notebook to remember/communicate the details of the
protocol and Grace utilizing her parents for a similar func-
tion. However, this is an inaccurate analogy for two rea-
sons. Primarily, as other authors have mentioned, there is a
difference between using an inert object to supplement au-
tonomy compared to another rational agent who has their
own capacities, desires, and needs, all of which are likely to
influence the healthcare decision (Peterson, Karlawish, and
Largent 2021). Secondly, depending on inert tools seems
less of a deficit and more of an adaptation, as exemplified
by how fully autonomous adults also utilize cognitive pros-
theses to assist with their decision-making (e.g. a doctor
using a notebook to remember his patients). However,
the required dependency on others’ rational capacities is
unique to impaired adults and calls for a supported deci-
sion-making model.

The lower threshold for supported decision-making is
that individuals must retain enough autonomy to recruit
and utilize the supporters needed to help them self-govern
their healthcare. Prior to recruiting this team, autistic indi-
viduals need to first identify the type of support they need
from the agents around them. Therefore, this threshold
of autonomy is highly dependent on the rational capacity
to recognize one’s impairments and limitations. As Berlin
describes, the autonomous individual wishes “to be a sub-
ject and not an object” and, as such, is self-aware of their
strengths and shortcomings (Berlin 1969). Awareness of
the latter is particularly relevant for supported decision-
making models. For example, Grace is able to recognize the
complexity of clinical research jargon as an obstacle and to
recruit someone from the medical field into her support
team to better translate and appreciate such information.
Therefore, her informed decision to either participate or re-
fuse the study should be seen as an appropriate exercise of
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her capacity of autonomy.

Regarding positive and negative liberties, there may
be a loss of both during supported decision-making if only
the range of total possible choices is considered. Supporters
often restrict the number of healthcare choices by heavily
encouraging highly therapeutic treatments over others. On
the contrary, they may intervene to discourage dangerous
treatment options. However, when considering the range of
meaningful choices, which is arguably of greater relevance,
supported decision-making may, in fact, be protecting both
these liberties. Grace’s parents may aid her positive liberty
by helping her choose the treatments that best align with
her values, interests, and desires. Similarly, they may also
enable her negative liberty by not allowing misinformation/
ambiguity to exclude other treatments of potential interest.

GUARDIANSHIP

Case 3: David is a 20-year-old who has been diagnosed
with autism and requires full-time assistance for most ac-
tivities of daily life. He and his guardians are approached
by the same research team as described in Cases 1 & 2. Al-
though David is largely non-verbal, he loves science and
expresses joy when he hears the word “research” from the
study team.

While supported decision-making models offer a more
nuanced option for patients, it may not be appropriate for
autistic adults at the lower range of autonomy who are un-
able to build a support team or even to utilize one effectively
if such a team is appointed for them. Rather, guardianship
should be reserved as a last resort for such patients (Peter-
son, Karlawish, and Largent 2021). With highly impaired
rational capacities, these individuals are unable to recognize
their limitations in decision-making and therefore are high-
ly vulnerable to its consequences. From the clinician’s and/
or supporter’s perspective, the duty of beneficence to these
patients outweighs any duty to respect their autonomy. In
other words, if David lacks the rational capacity to recog-
nize his impairments (and consequently, the autonomy to
recruit and to utilize a support team), then his request to
participate in research can be overridden by his guardians
for his protection.

Additional questions arise regarding the existence of
autonomy in patients with such drastic impairments due
to the complete (or close to complete) lack of self-gover-
nance. While most discussions on autonomy focus on ra-
tional capacities exclusively, other authors have pointed to
the role of emotional capacities, or “carings,” as pre-forms
of autonomy that still ought to be recognized (Hirsch 2023).
In this example, even if David could not participate in the
decision-making, his eagerness and joy to participate in re-
search is still worth recognizing and implementing when-
ever possible. However, these carings, which fail to reflect
David’s understanding of the risks, do not seem sufficient

to allow his participation in potentially lethal interventions.
Additionally, those with autism may not always display the
anticipated emotions when making healthcare decisions,
which can further skew their autonomy determinations
(Satkoske, Migyanka, and Kappel 2020). Therefore, even if
emotional capacities are retained, David’s guardianship still
seems morally required because his rational capacities are
impaired.

While guardianship inevitably includes overriding any
positive and negative liberties of the autistic adult, this mod-
el does not prevent their interests from being considered in
the decision. Different frameworks have been proposed for
how to best respect these interests, including substituted
judgment (“What choice would this individual make and
would align with their preferences?”) and best interests
(“What choice would be in the best interests for this individ-
ual?”) (Peterson, Karlawish, and Largent 2021). For autistic
adults, the latter seems preferred for healthcare decisions.
Substituted judgment is more applicable for dynamic im-
pairments where autonomy fluctuates over time (Peterson,
Karlawish, and Largent 2021), but in relatively stable condi-
tions such as autism, there may not be an original baseline
for full autonomy. In other words, the choice David would
make if he were able to might be a poor standard of com-
parison if he was never able to make meaningful choices to
begin with. Instead, the “best interests” framework would be
able to more consistently provide the healthcare decisions
needed for him and other autistic individuals requiring the
guardianship model.

OPEN QUESTIONS AND FUTURE WORK

Overall, patient autonomy in adults with autism is a
complex discussion that requires assessing each individual's
level of autonomy and impairment to their rational capaci-
ties. As suggested in other patient populations, these thresh-
olds may change depending on the risk posed to the individ-
ual (Kim et al. 2011). For example, if David was approached
for a nasal swab study with minimal risks, his "caring" may
be sufficient to justify his participation. Despite these short-
comings, this framework still remains useful in providing
relative measures of autonomy across adults on the autism
spectrum while preventing the overgeneralization of bio-
ethical principles or healthcare models.

Future work should identify the relationship between
specific rational capacities and their relative contributions
to overall patient autonomy. Further discussion is also war-
ranted on how to best support patients with autonomy levels
that are highly depleted or exist at the boundaries between
decision-making models where any general categorization
may fail. Ultimately, the findings from such investigations
on capacity can better inform state, national, and even inter-
national legislation regarding the competence among adults
with autism and other intellectual disabilities.
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In a recent large-scale study, autistic individuals re-
ported lower quality healthcare across 50 out of 51 items
compared to non-autistic adults, including poorer commu-
nication and increased anxiety during the medical process
(Mazurek et al. 2023). Given this disparity, it is urgent that
providers, nurses, and advocates work together to ensure
autistic adults can not only access medical care, but also
that their interests and wishes are prioritized in the pro-
cess. A tangible first step is to recognize, to appreciate, and
to support the existing levels of autonomy among autistic
patients and re-center their healthcare experience around
them whenever possible.
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The Moral Vulnerability of the Physician and a Novel
Approach to Conscientious Objection

Joshua Park*

INTRODUCTION

The 1973 Church Amendment granted legal protection
to physicians and institutions that morally objected to abor-
tions. This, in turn, led to significant implementation of
medical “conscience bills,” which allow modern physicians
to enjoy an unprecedented right to object to certain treat-
ments. CO (conscientious objection) is generally defined as
the “refusal to provide a legal, professionally accepted, and
clinically appropriate practice within the clinician’s scope of
competence because it is contrary to the clinician’s moral
beliefs (Wicclair 2014).” However, from its inception, there
has been considerable controversy over CO. The impor-
tance of discussing medical CO is largely two-fold. For one,
medical CO challenges the revered duty of medical profes-
sionals to advance the well-being of the treated. A physi-
cian has been generally regarded as a reliable healer that
the sick can turn to in the time of need. There are legitimate
concerns that CO can threaten the all-important trust that
patients and society generally hold towards physicians. Sec-
ondly, medical CO is practically concerning from a patient’s
perspective in terms of access to care. This anxiety is read-
ily apparent in inflammatory headlines intermittently pub-
lished by major news outlets, such as the headline by NBC
News in July 2022 that “More than 1 in 8 LGBTQ people
live in states where doctors can refuse to treat them” (NBC
2022). These concerns have also been supported in recent
research, with two independently conducted systematic
reviews by Autorino et al., 2020 and Londras et al., 2023
both finding that CO hampers abortion access, resulting in
greater mental and financial burdens. It’s also important to
consider that CO conflicts are magnified in settings of low
socioeconomic status, where there is already a lack of suf-
ficient access to medical care (Autorino et al., 2020; Londras
et al., 2023).

KEY POSITIONS OF MEDICAL CONSCIENTIOUS
OBJECTION

There are generally two major arguments in favor of
CO: physician autonomy and moral integrity. The first ar-
gument favoring CO invokes an underappreciated concep-
tion in contemporary bioethics: the physicians autonomy.
While principles such as beneficence and patient autonomy

By Adobe Images, Public Sourcing

occupies a central position in modern medical-decision
making, physician autonomy is less emphasized (Pellegrino
1994). The physician’s autonomy stems from the simple fact
that being human, the physician, too, enjoys the basic right
to autonomy. While there are disagreements about how
powerful physician autonomy is relative to patient autono-
my, we can nevertheless suppose it is a variable that, at the
very least, holds some weight in medical decision-making.
However, the salience of the physician autonomy argument
is undermined by the magnitude of patient autonomy. Still,
some argue that “as it is wrong to ignore the patient’s right
to autonomy by expecting him to conform to the physi-
cian’s perspective, in the same way, it would be unfair to
treat physicians with a different standard” (Rouse 2012).
This argument overlooks the inherent power imbalance in
the patient-physician relationship. Treating both patient and
physician autonomy with the same standard could gravely
jeopardize patient well-being, as it fails to account for the
physician’s position of authority as the provider of care.

A stronger argument for CO derives from the moral in-
tegrity of the physician. One of the primary proponents of
the moral integrity argument is Mark Wicclair. In his con-
ception, one must refrain from performing actions against
one’s conscience to maintain moral integrity (Wicclair
2014). He further argues that moral integrity is valuable be-
cause it is an essential component of a person’s conception
of a meaningful life, and breaking it can lead to devastating
consequences like strong feelings of guilt, remorse, shame,
loss of self-respect, and an assault on self-identity (Wicclair
2014). Practicing CO helps protect against these conse-
quences by preserving such integrity in the face of profes-
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sional obligation.

Those opposing CO primarily base their arguments on
principles of justice and professional obligations in health-
care. Justice concerns arise because CO disproportionately
impacts patients of lower socioeconomic status (SES) and
under-resourced hospitals. While hospitals in more afflu-
ent areas can find replacement physicians for conscientious
objectors, lower-resource hospitals will have much more
difficulty finding substitutes (Jones-Nosacek 2021). This, in
turn, detrimentally affects patients of lower SES who cannot
live in affluent areas with high-resource hospitals. While
proponents of medical CO argue that advance directives by
conscientious objector physicians can address this problem,
it would be naive to think that this can fully address justice
concerns. When medical care is sparse, even advance no-
tice of the provider’s care preferences will be a barrier for
patients living in such environments, requiring financial
and temporal expenditure to find care elsewhere. A further
implication is when the CO is circumstance-based and not
principle-based, introducing variability and unpredictabil-
ity (Wicclair 2014). For example, a physician who opposes
all abortions is more straightforward to accommodate than
one who refuses to perform an abortion procedure only un-
der more specific circumstances, such as when the mother’s
health is not at significant risk.

Opponents of medical CO most prominently argue
that the practice compromises professional obligations and,
ultimately, the patient-physician relationship. In the in-
compatibility thesis, professional commitments and moral
integrity are incompatible with each other. The physician’s
professional obligation requires them to wholly care for
the patient and act with the patient’s best interests in mind
(Wicclair 2008). Practicing CO subverts this by putting the
physician’s needs before the patient’s, causing a potential
loss of trust in the relationship. The resulting lack of trust
individually and systematically threatens the patient-phy-
sician relationship (Wicclair 2008). The importance of the
patient-physician relationship cannot be overstated, as it is
frequently cited as the cornerstone of modern medicine.
The physician’s unique authority to provide or withhold
medical interventions creates an inherent power imbalance
in the doctor-patient relationship. When patients lose trust
in their physician’s commitment to act in their best interest,
they become particularly vulnerable to this power imbal-
ance. Although comprehensive statistical data on this phe-
nomenon remains limited, compelling personal accounts
from both healthcare providers and patients highlight these
concerns. One general practitioner, reflecting on a patient’s
experience with rejection due to CO, emphasized that ‘this
is something that is harmful for the physician-patient rela-
tionship’ (Nordberg et al., 2014). These narratives demon-
strate how CO can conflict with the professional obligations
of physicians from the patients’ perspective, lending cred-
ibility to the incompatibility thesis.

MORAL VULNERABILITY FRAMEWORK

CO centers on finding an equilibrium between the
physician’s moral integrity and professional responsibili-
ties. No-exemption believers argue that professional re-
sponsibilities always trump the moral integrity of the phy-
sician, conscientious absolutism proponents hold moral
integrity in higher regard, and others aim to balance these
two principles by introducing middle-ground approaches.
A crucial but underappreciated mediating variable is the
moral vulnerability of the physician.

Moral vulnerability refers to the physician’s lack of
proper understanding of the moral implications of the pro-
fessional vow due to a lack of appropriate ethics training. A
morally vulnerable physician is naive to the sort and mag-
nitude of ethical challenges that follow their professional
obligations. While the moral vulnerability of the physician
has been well-documented in the literature, there has not
been a true recognition of its importance in the CO debate.
Formalized bioethical education first began to be incorpo-
rated into medical school curricula in the 1980s. Although
all US medical schools require ethics training now, evidence
suggests that the bioethics curriculum in many institutions
is insufficient (DuBois & Burkemper 2002). Notably, many
papers report a lack of education on medical profession-
alism and a physician’s professional obligations. Instead of
holistic instruction and demonstration of these concepts,
medical institutions do not define professionalism and the
oath well (Mintz 2022). The lack of sufficient training is re-
flected in physicians today. For example, a study found that
only 1 in 4 physicians acknowledged the importance of the
oath, and many cannot remember the principles they swore
to by being a physician (Antiel 2011). More specifically, ex-
plicit instruction on possible moral-professional clashes
and their implications is also lacking, and thus, the authors
claim that clearer guidance for medical students about
the issue of CO at medical school is necessary (Strickland
2012). Altogether, this suggests that many physicians are
unaware and vulnerable to the possible implications of the
moral-professional tension they may encounter.

Moral vulnerability disrupts the balance between mor-
al integrity and professional obligation. It enhances the case
for CO by intensifying threats to a physician’s moral integ-
rity. For those facing such vulnerability, predicting moral-
professional conflicts is challenging, hindering their ability
to develop preemptive mental or practical defenses against
potential harms. Moreover, the physician’s moral vulner-
ability can counter the incompatibility thesis. Proponents
of the incompatibility thesis may commonly claim that “If
you are unable to carry out the professional obligations of
a physician due to moral inconsistencies, you should not
become a physician in the first place” (Savulescu 2006).
However, it is crucial to consider that inadequate ethical
education may render these moral-professional clashes elu-
sive to physicians, making them unforeseeable before en-
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tering the profession. It is primarily the responsibility of the
institution to protect the physicians and adequately prepare
them for this challenge. Hence, the incompatibility thesis
unfairly victimizes physicians when inadequate instruction
in medical education contributes significantly. Even if these
issues are foreseen, their detriment might not have been ex-
pressed enough in ethics training. As such, physicians may
be somewhat acquitted in their decision to exercise CO due
to moral vulnerability. This acquittal of responsibility is co-
herent with the general ethical consensus that externally
derived vulnerability and ignorance can serve to alleviate
responsibility. For instance, we legally and ethically contrast
a childs shoplifting with a 30-year-old’s shoplifting. The
child’s decisions were not wholly their fault but also their
naivety and lack of proper ethical instruction. Although the
analogy isn't fully compatible, it suggests that a physician's
CO might similarly stem from a lack of proper knowledge.
In contrast to the acquittal of responsibility given mor-
al vulnerability, the scenario shifts when this vulnerabil-
ity is no longer a factor. Once physicians receive adequate
training and are no longer considered morally vulnerable,
professional obligations take precedence over the moral in-
tegrity argument. This is because the potential for harm to
moral integrity is reduced when such conflicts are antici-
pated. A primary example is choosing a specialty in which
moral-professional conflicts are very unlikely. For instance,
a Catholic physician may opt against specializing in OB-
GYN, where they might frequently encounter responsibili-
ties like performing abortions, and instead select a specialty
less morally contentious, such as orthopedics. However,
there is a pertinent possibility of unexpected cases of CO
arising, even in less morally contentious specialties. A plas-
tic surgeon may encounter a patient wishing to undergo
gender-affirming surgery when they have a strong moral
objection to the procedure. In such scenarios, anticipation
and prophylactic planning allow the physician to develop
coping responses to minimize harm. Physicians might

adopt emotion-focused coping strategies, such as self-care
and self-validation, or engage in problem-focused coping,
where they actively reduce threats to their self-identity. Both
strategies are well-established and effective techniques with-
in psychological science. Many studies establish emotional-
focused and problem-focused coping as adequate buffers
against psychological stress, even in high-stress situations
like pandemics (Badon et al., 2022; Chankasingh et al., 2022;
Main et al., 2011). Given these capabilities, physicians who
have received comprehensive ethical training should be held
to a higher standard in prioritizing professional responsibil-
ities over personal moral objections. However, it is impor-
tant to recognize that not all situations can be anticipated,
especially with the continuous emergence of new medical
practices and procedures.

FUTURE POLICY PROPOSAL

In sum, moral vulnerability acts as a crucial mediating
factor that favors moral integrity, and in its absence, the bal-
ance shifts in favor of prioritizing professional obligations.
While not central to the paper’s argument, a cursory policy
proposition recognizing moral vulnerability demonstrates
its efficacy. This position has three central tenets. First, cur-
rently practicing physicians have the right to CO but must
adopt a reasonable accommodation approach detailed by
Wicclair. Second, ethical instruction in medical schools
and general practice should be rectified to better acknowl-
edge moral-practical conflicts and their implications. Third,
physicians benefitting from this enhanced ethical training
should be encouraged to adopt a no-exemption approach.
This position advocates for a combination of the reasonable
accommodation thesis and the no-exemption standard.

Currently practicing physicians should have the right
to CO due to their moral vulnerability. However, they
must practice CO under the reasonable accommodation
approach detailed by Wicclair to minimize possible detri-
ments to patient well-being. The reasonable accommo-
dation approach proposed by Wicclair has four essential
guidelines: “(1) Whenever feasible and apt, clinicians should
provide advance notification to patients/surrogates, admin-
istrators, and employers, (2) accommodation should not
impede a patient’s/surrogates’ timely access to information,
counseling, and referral, (3) accommodation should not
impede a patient’s timely access to health care services, and
(4) accommodation should not impose excessive burdens
on other clinicians, administrators, or organizations (Wic-
clair 2014)” The middle-ground approach, which combines
the requirement of advance notice and reasonable lack of
burden to patient access, will help protect patient well-being
and a physician’s moral integrity to some extent.

As allowing CO threatens the profession’s integrity by
undermining the importance of professional obligations,
reasonable accommodation is an unsuitable long-term pol-
icy choice. CO should be tolerated as an exception, but it
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The Moral Vulnerability of the Physician and a Novel Approach to Conscientious Objection

becomes dangerous as a norm by undermining the impor-
tance of the physician’s professional obligations. To address
the sustainability issues with the reasonable accommoda-
tion model, ethical instruction in medical schools must
expand education on CO both in the classroom and clini-
cal setting. The proposed approach offers practical advan-
tages. It shields currently practicing physicians from abrupt
policy shifts, enhancing their compliance and safeguard-
ing against potential backlash or even cessation of practice
among these professionals. However, implementing the no-
exemption strategy for upcoming physicians may be con-
cerning in terms of a possible decline in the general number
of physicians, especially those entering morally contentious
professions. While this concern must be empirically dem-
onstrated, the aforementioned techniques, avoidance, and
coping, can help alleviate this concern. Additionally, fur-
ther research into medical students' views on entering pro-
fessions without exemptions could provide crucial insights.
Although it's important to acknowledge that this proposal
has its limitations, it serves as a valuable example of how
recognizing moral vulnerability can make existing CO pol-
icy frameworks more robust.

CONCLUSION

A previously overlooked variable, moral vulnerability,
plays a vital role in the future of conscientious objection
by lending to a model that protects the patient and phy-
sician. The proposed approach, which includes reasonable
accommodation and a standard for exemptions, effectively
addresses this tension. Despite potential flaws in a rapidly
evolving medical landscape, this balanced approach will
help prevent the perversion of professionalism while also
preventing serious harm to one’s moral integrity.
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Bioethics-in-Brief

Expanding Access to Fertility Treatments Through Medical

Insurance
Caitlyn Chen

Globally, birth rates are plummeting, raising concerns
about population sustainability and economic growth. A
significant contributing factor is the rising prevalence of in-
fertility, exacerbated by trends such as delayed childbearing
and declining male reproductive health. In countries like
China, fertility rates have dropped sharply from 1.75 (births
per woman) in 2016 to a projected 1.3 in 2050, well below
the replacement level.! Lifestyle changes and advanced ma-
ternal age play critical roles in the decline of birth rates.
According to the World Health Organization (WHO), in-
fertility, defined as the inability to conceive after 12 months
of unprotected intercourse, affects 17.5% of reproductive-
aged individuals globally.?

Assisted Reproductive Technology (ART) offers a po-
tential solution, encompassing techniques such as in vitro
fertilization (IVF) and intracytoplasmic sperm injection
(ICSI). However, the high costs of ART—averaging $15,000
to $20,000 per cycle in the United States—prevent many
couples from accessing treatment.> As birth rates decline,
medical insurance coverage of ART is increasingly viewed
as a practical strategy to alleviate the burden of infertility
and promote population growth.

In the United States, insurance coverage for ART is
fragmented, largely dictated by state-level mandates. Cur-
rently, 21 U.S. states require some degree of infertility treat-
ment coverage, with only a small subset mandating com-
prehensive ART coverage.’ States with these mandates see a
277% higher utilization of IVF compared to those without.*
However, these policies often limit coverage to employer-
sponsored insurance plans, leaving many uninsured couples
without affordable options. Efforts to integrate ART into
broader healthcare frameworks are hindered by the high
per-cycle costs and varying definitions of medical necessity.
Advocates emphasize that infertility is a medical condition
recognized by the World Health Organization, and thus
deserving of comprehensive insurance coverage.” Denying
coverage, they argue, discriminates against individuals and
couples struggling to conceive, particularly as reproduction
is viewed as a fundamental human right. Equitable access to
ART is essential for reducing disparities, ensuring all socio-
economic groups can pursue family-building options.

Critics, however, raise concerns about the allocation
of finite healthcare resources. They argue that prioritiz-
ing ART could divert funding from life-saving treatments;
fertility treatments are often perceived as elective rather
than essential, challenging the justification for insurance
coverage when contrasted with urgent medical needs. Fur-
thermore, ethical questions arise about age-based access

By iStock, Public Sourcing

to ART, with considerations of maternal age and previous
childbirth.’ Critics warn against the potential overmedical-
ization and commodification of reproduction and question
whether societal pressures to conceive may lead to unnec-
essary medical intervention.

Globally, more than 80% of European and Oceanian
countries partially or fully reimburse ART costs, showcas-
ing varied, yet consistently more progressive approaches.
Scandinavian countries lead the way with extensive subsi-
dies: Norway, Sweden, and Denmark cover three or more
IVE cycles through public healthcare systems.S France,
similarly, funds up to four cycles for women under 43.7 In
China, where infertility affects up to 12.5% of couples, ART
remains largely self-funded.® Out-of-pocket costs exclude
over 60% of infertile couples from accessing treatment.
However, with the governments 2021 three-child policy
aimed at reversing population decline, ART’s inclusion in
medical insurance is gaining traction. A recent feasibility
study estimated that incorporating ART would cost 72-207
billion yuan ($10-28 billion USD) annually, representing
2-6% of China’s medical insurance fund.® This is projected
to result in 3.3-9.6 million new live births annually, with
a cumulative population growth of 37-65 million by 2050.
The financial input-output ratio, denoting the ratio of costs
to benefits, for ART coverage is estimated at 13.02, reflect-
ing a highly favorable return on investment. On the soci-
etal level, ART coverage can mitigate the psychological and
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Expanding Access to Fertility Treatments Through Medical Insurance

social stresses of infertility, reducing incidences of anxiety,
depression, and even divorce. By lowering financial barri-
ers, ART inclusion can prevent socioeconomic disparities
in access to reproductive healthcare.

However, the implementation of ART as covered by
medical insurance faces significant challenges. Expanding
ART services requires substantial investment in medical
infrastructure and workforce development. Many coun-
tries, particularly in developing regions, face a shortage of
specialized reproductive medicine clinics, skilled profes-
sionals, and advanced laboratory facilities. Even in nations
with existing ART capacity, a surge in demand following
inclusion in medical insurance may overwhelm current
systems, leading to longer wait times and reduced quality
of care. Scaling up infrastructure and training new profes-
sionals will require long term investment to meet increased
demand without compromising service delivery.

Implementing ART coverage also demands a strin-
gent regulatory framework to ensure cost containment and
prevent misuse. Policymakers must establish transparent
pricing models and treatment guidelines while fostering
collaborations between public and private sectors to main-
tain affordability. Regulations limiting the number of re-
imbursable cycles or encouraging single-embryo transfers,
can prevent complications like multiple births, which are
associated with higher healthcare costs. Equity is a signifi-
cant concern, as ART accessibility may disproportionately
benefit higher-income groups even with medical insurance
coverage. For instance, indirect costs such as transporta-
tion, childcare, and lost wages during treatment cycles
can still pose barriers for low-income families. Addressing
these disparities requires supplementary measures, such as
targeted subsidies for economically disadvantaged groups
or the integration of ART within broader social welfare pro-
grams. Ensuring geographic equity, particularly in rural or
underserved areas, is another critical aspect that demands
attention.

The inclusion of ART in medical insurance represents
a transformative opportunity to address declining birth
rates and improve access to infertility treatments. Despite
existing challenges, the potential demographic and societal
benefits make this approach compelling. By addressing in-
equities, investing in infrastructure, and implementing ro-
bust regulatory frameworks, nations can create accessible,
cost-effective systems that support family-building aspira-
tions for all citizens.
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Interview

Food Access Around the World: Examining a Health Policy
Problem from a Bioethical Lens

An Interview with Dr. Rebecca Puhl

Rebecca Puhl, PhD is a professor in the Department of Human Development &
Family Sciences at the University of Connecticut. There, she is also a researcher
at the Rudd Center for Food Policy and Health, where her work has earned her
a spot on the World’s Highly Cited Research List. Her work broadly addresses
weight-based bullying, bias, and discrimination experienced by children and
adults. Her work has documented the prevalence and origins of weight bias and
discrimination, assessed the pervasiveness and impact of weight stigma in the
media, examined the effects of weight bias on emotional and physical health, as-
sessed experiences and health consequences of weight-bullying in youth, tested
intervention strategies to reduce weight bias, and studied potential policy and
legal remedies to reduce weight discrimination and bullying. She is also on the
editorial board for numerous journals dealing with obesity and weight stigma,

and has won numerous awards for her work including the Bias Buster Award.

This interview was conducted by Jacob Kim and Navneeth Murali.

What initially drew you to research on weight stigma?
What do you see as the main goals of your research?

When I set out to complete my PhD in clinical psychol-
ogy, weight stigma was not on my radar. This was not some-
thing that I planned to do for a career. I attended Yale's PhD
program in clinical psych and my plan at that point was to
do research on prevention of eating disorders. But when I
was a graduate student, I was offered an opportunity by my
research mentor, Kelly Brownell, to do some research on
the topic of weight stigma. I didn't really know very much
about it. This was back in the year 2000. There was really not
very much published in this area. It was very scattered and
so I kind of jumped into that. At the same time that I was
doing that, I was in a clinical psych program, so I was start-
ing to be trained treating patients with different psycho-
logical conditions. I was working with people with eating
disorders and struggling with weight and one of the things
that I saw consistently in the patients I was treating is how
much stigma they were facing because of their body size
and how much that was contributing to their poor mental
well-being. It was interfering with their treatment and their
progress and it was really reducing their quality of life. So
I had this clinical experience and this research experience
happening at the same time and both of those experiences
really changed the direction of my work. It was at a time
where I was able to see that there's a real problem here that
really isn't getting very much research attention, that it's re-
ally ripe for research investigation. And so my career took
that direction, and I've been doing it ever since.

I look at my work as kind of multi-purpose. I'm very
multidisciplinary in the research that I do and where I pub-

lish because I've come to recognize how resistant this form
of stigma is to societal change. And we really need multidis-
ciplinary efforts in order to effectively address this problem.
So my research has, first of all, had the objective of trying to
document the prevalence and nature and extent of weight
stigma and discrimination that both children and adults
face to really try to put that on the map. We've also done
a lot of research to try to understand its impact on people,
on their health, on their well-being, on their relationships,
on their health care. And then another angle of my work
has really tried to investigate different strategies that can be
implemented to prohibit and reduce weight discrimination
in our society. Some of that involves policy, for example,
right now in the United States, it's illegal almost everywhere
to discriminate against a person because of their body size.
And so I've been pretty involved in policy work, both in
terms of policy research, but also doing things like testifying
at state legal hearings about the evidence that we have on
weight discrimination and why weight should be added as a
protected category, like other aspects of identity in discrimi-
nation legislation. I also do research to look at how we can
address weight stigma in different settings and one of those
settings is health care. We've done a lot of research to look
at who are the most common sources of weight stigma, and
doctors are often close to the top of that list. And so we've
done a lot of work to create educational resources for health
care professionals, for medical students and training to re-
ally try to help them understand what weight stigma is, how
it harms their patients, and what they can do to improve
patient care.

How does weight stigma and bias affect patients at an in-
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dividual level, especially when it comes to seeking weight
loss treatment?

Well, so let me kind of answer that in two parts. So
the first question is kind of how does weight stigma impact
people at an individual level? And that's where we have a lot
of evidence. What we know is that when people are shamed
or stigmatized or discriminated against because of their
weight, that this has a range of consequences, both for their
psychological well-being and also for their physical health.
So for example, we know that when people experience
weight stigma, this contributes to higher levels of depres-
sive symptoms, anxiety, low self-esteem, poor body image,
even substance use and suicidality. But we also see that it
affects people's physical health behaviors and some of the
most common findings are that people who are stigmatized
about their weight tend to have higher levels of maladaptive
and disordered eating. Oftentimes, people may turn to food
as an unhealthy coping mechanism to deal with the distress
of being stigmatized. We also see lower levels of physical
activity. And one of the reasons for that is that people feel
very vulnerable to shame and stigma about their body size
in physical activity settings. We also see higher levels of
physiological stress when people experience weight stigma,
primarily elevated cortisol level. And we also see over time
that weight stigma actually predicts increased weight gain
and obesity, kind of because of what I've just talked about,
about unhealthy eating patterns, lack of physical activity, el-
evated cortisol. And so in some ways that creates this cycle
where weight stigma predicts increased weight gain, which
predicts more stigma, right? Because it makes a person
more vulnerable to being stigmatized. So there are certainly
a lot of negative impacts at the individual level.

Your second question, we don't know the answer to
that yet. You know, with weight loss treatment with medi-
cations and weight loss medications, does stigma motivate
people to turn to these medications or potentially demoti-
vate them to want to use those medications? We don't know
the answer to that. Certainly, if we step back and look at
how thinness is valued in our culture, this is something that
has been valued for decades. And it's really come to sym-
bolize important values in Western culture. It symbolizes
desirability and success and ambition and desire. And if a
person is not thin, they are assumed to be lacking in those
qualities. So as long as those values of thinness remain
prevalent, people are going to be motivated to seek weight
loss for aesthetic reasons, even when potentially health is
not part of that reason. So it's a complicated question to an-
swer. We do know that sometimes people will seek weight
loss in order to escape the stigma that they've experienced,
that they feel that losing weight will kind of eliminate this
stigmatized identity that they have. At the same time, we
sometimes find that people report experiencing residual
stigma after they've lost weight. One of the things that can

be really psychologically challenging, if you are treated one
way in society when you have a larger body and then you're
treated a different way when you change your body, even
though you're the same person, that residual stigma can
also be complicated to deal with.

What are the ethical implications of individuals using
weight loss treatments, as a result of societal stigma ver-
sus for health reasons? Do you think there's a dispropor-
tionate number of doctors recommending weight loss
just for the sake of their patients losing weight? Or are
doctors actually looking out for their patients?

Well, those kinds of questions and motivations behind
prescribing patterns are hard to know. And it's not some-
thing that I study. But what I will say is that we certainly
don't want people to be taking things like GLP-1s for aes-
thetic reasons. That's not their intended purpose. Health
should be the focus. And so for people who meet criteria
for medications, who have legitimate health reasons, it may
also be that part of their motivation to take those drugs or
to engage in weight loss is because they hope to achieve
weight loss to alter their physical appearance. I will say
that I think it's important for any kind of counseling from
health care providers to really emphasize and keep the fo-
cus on health and health changes, rather than on how many
pounds are lost or how a person looks after losing weight.
We really want to make sure that it's being used for the right
reasons. Now, in terms of the societal impact of these medi-
cations and weight loss treatment, we don't really know yet.
I think time will tell whether anti-obesity or weight loss
medications affect societal stigma of people with higher
weight. Because on the one hand, these new medications
could increase attention to the complexity of obesity, to
the chronic nature of obesity, and that could potentially re-
duce societal blame that is often attributed to people who
have a higher body weight. But on the other hand, weight
stigma could persist or perhaps increase if medication is
viewed as taking the easy way out. And that's something
that we've seen to some degree with metabolic and bariatric
surgery, where there can be a stigma of the surgery itself.
So I think that’s pretty telling of our society where we're at,
that it's really unfortunate we live in a society where people
are stigmatized for having a higher body weight, and then
they're stigmatized again if they seek medical treatment to
lose weight. That’s an additive stigma that just leads to more
societal blame, and I think can lead to more internalized
shame and harm for individuals as well. So we can see it
going in either or both of those directions, and we're still
too early in this to know what the ultimate and long-term
impact is going to be.

How do you think weight bias manifests in medical spac-
es, and do you think it has a meaningful impact on how
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providers treat their patients?

Yes, this is a great question, and there's a lot of pieces to
this. First of all, we know from several decades of research
that weight bias and stigma and stereotypes are document-
ed and expressed by health care professionals towards pa-
tients with higher weight, and this includes stereotypes that
patients who have obesity are lazy or lacking motivation or
have poor self-control or are non-compliant with treatment
and are essentially to blame for their weight. And those at-
titudes have been reported and documented in research
studies by a range of different healthcare professionals, so
that includes doctors, nurses, medical students. There's
also research evidence that was done now over 10 years ago
that shows that the level of implicit and explicit weight bias
among doctors is actually at similar levels that we see in the
general population. So I think it's important to recognize
that medical professionals aren’t immune to societal weight
bias, and that's kind of the first piece of this. The second
piece is that we see from the perspective of patients that
they're very aware of these biases, and we've done a number
of studies with adults with higher body weight with obe-
sity or type 2 diabetes. There's also work with adults who
are undergoing bariatric surgery, and we see very high per-
centages of patients reporting that they have experienced
weight stigma from a health care professional. In some cas-
es, weight stigma is being reported by as many as two-thirds
of study samples, and this plays out in different ways.

So when we look at the side of the provider and the
health care professional, studies have documented that
compared to providing care to lower body weight or thin-
ner patients, when it comes to patients with higher body
weight, providers are spending less time in their appoint-
ments. They're engaging in less discussion with patients.
They admit that they aren't intervening as much as they
probably should, and they also report having less respect
for patients as their BMI increases. Then when we look at
the patient side of this, we see that patients report feeling
blamed and judged by health care professionals because
of their weight, and in turn, that leads to things like lower
trust in their health care provider. They're more reluctant
to talk about their weight. They perceive a lack of empathy.
They feel like they won't be taken seriously because of their
weight, and they report that often their weight is blamed for
unrelated medical problems And when it comes to what this
means for seeking care, we see that people are more likely
to switch doctors if they've experienced weight stigma,
and they're also more likely to avoid health care, and that's
particularly true for women with higher body weight. We
conducted a multinational study a few years ago with over
13,000 adults, mostly women, across six different countries,
and what we found is that weight stigma was consistently
associated with health care avoidance across these different
countries, especially when adults, again, primarily women,

were internalizing weight stigma and blaming themselves
for the stigma that they experienced. We found that they
were more likely to avoid health care. They obtained less fre-
quent routine checkups. They felt negatively judged about
their weight, and they overall perceived the quality of their
health care to be lower. So there's considerable evidence that
this is a problem that is present that needs to be addressed,
and one of the issues here is that this is a topic that doesn't
get a whole lot of coverage in things like medical training
and medical education. We know, for example, that obesity
and nutrition only get a little bit of time, let alone weight
stigma and bias. There's a real need to integrate this topic
into training much earlier so that we're not waiting to edu-
cate professionals who are already in practice, and that it
needs to become a more systemic wide aspect of training
that we just aren't seeing.

What do you think the ideal weight stigma training would
look like for healthcare providers, and how do you think
we can better address the issue of weight stigma in medi-
cine?

Yeah, so like any form of bias, a small amount of train-
ing at one time period is probably not going to have a long-
term significant impact. This is something that needs to be
integrated repeatedly if we're going to really shift practices
and attitudes. What I will say is that when it comes to weight
bias and education and stigma reduction, several pieces are
necessary. One is providing education on the complex eti-
ology of obesity to really challenge stereotypes that this is
a simple issue of willpower or calories in, calories out. We
know from a lot of research that when people are aware of
the more complex etiology of body weight regulation and
obesity that this reduces weight bias, whereas when people
focus on personal responsibility or behavioral aspects of
weight, weight bias can increase. So that's one piece of it,
but it's also about communication with patients and patient-
centered approaches and thinking about how we talk about
body weight. We've recently developed a number of educa-
tional resources for healthcare professionals on this topic
(supportiveobesitycare.org). We have a number of different
strategies that we talk about for improving patient care and
clinical practice and reducing weight bias. And a lot of it
comes down to communication and how providers talk to
their patients about body weight. This also means not only
focusing on body weight, but focusing on health and other
indices of health, not just the number on the scale. So there
are a lot of pieces to this that really involve not only knowl-
edge, but communication style and using patient-centered
approaches and seeing patients more holistically rather than
the number on the scale or a BMI.

I think also distangling obesity from body size, which
gets conflated all the time, but obesity is much more compli-
cated. There was a piece in the Lancet that came out [date].
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It's a big deal from the commission on clinical obesity,
talking about new definitions for obesity that go beyond
BMLI. It's getting a lot of press right now. That kind of thing
could potentially reduce stigma because it's really mandat-
ing that we approach diagnosis of obesity in a much more
nuanced way. We're really looking at aspects of health and
disease that you can't see by looking at someone's body size.
So those kinds of things I think could help reduce weight
stigma. But these are things that need to be integrated into
training in different ways. So in medical school, for exam-
ple, there are different places where this could go. It could
certainly be part of training on obesity and nutrition and
body weight regulation, but it could also go into diversity
focused training and education that students receive in oth-
er areas related to race and ethnicity or sex orientation, etc.
I think the more exposure that we can get on these topics in
either of those areas would be very beneficial.

So how does your research translate to policy implemen-
tation?

For a long time, I've been doing research to really as-
sess how much public support there is in our country for
different kinds of policies and laws that could be imple-
mented to prohibit weight discrimination. I started this
back in 2007 or so, which is when I was starting to be asked
to testify in legal hearings about weight discrimination. I
was interacting with policymakers and I said, “What kind
of research would be informative or helpful for you as you
tackle these problems?” And they said, “Well, we need to
understand if the public are even behind this, would they
support laws, would they support policies?” And as a re-
searcher, that's a pretty straightforward question to answer.
And so we started conducting studies with national samples
and essentially looking at their degree of support for differ-
ent types of policies. Some of those policies would be things
like adding body weight as a protected category to existing
civil rights laws that already exist in every state. Other poli-
cies would be creating new legislation that focus specifically
on things like weight discrimination and employment. That
evidence was very helpful because then when I went back to
provide expert testimony in these hearings, I presented that
evidence, which was very helpful and influential. And so
I think the more that researchers can interact with policy-
makers and really find out what are the research questions
that need to be addressed to help inform policy and how
can we engage in those? That's been an important part of
my work.

And the same has been true for children. We know that
weight-based bullying is one of the most prevalent reasons
that kids are teased and bullied. But this really isn't being
adequately addressed at the policy level in schools either.
Most schools now are required to have an anti-bullying
policy in place, but the comprehensiveness of those policies
really varies a lot. What we are finding is that parents really

want to see those policies strengthened to better protect
kids from weight-based bullying. And that can be achieved
in a very straightforward way by the language in these poli-
cies, making sure that body weight is included, because a
lot of the time it's just not even on the radar. So there are
tangible ways for researchers, especially social scientists
like myself, to be doing research that can directly inform
policy dialogue and hopefully also policy implementation.

Could you talk a little bit about your most recent work?

In the past few years, my work has started to extend
to stigma related to Type II diabetes in addition to obe-
sity. And part of the reason for that is that we see a lot of
overlap in perceptions when it comes to obesity and Type
I diabetes in terms of their stereotypes. We see that both
are viewed to be conditions that people are personally re-
sponsible for. They're attributed as stereotypes of being lazy,
things like that. And we also know that the comorbidity
of those two conditions is very high. So many people who
have diabetes also have obesity. We started to look at this
in terms of bias as well and we carried out one of the first
studies to look at how physician biases manifest when we're
talking about both Type II diabetes and obesity. And what
we found is that both of those biases are present. It seems
like the weight stigma is a little bit stronger, but they're both
present. That really has implications for patients, certainly
with Type II diabetes or obesity, but it also has implications
for where we need to direct training and stigma reduction,
that it's not just obesity, but it's also Type II diabetes. So this
is an area that has started to receive more attention. There
was a recent international consensus statement on diabetes
stigma. This is a newer topic area for research, but it's really
gaining traction and I think we'll see a lot more coming out
of that area as well. We've also done some research with
patients who have Type II diabetes, and we see that they’re
experiencing both weight stigma and diabetes stigma, and
that has implications for things like diabetes-related dis-
tress and eating behaviors and diabetes care and manage-
ment. So we need to really be focusing more on how we can
intervene with education and training with medical profes-
sionals who are treating these two different issues and make
sure that it's not harming patients' health.

The only other kind of recent area that I've been fo-
cusing on is actually looking at weight stigma from parents
towards kids. And this is an area that we're doing more re-
search in because our studies are finding that, especially in
adolescents, parents are a very common source of weight
stigma, unfortunately, and that this has really a long-term
impact on their health and well-being. We're looking at
how parents are talking about weight with their kids, how
kids want to talk about these issues, how it's impacting their
health, and what kinds of education and resources can we
be giving parents on this topic to make sure that they're
creating a supportive family environment at home.
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As college students, how might stigma manifest in our
living spaces and communities?

I think we're all, but especially young people, living in
a culture that is saturated with messages about body weight.
I mean, you put on any social media and you're going to see
content related to body weight. And so when it comes to
social media in particular, we've got kind of two sides here
with respect to weight stigma. We've got the body positivity
movement, which is emerging more strongly on social me-
dia now, which is really trying to challenge weight stigma
and promote messages of body diversity and body accep-
tance. And at the same time, we've got a lot of really harm-
ful messages on social media related to weight loss and eat-
ing disorders and stigma and fat shaming. That’s a lot to
deal with and I think that it does impact the way we think
about body weight. We know that the media has a profound
influence on societal attitudes and public attitudes, and
body weight is a very emotionally charged topic that most
people have a feeling or opinion about. I think it's really
about being more critical and mindful of the content that
we are exposed to and thinking about, “Is this something
that is reinforcing or promoting stigma or is it something
that is trying to reduce stigma and create more respect and
diversity and sensitivity to people of all body sizes?” And I
think there are things we can do in our daily lives, in any
setting that we're in, to really ensure that we are treating
people of all body sizes with respect and dignity. And fun-
damentally, that's really what this is about.
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